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Taking  our  profession  as  a  whole, 
we  are  apt  to  look  upon  the  surgical 
side  as  embodying  that  which  at  times 
■calls  for  the  greatest  amount  of  heroic 
courage.  In  the  days  of  my  obstetrical 
practice,  at  times,  I  let  my  thoughts 
run  in  channels  of  comparison,  and 
when  brought  face  to  face  with  an 
unexpected  or  unlooked-for  case  of 
post-partum  haemorrhage,  have  won- 
dered if  it  was  possible  to  place  a 
practitioner  of  medicine  in  a  position 
where  greater  reach  of  thought  was 
required  and  where  more  prompt  em- 
ployment of  means  and  remedies  was 
necessary. 

We  enter  the  home  in  many  cases 
ivhere  all  is  bright,  there  is  hopeful 
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expectancy  and  a  cheerful  outlook. 
Suddenly,  perhaps  at  the  moment  of 
almost  triumphant  success,  comes 
that  train  of  conditions  that  startles 
all.  The  life  of  the  wife,  the  young 
mother,  is  in  the  balance,  and  the 
household  shudders  at  the  possible 
entrance  of  death.  Of  all  the  points 
of  anxiety  that  now  present  them- 
selves none  equal  that  of  haemorrhage. 
The  obstetrician,  with  his  surgical 
training,  remembers  well  his  teachmg, 
and  reminds  himself  that,  "  the  first 
rule  in  surgery  is  not  to  let  your 
patient  bleed  to  death."  Reexamines 
with  rapidity  the  condition  of  his 
patient,  he  recalls  rapidly  in  his  mind 
what  are  the  possible  complications 
and  what  is  it  that  now  threatens  her 
life }  To  have  his  mind  act  clearly 
and  quickly,  to  apply  promptly  that 
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form  of  relief  which  the  case  requires, 
and  bring  back  joy  and  thankfulness 
where  all  has  been  grief  and  fear, 
stamps  the  true  physician. 

We,  as  the  Fellows  of  this  Associa- 
tion, are  the  consultants  in  many 
such  cases.  We  can  look  back  when, 
as  younger  men,  we  were  being  tried 
in  the  crucible  of  practical  experience. 
Now,  as  we  work  onward  and  upward, 
it  should  be  our  aim  to  give  those  in 
general  practice,  who  are  guided  and 
aided  by  the  specialist,  all  assistance 
possible.  With  this  object  in  view,  I 
have  selected  this  subject  for  my  ad- 
dress. Not  that  my  effort  may  bring 
forth  much  that  may  be  of  value,  but 
that  the  discussion  of  the  subject, 
covering  as  it  does  the  lines  of  work 
followed  out  by  both  obstetrician  and 
gynaecologist,  who  constitute  the  fel- 
lowship of  this  Association,  may  be 
such  as  will  bring  strength  and  com- 
fort to  him,  who,  in  the  lonely  hamlet 
or  in  the  wealthy  mansion,  in  that 
midnight  hour  when  assistance  seems 
so  far  away,  may  be  aided  in  fighting 
alone  and  single-handed,  but  success- 
fully, the  battle  that  has  been  so  un- 
relentingly waged  against  his  patient. 
There  can  be  no  doubt  but  that  the 
text-books  of  to-day  are  eliminating 
much  that  has  been  of  little  service 
in  finding  out  the  causes  and  suggest- 
ing the  rational  treatment  of  puerperal 
haemorrhage. 

Gratitude  is  due,  and  is  and  should 
be  rendered  to  our  modern  writers, 
who,  ignoring  the  traditions  of  this 
book,  or  the  several  editions  of  that 
work  in  hereditary  transmission,  have 
taken  up  the  subject  anew,  and,  as  it 
were,  given  out  new  chapters  on 
planes  of  reasoning  regarding  investi- 
gation and  treatment  that  have  brought 
about   a  renewal  and  lengthening  of 


the  life  of  motherhood.  We  have  had 
from  many  sources  within  the  past 
five  years,  and  especially  from  our 
own  Fellows,  Price,  Rohe  and  others,, 
the  methods  and  ways  of  preparation 
of  our  patient  for  the  lying-in  room,, 
that  have  resulted  in  recoveries  un- 
known heretofore.  Yet,  when  we 
consider  deaths  that  are  recorded  or 
that  occur  before  our  first  visit  per- 
mits us  to  leave  the  sick  or  lying-in' 
room,  have  we  not  still  something 
more  to  do  in  lessening  the  number  of 
the  certificates  of  death  from  immedi- 
ate and  fatal  haemorrhage  ? 

I  have  witnessed  death  in  many 
forms,  but  none  so  sad  as  that  of 
puerperal  haemorrhage.  In  the  days- 
of  my  obstetrical  practice  I  was  grate- 
ful for  having  escaped  such  an  experi- 
ence, but  in  consultation  to  see  the 
last  of  a  human  life  ebbing  to  an  endl 
is  sad,  sad  indeed.  If  there  be  one 
line  of  thought  and  work  I  would  urge 
upon  the  general  practitioner,  or  on- 
him,  who  in  his  circle  of  metropolitan 
or  rural  practice,  is  known  as  the 
obstetrician,  it  is  this,  a  more  clear 
and  definite  history  of  the  case  than 
is  frequently  secured  previous  to  the 
day  and  hour  of  accouchment.  t  re- 
peat, that  too  often  the  doctor  enters^ 
the  room  of  his  puerperal  patient 
knowing  by  far  too  little  of  her  pre- 
vious history.  In  this  direction  of 
teaching,  precept  and  following  out  of 
duty,  there  is  need  of  great  improve- 
ment. The  public  should  be  taught,, 
the  mature  parents  should  impress 
upon  the  expectant  mother  more  ear- 
nestly than  is  done,  the  necessity  of 
informing  the  family  physician  fully  of 
her  physical  make-up,  and,  if  there  be 
any  of  her  family  peculiarities.  Na 
surgeon  of  to-day  approaches  an  opera- 
tion without  fully  learning  all   that 
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pertains  to  that  particular  patient, 
especially  if  he  is  to  bring  his  per- 
centage of  recoveries  up  to  that  point 
maintained  by  the  best  of  operators. 
Too  often  our  fatal  cases  are  the  ones 
in  which,  from  haste  or  circumstances 
that  apparently  at  the  time  could  not 
be  ^'ontroUed,  we  find,  when  too  late, 
that  had  we  known  certain  conditions 
of  our  patient,  it  would  have  been 
better  for  all  concerned.  I  am  satis- 
fied that  this  is  a  field  for  greater 
study  from  which  obstetrical  art  will 
receive  much  benefit. 

Consider  for  a  moment  conditions 
of  heredity.  That  family,  one  of 
whose  members  is  about  to  enter  the 
lying-in  room,  is  known  to  come  from 
a  family  of  bleeders. 

This  the  family  physician  should 
certainly  take  into  consideration.  In 
my  early  practice  I  attended  Mrs.  O. 
in  her  first  confinement.  She  had 
always  flowed  very  freely  during  her 
menstrual  periods,  and  stated  that 
this  was  characteristic  of  her  mother 
*and  one  or  more  of  her  sisters.  There 
was  nothing  in  her  labor  abnormal 
except  that  she  flowed  very  freely, 
and  this  was  only  controlled  by  free 
use  of  ice,  internally  and  externally, 
with  ergot,  and  constant  hand  pres- 
sure over  the  fundus  of  the  uterus. 
Two  years  after  she  died  from  haemor- 
rhage, from  what  I  believed  to  be  a 
ruptured  tubal  pregnancy.  Nearly 
twenty  years  after  I  attended  her 
daughter,  in  an  emergency,  in  a  case 
of  abortion  brought  on  by  a  fall,  at 
the  end  of  the  sixth  week  of  preg- 
nancy, in  which  the  haemorrhage  was 
frightful  and  persistent,  only  con- 
trolled by  prompt  cleaning  out  of  the 
uterus. 

These  cases  I  know  are  but  types 
of  a  class  of  conditions  familiar  to  us 
all.     The  obstetrician  of   experience 


has  well  in  mind  all  possible  complica- 
tions that  may  present  themselves  to 
his  patient  as  the  parturient  hour  be- 
gins. The  length  and  condition  of  the 
cord  is  one  of  the  factors  that  must  be 
quickly  considered  in  the  sudden  haem- 
orrhage that  at  times  presents  either  in 
slow  or  rapid  delivery.  The  coiling 
of  the  cord  about  the  body  of  the 
child  so  shortens  it  at  times  that  too 
sudden  separation  of  the  placenta 
occurs,  and  the  uterine  sinuses  are 
left  wide  open,  though  the  uterus  may 
be  ever  so  willing  and  in  proper  con- 
dition to  contract.  These  are  the 
cases  in  which  large  coagula  and 
masses  of  blood  are  apt  to  form  within 
the  cavity  of  the  uterus,  which 
must  be  removed  at  once.  How 
necessary,  just  here,  for  the  obstetri- 
cian to  have  an  aseptic  hand.  Is  it 
any  wonder  that  in  the  past  septic 
conditions  have  arisen  when  former 
methods  were  adopted  by  the  hand 
with  "nails  in  mourning,"  no  curet- 
ting, no  stream  of  hot  water  even 
suggested  ?  The  short  cord  is  too 
often  overlooked,  and  the  damage  so 
quickly  done  not  promptly  recognized. 
It  is  plainly  the  duty  of  the  attending 
physician  to  recognize  this  at  once. 
There  must  be  no  waiting  for  the 
nurse  to  tell  him  that  his  patient  is 
bleeding.  The  injury  is  done  ere  the 
child  is  born,  and  the  necessary  assist- 
ance must  be  rendered  the  uterus  at 
once.  It  matters  not  whether  the 
delivery  has  been  a  fairly  strong  and 
quick  one  or  a  slow,  tedious  affair,  in 
which  at  last  it  has  been  thought  best 
to  apply  the  forceps.  The  short  cord 
is  apt  to  bring  the  placenta  quickly 
into  the  vagina.  This  the  careful, 
experienced,  obstetrician  will  recog- 
nize at  once,  and  now  is  the  time  for 
action.     Let  me  illustrate: 

Mrs.  B.  K.,  ill  in  her  first  confine- 
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ment ;  a  good  family  history  ;  always 
an  active  and  energetic  society  girl, 
of  a  decided  sanguine,  nervous  tem- 
perament. Her  labor  was  natural, 
and  at  the  end  of  a  few  sharp  pains, 
brought  the  child  through  the  ex- 
tenal  soft  parts  somewhat  quickly.  I 
realized  at  once  we  had  a  short  cord, 
and  it  really  only  measured  about 
nine  and  one-half  inches ;  tied  it 
quickly ;  passed  babe  to  nurse,  but 
the  haemorrhage  that  occurred  was 
frightful.  The  best  of  help  was 
present  in  the  room — her  husband 
being  a  physician,  as  well  as  the 
brother,  who  were  both  there.  I  re- 
moved the  placenta  promptly,  which 
was  free  in  the  vagina,  emptied  the 
uterus  of  clots,  applied  ice  externally 
and  internally,  gave  ergot,  kneaded 
the  fundus,  used  promptly  the  Fara- 
dic  current,  applied  by  Dr.  F.  Town- 
send,  who  came  quickly  ;  raised  the 
foot  of  her  bed,  lowered  the  head  of 
the  patient,  saw  rapidly  coming  on 
that  dusky,  leaden,  bleached  appear- 
ance of  the  face,  felt  the  velvety  con. 
dition  of  the  skin,  on  surface  of  body, 
so  noticeable  in  sudden  loss  of  blood  ; 
no  pulse  to  be  observed  in  any  of  the 
external  arteries;  abdominal  artery 
could  only  be  recognized  as  constant 
pressure  was  kept  applied  to  it ;  loss 
of  consciousness  immediate,  and  now 
a  fearful  convulsion  due  to  anaemia  of 
the  brain.  What  a  startling  change 
in  so  shorty  a  period  of  time.  Hypo- 
dermics of  brandy  and  aromatic  spirits 
of  ammonia  were  made  use  of.  Dr. 
Townsend  continued  faithfully  the 
use  of  the  battery ;  I  sent  at  once  for 
my  transfusion  case,  the  brother  of 
the  patient,  strong  and  willing,  fur- 
nished the  fresh  blood,  and  though  it 
was  very  difficult  for  me  to  find  the  vein 
in  her  arm,  I  did  succeed  in  trans- 
fusing a  moderate  amount  of  blood, 


and  its  beneficial  effects  were  at  once 
apparent.  There  was  some  evidence 
of  returning  consciousness.  The 
lower  limbs  were  bandaged,  and 
gradually  our  patient  came  back  to 
life,  and  to  permanent  recovery.  I 
am  glad  to  report  that  this  patient  has 
since  borne  another  child,  and  all 
went  well.  In  the  latter  case  the 
cord  was  of  normal  length,  and  every 
precaution  to  prevent  haemorrhage 
was  employed. 

Take  this  case  as  a  study,  and  is  it 
possible,  in  any  branch  of  surgery,  to 
have  one  more  trying  ?  Since  its  ex- 
perience, I  have  had  some  serious  ab- 
dominal work  to  perform,  yet  seldom 
that  which  brought  greater  and  keener 
anxiety  for  the  time. 

Traumatism  of  the  neck  of  the 
uterus,  of  the  vagina  and  of  the  ex- 
ternal soft  parts,  may  bring  on  a 
bleeding  that  is  in  itself  alarming  at 
the  time.  Fortunate  now  is  the  pa- 
tient if  she  have  an  attendant  pos- 
sessed of  some  surgical  skill.  Take 
for  instance  a  case  in  which  lacera- 
tion of  the  cervix  has  occurred.  The 
circular  artery  has  been  torn,  lacerated 
or  ruptured.  The  uterus  is  empty, 
contracted,  all  is  normal  in  that  direc- 
tion ;  careful  examination  reveals  the 
true  source  of  the  haemorrhage,  and 
now  the  vessel  must  be  tied,  and,  at 
the  same  time,  unless  the  patient 
is  too  greatly  exhausted,  immediate 
closure  of  the  laceration  should  be 
accomplished,  placing  a  glass  drainage- 
tube  in  the  cervix.  Lacerations  of  the 
perineum,  vagina  and  external  soft 
parts  are  often  the  source  of  serious 
haemorrhage,  and  to  my  mind  should 
be  repaired  at  once.  The  general  prac- 
titioner has  yet  much  to  learn,  and 
must  exercise  more  promptness  in  the 
immediate  repair  of  these  lesions. 

Varicose  veins   in   and   about  the 
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vulva,  are  at  times  the  source  of 
serious  haemorrhage  at  delivery  of 
the  child. 

Permit  me  to  report  the  case  of 
Mrs.  T.  from  my  note  book  : 

Aged  36  years,  in  her  third  con- 
finement ;  others  had  been  fairly 
normal,  but  she  had  suffered  from 
the  first  from  varicose  veins  of  the 
lower  extremities.  This  labor  natural, 
but  immediately  after  delivery  of  the 
child  and  placenta,  I  was  alarmed  by 
the  bleeding  which  continued  so  long 
as  to  cause  exhaustion  and  syncope. 
A  careful,  quick  examination  assured 
me  uterus  and  all  was  normal.  As 
should  be  done  in  all  these  cases,  a 
careful  examination  of  the  placenta 
was  made ;  no  portion  was  torn,  and 
the  membranes  gave  that  normal 
cone-like  bag  so  pleasant  to  see.  On 
examining  the  external  parts,  with  a 
view  of  going  still  further  up  the 
vagina,  and  to  the  cervix,  I  was  sur- 
prised to  find  venous  blood  flowing, 
freely  from  large  varicose  veins  on 
the  left  side  of  the  vagina  and  from 
the  internal  labia.  I  made  use  of  my 
thumb  and  finger  for  immediate  pres- 
sure. Being  much  younger  in  prac- 
tice, and  patient's  condition  alarming, 
I  sent  for  Dr.  Lansing — who  had 
previously  attended  her,  and  who  re- 
sponded quickly — but  I  had  continued 
pressure  for  one-half  hour,  and  in 
placing  patient  in  position  for  tying 
the  vessels,  it  was  found  the  bleeding 
was  controlled  and  did  not  return. 
Patient  made  a  good  recovery. 

Arteries  about  the  clitoris  are  some- 
times torn,  and  will  require  tying  or 
the  application  of  the  clamp. 

Fibroid  tumors  are  sometimes  a 
source  of  serious  haemorrhage,  and  to 
my  mind,  if  we  have  to  deal  with  that 
condition   called   hour-glass   contrac- 


tion, we  should  be  thoroughly  on  the 
outlook  for  this  lesion.  I  have  an 
impression  that  fibroids,  situated  in 
the  lower  third  of  the  uterus,  especially 
interstitial,  are  the  most  frequent 
cause  of  this  trouble,  when  such  con- 
ditions really  exist. 

Late  at  night,  January,  1873,  I  was 
requested  to  go  twelve  miles  in  the 
country  to  see  Mrs.  C,  aged  32,  in 
her  second  confinement ;  the  child 
was  delivered,  but  her  physicians 
were  unable  to  remove  the  placenta, 
and  I  was  sent  for.  I  found  her  with 
the  lower  segment  of  the  uterus 
empty,  but  the  upper  portion  retained 
the  placenta,  which  I  did  not  have 
very  much  trouble  in  removing,  find- 
ing, however,  that  she  had  a  uterine 
fibroid  the  size  and  shape  of  a  goose 
egg.  She  recovered  from  her  con- 
finement, and  two  years  afterwards, 
in  making  an  examination,  no  trace 
of  the  fibroid  could  be  discovered.  I 
have  no  doubt  that  in  the  process  of 
involution,  that  took  place  after  the 
birth  of  her  child,  the  fibroid  was  ab- 
sorbed. 

Later,  I  was  requested  by  Dr.  Fow- 
ler, at  3  A.M.,  to  see  Mrs.  H.,  whom 
he  had  just  attended  in  confinement, 
and  where  the  haemorrhage  had  given 
him  much  anxiety,  leaving,  as  he 
thought,  large  clots  in  the  uterus  and 
vagina.  On  thorough  examination  I 
found  a  fibroid  the  size  of  a  child's 
head,  occupying  the  anterior  lower 
portion  of  the  uterus.  The  bleeding 
was  soon  controlled,  and  the  patient 
made  a  good  recovery.  As  stated  in 
the  former  case,  as  involution  went 
on  the  tumor  was  absorbed. 

I  am  certain  that  syphilitic  infec- 
tion is  more  frequently  the  cause  of 
haemorrhage  than  the  profession  has 
been  led  to  believe.     Take  a  case  of 
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abortion  after  abortion,  and  where, 
by  judicious  treatment,  the  patient 
finally  goes  on  to  full  time.  These 
cases  must  be  carefully  watched. 

Mrs.  B.,  aged  30,  who  had  had  six 
abortions,  ranging  from  four  to  eight 
months  each,  and  all  giving  evidence 
of  syphilitic  trouble,  but  who,  by  the 
use  of  chlorate  of  potassium  and 
iodides,  alteratives  and  proper  tonics 
was  brought  to  full  time.  She  had 
always  flowed  freely,  and  the  family 
was  told  to  send  promptly  whenever 
her  sickness  presented.  They  did 
so,  but  I  happened  to  be  out  at  the 
time.  She  was  so  anxious  to  have 
me  attend  her,  that  they  waited  a 
few  moments ;  but  growing  worse,  an- 
other physician  was  sent  for.  Re- 
turning, I  immediately  responded  to 
the  call,  but  in  the  hour  the  haemor- 
rhage had  been  so  terrific  that  she  was 
dead.  Such  a  condition  as  that  bed 
and  room  presented  I  shall  never  for- 
get. It  never  seemed  possible  to  me 
that  the  human  body  could  have  held 
so  much  blood.  The  body  was  as 
white  and  bleached  as  I  have  seen 
dead  soldiers  on  the  battle  field, 
when  dying  from  a  clean-cut  wound 
of  the  femoral,  or  popliteal  artery. 
The  placenta  presented  as  a  large, 
fatty  mass,  and  there  apparently  had 
been  no  attempt  on  the  part  of  the 
uterus  to  contract. 

In  another  like  case,  seen  in  the 
practice  of  Dr.  Bailey,  and  where  we 
had  a  chance  to  examine  the  uterus, 
the  sinuses  presented  as  great,  open 
spaces,  the  bleeding  being  fearful. 

Those  who  have  read  Dr.  Oliver 
Wendell  Holmes'  charming  paper  on 
**The  Selection  of  the  Family  Phy- 
sician," can  readily  endorse  all  he 
has  to  say  there.  I  would  add  one 
additional  point :  let  the  young  doc- 


tor, in  the  first  confinement  of  his 
patient,  and  even  after,  examine  well 
the  appearance  of  the  placenta.  A 
tendency  to  a  large  placenta  is  a  ten- 
dency to  haemorrhage,  and  especially 
if  there  be  evidence  of  an  extra  lobe 
A  small  placenta,  possibly  adhe- 
rent from  inflammatory  changes,  is 
no  more  dangerous,  though  perhaps, 
giving  greater  anxiety  in  its  imme- 
diate removal.  Of  placenta  praevia, 
central  or  marginal,  I  can  hardly 
speak.  It  is  a  subject  within  itself. 
I  can  only  endorse  much  that  has 
been  written  of  late,  and  modern 
lines  of  treatment,  prompt,  energetic 
means,  never  forgetting  the  tampon- 
like effect  of  the  head  when  it  pre- 
sents, and  remembering  that  chloro- 
form, with  rapid  dilatation  and  de- 
livery, has  saved  the  life  of  many  a 
mother  and  child. 

Again,  let  the  physician,  who  as  a 
stranger  is  called  to  attend  a  new  pa- 
tient, in  perhaps  her  second,  third  or 
fourth  accouchement,  learn  all  the 
points  connected  with  her  previous 
confinements. 

I  well  remember,  not  many  years 
ago,  being  called  to  see  Mrs.  M.  in 
her  second  confinement,  and  in  get- 
ting her  history  she  said,  *'*  I  nearly 
died  from  haemorrhage  in  my  former 
sickness."  I  could  get  no  history  of 
heredity  or  such  conditions  as  would 
give  alarm,  but  was  on  the  alert.  All 
went  naturally  at  the  time  of  labor,  yet 
in  the  delivery  of  the  placenta  a  se- 
vere haemorrhage  occurred,  soon  con- 
trolled by  prompt  measures,  near  at 
hand,  the  want  of  which  has  some- 
times cost  the  life  of  the  patient. 

A  class  of  cases  that  have  always 
commanded  my  admiration,  yet  at 
times  sorrow,  is  that  of  a  noble  wife 
and   mother,    who,   patiently    giving 
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birth  to  six  or  more  children,  perhaps 
in  somewhat  rapid  succession,  at  last 
in  a  confinement  suddenly  dies  from 
haemorrhage.  The  family  physician 
in  these  cases  should  never  forget  the 
possibilities  of  atony  of  the  uterus,  or 
irregular  uterine  contractions  ;  of  the 
want  of  development  of  uterine  tissue 
in  an  already  overworked  organ.  That 
term  uterine  inertia  too  frequently 
means  thin  muscular  walls — want  of 
muscular  growth.  How  indefinite  an 
-expression,  when  already  a  pathologi- 
cal, fatty  change  is  present.  These 
patients  should  be  protected  in  time, 
rest  from  conception  should  be  en- 
forced, later  tonics,  and  by  all  means 
the  use  of  a  mild  faradic  current. 

The  fibroid  tumor  must  not  be  over- 
looked in  sometimes  causing  a  thin- 
ning of  the  uterine  walls.  In  these  last 
two  classes  of  cases  I  am  certain  that 
at  times  haemorrhage  resulted  from  too 
earnest  use  of  Crede's  method,  rup- 
ture, inversion  and  like  complications, 
or  irregular  hour-glass  contractions, 
so-called.  In  these  conditions  organic 
diseases  of  the  heart  should  never  be 
lost  sight  of. 

As  surgeons  we  are  fond  of  quot- 
ing— 

•"  The  thoughtful  surgeon,  skilled  our  wounds  to  heal, 
Is  more  than  millions  to  the  common  weal." 

I  would  say  a  thousand  times  more 
emphatically,  give  us  the  faithful,  in- 
telligent physician,  skilled  to  save  the 
lives  of  our  loved  wives  and  daughters. 
Holowko  publishes^  an  unusual 
case  of  haemorrhage :  "  The  patient, 
a  pregnant  multipara,  strained  to  lift 
a  weight  of  clothes.  Pain  in  the  abdo- 
men came  on  and  rapidly  increased 
in  severity.  The  temperature  rose 
to  104°,  the  pulse  to  120.     Labor  came 


^  British  Gynaecological  Journal,  May,  1892,  p.  127. 


on,  a  dead  child  was  born.  The  pains 
grew  worse.  The  abdomen  became 
distended,  the  pulse  rose  to  140,  and 
soon  after  the  placenta  came  away 
she  died.  The  post-mortem  showed 
that  the  uterus  was  healthy,  but  that 
a  large  quantity  of  fluid  blood  which 
filled  the  abdomen  had  evidently  come 
from  the  adhesions  around  the  ascend- 
ing colon,  which  had  recently  been 
ruptured.  There  was  no  sign  of  anae- 
mia, and  the  haemorrhage  had  not 
been  diagnosed." 

I  must  not  weary  your  patience  or 
I  might  continue  and  illustrate  by 
cases  such  other  rare  conditions  as  are 
presented  in  the  causes  of  puerperal 
haemorrhage.  Every  case  of  haemor- 
rhage is  a  study  within  itself.  In  ad- 
dition to  what  I  have  so  briefiy  stated, 
the  relaxed  and  abnormal  position  of 
the  organ  must  be  recognized.  When 
corrected,  how  quickly  contraction 
will  at  once  go  on  and  control  the 
bleeding.  It  has  been  well  said, 
"  The  best  preventive  of  uterine  haem- 
orrhage is  absolute  control  of  the 
uterus." 

"All  the  same  conditions  which 
cause  primary  haemorrhage  may  cause 
haemorrhage  at  any  time  during  the 
puerperal  period,  and  in  addition  to 
these  there  are  a  few  other  causes. 
After  the  first  twenty-four  hours  fol- 
lowing labor,  retarded  involution  of 
the  uterus  stands  in  the  same  causal 
relation  to  secondary  haemorrhage  as 
deficient  contractions  to  primary 
haemorrhage.  In  other  words,  it  is 
the  most  frequent  cause  of  secondary 
post-partum  haemorrhage." 

In  a  recent  paper  by  Mr.  Jonathan 
Hutchinson,  of  London,  entitled  *'0n 
Causes  of  Death  in  Midwifery,"  he 
states,  "the  statistics  of  midwifery, 
and  the  causes  of  death  after  child- 
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birth,  are  not  without  their  interest 
for  the  operating  surgeon. 

"To  a  considerable  extent  the  same 
kind  of  risks  are  encountered  after 
delivery  as  after  a  large  operation 
Ayound,  and  the  same  kind  of  precau- 
tions are  needed. 

"  My  friend,  Dr.  Aveling,  one  of  the 
highest  authorities  on  these  matters, 
assures  me  that  in  spite  of  all  modern 
improvements  in  practice,  the  ratio  of 
mortality  after  parturition  in  English 
practice  has  not  been  reduced  lower 
than  one  in  200.  The  chief  triumphs 
in  recent  days  have  occurred  in  the 
reduction  of  mortality  in  lying-in  insti- 
tutions. In  private  practice  it  is  prob- 
able that  for  long  the  ratio  has  not 
been  higher,  and  that  no  great  change 
has  resulted  recently.  It  would  ap- 
pear, to  judge  from  the  statistics  of 
individual  practitioners,  that  it  is  very 
difficult,  even  under  the  most  favorable 
circumstances,  to  beat  the  record." 

What  are  the  means  we  are  to  make 
use  of  in  these  cases  ? 

I  am  convinced  that  they  require 
the  same  line  of  work  as  the  surgical 
ones  suffering  from  shock  and  col- 
lapse. 

First  control  hemorrhage ;  ice,  hot 
water,  electricity,  direct  pressure  of 
the  abdominal  aorta,  are  not  to  be  lost 
sight  of.  In  employing  the  latter  I 
have  often  thought,  if  one  had  it  at 
hand,  to  apply  the  large  Lister  horse- 
shoe tournequet  would  be  wise.  One 
soon  tires  of  making  pressure  over 
this  vessel.  I  have  often  been  in 
doubt  as  to  how  rapidly  the  stomach 
does  its  work  at  such  a  time,  but  ergot, 
hamamelis,  capsicum,  opiates  must 
not  be  lost  sight  of.  Diffusible  stimu- 
lants, nitrite  of  amyl,  nitro-glycerine, 
hypodermics,  transfusion  of  blood — 
saline  infusions  I  believe  equally  as 


good — bandaging  the  extremities,  all 
methods  employed  such  as  would  be 
used  for  shock. 

Each  case,  as  it  were,  demands  a 
special  line  of  treatment,  and  then,  in 
general,  we  may  say  every  case  will 
bear  the  carrying  out  of  a  general 
course  of  treatment.  Most  certainly 
we  ought  at  once  to  reach  the  cause^ 
and  the  diagnosis  must  be  made 
quickly.  In  all  cases  where  we  have 
reason  to  believe  that  portions  of  the 
placenta  or  clots  are  retained  I  am 
sure  greater  use  can  made  of  the  large 
uterine  curette,  employing  at  the  same 
time  a  free  current  of  plain  hot  water. 
By  the  latter  term  I  mean  water  at 
the  temperature  of  120°.  The  closure 
of  the  utero-placental  vessels  should 
be  uppermost  in  our  minds.  Methods 
employed  should  have  this  end  in  view. 

"  The  value  of  the  tampon  of  iodo- 
form gauze  in  treating  post-partum 
haemorrhage  is  proven  by  Staheli.^ 
In  the  clinic  at  Berne,  nine  fatal  cases 
of  post-partum  haemorrhage  occurred 
in  5424  births  during  a  period  of  eight 
years.  In  forty-nine  cases  in  which 
the  tampon  was  used,  better  results 
were  obtained  than  by  any  other 
method  of  treatment.  These  cases 
were  divided  into  two  groups  :  one,  in 
which  the  haemorrhage  occurred  from 
a  source  which  was  determined,  and 
the  other,  in  which  the  tampon  was 
used  as  a  prophylactic  against  haemor- 
rhage.  In  the  first  were  cases  of  pla- 
centa praevia,  transverse  position  and 
other  similar  complications.  In  the 
second  class  were  cases  of  contracted 
pelvis,  and  also  of  Caesarean  section. 

"  In  using  the  tampon,  strips  of  iodo- 
form gauze  are   preferred;  thorough 


1  Correspondenz-blatt  fur  Schweizer  Aerzte,  No.  21, 
1891,  quoted  in  the  Am.  Jour.  Med.  Sciences,  Jan.,  1892: 
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antiseptic  precautions  should  be  taken 
to  disinfect  the  patient  and  the  ma- 
terial which  is  used." 

In  the  last  volume  of  our  Transac- 
tions is  a  valuable  paper  on  this  sub- 
ject by  oui^orthy  Fellow,  Dr.  Clarke, 
of  Cambridge,  in  which  he  refers  to  a 
case  reported  by  Dr.  F.  H.  Davenport, 
where  much  good  seemed  to  have  re- 
sulted from  the  use  of  quinine  given 
every  two  or  three  hours  before  the 
birth. 

The  second  division  of  my  subject, 
that  of  non-puerperal  haemorrhage  is, 
and  has  been  to  me  in  my  gynaeco- 
logical practice  and  consultation  work, 
one  of  much  study  and  great  anxiety. 

Beginning  my  professional  life  as  a 
general  practitioner  and  largely  given 
to  surgical  work,  I  have  always  looked 
upon  haemorrhage  as  a  condition  re- 
quiring prompt  and  energetic  meas- 
ures, therefore  I  studied  from  the 
first  my  cases  of  uterine  haemorrhage 
with  care  and  the  different  phases 
they  presented.  It  seems  to  me 
there  is  no  subject  so  important  for 
us  to  understand  thoroughly  as  the 
causes  and  conditions  that  produce 
this  form  of  haemorrhage.  The  errors 
made  by  the  patients  in  the  estima- 
tion of  their  cases  are  so  frequent 
and  yet  so  apparent,  that  the  histories 
given  us  are  often  deceptive. 

What  a  strange  introduction  is  that 
of  infantile  haemorrhage,  or  infantile 
menstruation  as  it  has  been  classified 
in  a  few  of  our  text-books.  How 
little  is  known  and  scarcely  anything 
said  by  many  authors  upon  the  sub- 
ject. The  pathological  explanation 
of  these  cases,  that  of  "Excessive 
Development "  is,  perhaps,  a  correct 
one,  and  yet  they  are  cases  claiming 
our  attention. 

Take  for  instance  the  following  one 


which  I  was  called  to  see,  and  which 
at  times  did  present  quite  a  serious 
flow,  but  which  has  required  no  espe- 
cial local  treatment,  a  general  line 
being  sufficient. 

Saw  patient  September,  1882.  Sup- 
posed case  of  spinal  trouble,but  on  cal- 
ling found  following  history:  Family 
history  on  both  sides  good.  Child 
began  a  regular,  normal  flow  at  age 
of  four  months,  lasting  from  four  to 
five  days,  which  has  continued 
every  twenty- eight  days  since.  Two 
years  and  seven  months  old ;  weigh- 
ing forty-nine  pounds ;  features  and 
form  that  of  a  girl  ten  or  twelve  years 
old ;  mammary  glands  as  large  as  a 
small  orange ;  external  labia  large, 
all  parts  of  vulva  fully  formed  ;  mons 
veneris  well  developed,  covered  with 
full  growth-  of  hair ;  bright  and  in- 
telligent, but  easily  irritated,  espe- 
cially so  at  beginning  of  menstrual 
epoch.  Does  not  seem  to  care  to 
play  with  children  of  her  own  age, 
appetite  and  tastes  seeming  to  belong 
to  an  older  child.  Never  troubled 
with  leucorrhoea ;  never  showed  a  dis- 
position to  masturbate.  Is  in  fact  a 
very  modest  girl.  December,  1882 
and  January  and  February,  1883,  did 
not  menstruate  ;  was  very  fretful  and 
wakeful  at  night.  March  18,  1883,  it 
came  on  again,  and  has  been  normal 
ever  since,  she  appearing  brighter  in 
her  disposition.  No  case  of  the  kind 
ever  known  before  in  the  family. 

At  the  present  time,  June,  1892, 
she  presents  an  appearance  of  perfect 
womanhood,  her  mental  condition  be- 
ing that  of  girls  of  her  age,  although, 
as  has  been  stated  by  authors,  this 
mental  and  normal  development  does 
not  correspond  with  the  physical 
evolution  that  first  presents  itself  in 
these  cases. 
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Again,  how  important  is  the  study 
of  haemorrhage  at  the  age  of  puberty. 

How  many  a  young  girl  is  allowed 
to  drift  on  at  this  time  in  life  without 
a  proper  looking-into  of  her  case, 
until  she  has  established  a  well 
marked  metritis,  accompanied  with  a 
uterine  colic  or  a  more  especially 
haemorrhagic  form,  in  which  we  have 
alteration  of  the  mucous  mem- 
brane, and  at  last  a  fungus-like  growth 
resembling  exuberant  granulations, 
which  will  keep  up  a  constant  and 
profuse  haemorrhage.  It  is  quite  as 
important  for  us  to  study  this  form  of 
uterine  haemorrhage  as  any  condition 
of  bleeding  that  may  present  itself  fol- 
lowing abortion  or  confinement.  Take 
as  an  illustration  that  class  of  cases  in 
which  the  young  girl  begins  a  men- 
struation, it  being  almost  a  constant 
haemorrhage.  She  is  possibly  treated 
intelligently  after  some  form  of 
medical  treatment,  until  medicines, 
electricity,  massaging,  change  of  cli- 
mate, all,  as  far  as  possible,  have  been 
tried,  but  she  does  not  improve.  She 
is  better  for  a  time,  then  to  relapse. 
Now  comes  a  time  when  I  am  certain 
the  family  physician  should  most 
earnestly  urge  upon  the  parents  the 
necessity  of  a  physical  examination, 
either  by  himself,  or  to  be  made  by 
the  specialist  of  that  particular  sec- 
tion. 

I  am  no  advocate  of  the  unneces- 
sary examination  of  young  women, 
but  I  am  certain  that  some  cases  are 
allowed  to  go  on  too  long  without 
this  careful  observance,  and  when 
once  this  examination  is  made  how 
frequently  it  is  found  that  there  is 
present  some  form  of  flexion,  with 
enlargement  of  the  body  of  the  uterus, 
tender  and  sensitive  to  the  touch,  or 
hydatidiform    mole,    or    there    is   a 


stenosis  of  either  the  external  or  in- 
ternal opening  of  the  cervical  canal 
with  partially  retained  menstrual  flux, 
or  there  is  a  polypus  present,  or  in  a 
lesser  degree,  that  condition  denomi- 
nated endometritis  fungosa,  or  as  the 
result  of  some  illness,  some  injury,  a 
traumatism  of  any  kind,  a  pelvic  peri- 
tonitis, and  your  patient  has  that  con- 
dition denominated  in  the  text-books 
chronic  endometritis,  perhaps  para- 
metritis. 

These  are  only  a  portion  of  like 
conditions  found  in  these  cases. 

Such  conditions  with  others  that  I 
have  in  mind,  are  often  found 
among  a  group  of  young  girls,  which 
extends  through  school  life  into  wo- 
manhood, and  they  are  to  be  found  in  a 
class  of  cases  known  as  the  invalid  of 
the  family.  They  are  the  cases  which 
for  a  certain  number  of  days  in  each 
month  are  to  be  placed  in  bed— not  a 
great  inconvenience  to  some,  to  others 
a  loss  of  time,  of  labor,  to  be  measured 
by  the  standard  of  wage  earning,  and 
throwing  upon  some  other  member 
of  the  family  a  greater  strain  and 
probable  illness. 

These  are  the  cases  with  which  we 
are  constantly  coming  in  contact  and 
which  require  a  more  careful  and 
thorough  looking  into.  Medicines 
will  sometimes  cure,  but  not  always. 
Perhaps  a  marriage  and  the  birth  of 
a  child  carries  them  on  to  an  atmo- 
sphere of  continued  health,  but  this 
is  rather  the  exception  than  other- 
wise. Too  often  the  marriage  is  fol- 
lowed by  a  condition  of  invalidism 
distressing  to  both  of  the  contracting 
parties,  resulting  not  too  infrequently 
in  much  suffering  and  misery. 

A  condition  of  haemorrhage  that  is 
likely  to  be  met  with  at  any  time  in 
life   is   that   associated   with    fibroid 


IN  REFERENCE  TO  UTERINE  H/EMORRHAGE. 


II 


tumors  in  some  form,  either  the  sim- 
ple polypus,  the  small  submucous,  or 
interstitial  fibroid,  all  of  which  give  a 
train  of  symptoms,  first  of  menorrha- 
gia,  then  o4 metrorrhagia,  at  last  lead- 
ing to  a  careful  examination.  It  is  to 
me  astonishing  how  long  the  young 
girl,  the  young  woman,  the  middle 
aged,  the  adult,  the  one  advanced  in  life 
will  continue  under  this  strain  of  ab- 
normal haemorrhage  and  seem  to  place 
so  little  stress  upon  it.  In  the  case 
of  the  young  girl  the  parents  will  con- 
tinually offer  the  excuse  that  when 
she  comes  about  a  little  more  regu- 
larly all  will  be  well.  The  middle 
aged  woman  is  continually  thinking 
that  it  is  due  to  some  irregularity  of 
menstruation  that  will  probably  right 
itself,  and  contents  her  mind  in  that 
manner.  When  once  the  age  of  thirty- 
five  or  forty  is  reached  she  is  con- 
stantly looking  upon  any  form  of 
haemorrhage  as  the  approach  of  the 
menopause,  and  how  many  are  the 
sad  cases  that  come  under  our  obser- 
vation through  this  mistaken  idea. 
Even  though  the  menopause  has  been 
passed  for  many  years,  yet  upon  the 
appearance  of  bleeding  how  many, 
many  cases  in  advanced  life  are  looked 
upon  as  a  return  of  the  menstrual  flow. 
I  know  of  no  particular  point  in  the 
study  of  haemorrhage  that  needs  to 
be  pursued  with  such  care  and  cau- 
tion as  at  the  time  of  the  so-called 
change  of  life.  This  is  a  period  when 
patients  suffer  on  and  on,  unwilling 
to  have  a  careful,  thorough  examina- 
tion, and  yet  how  necessary  for  the 
family  physician  to  impress  upon 
them  the  importance  of  knowing  fully 
their  real  condition.  Now  is  the  time 
when  the  various  forms  of  polypi  and 
fibroid  tumors  are  likely  to  be  present, 
now  is  the  time  when  malignant  dis- 


ease is  apt  to  show  itself,  and  yet 
these  cases  are  frequently  neglected 
until  the  patient  is  in  such  a  feeble 
state  of  health  that  when  she  does  pre- 
sent herself  for  careful  examination, 
her  case  is  almost  hopeless.  This  too 
frequent  belief  that  it  is  their  change 
of  life  is  something  that  women  should 
know  more  about.  I  have  referred  to 
this  subject  somewhat  earnestly.^ 

Of  the  many  conditions  that  are  apt 
to  be  present  as  causes  of  haemorrhage, 
the  bearing  of  subinvolution — chronic 
metritis — does  not  receive  the  atten- 
tion always  that  it  should.  A  condi 
tion  of  endometritis  fungosa  is  also 
too  frequently  overlooked.  Haemor- 
rhagic  metritis,  in  its  various  forms, 
is  not  as  promptly  recognized  as  it 
should  be.  The  bearing  of  lacerated 
cervix,  in  its  relation  to  haemorrhage 
at  all  times  in  life,  and  especially  at 
the  menopause,  should  receive  more 
careful  study  than  it  does.  While  I 
am  free  to  confess  that  the  operation 
for  the  closure  of  lacerated  cervices 
has,  at  times,  been  carried  too  far,  yet 
there  are  many,  many  cases  neglected 
and  allowed  to  go  on  until,  through 
the  haemorrhage,  that  is  continuous, 
the  element  of  malip-nancy  is  allowed 
to  enter,  and  the  change  is  observed, 
that  from  a  simple  lacerated  cervix, 
we  have  to  deal  with  an  epitheli- 
oma. 

Let  us  illustrate  a  condition  that 
too  frequently  presents  itself  in  our 
hospital  practice  in  the  case  of  Mrs.  I., 
who  presented  herself  for  examination 
August  8,  1892,  aged  32,  mother  of 
five  children,  four  of  whom  are  living. 
The  last  child  was  born  seven  months 
ago.     Two  months  previous   to  this 


Mn  a  paper  entitled  "She  Thought  it  was  Her 
Change  of  Life,"  published  in  the  Jour,  of  the  Am. 
Med.  Ass'n,  July  5.  1890. 
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confinement  she  occasionally  noticed 
ble-^ding  from  the  vagina,  but  gave  it 
no  special  concern,  thinking  it  was 
the  outgrowth  of  her  then  pregnant 
condition.  She  flowed  very  little  at 
the  time  of  her  confinement,  and  ap- 
parently, from  her  description,  it  was 
quite  normal,  but  since  then  she  has 
flowed  more  or  less,  sometimes  quite 
severely,  then  again  would  go  for  a 
period  of  two  or  three  weeks  without 
any  show.  Three  weeks  ago  she  con- 
sulted a  physician  who  told  her  she 
had  serious  ulceration  of  the  neck  of 
the  womb.  On  making  an  examina- 
tion I  found  a  severe  laceration  of  the 
cervix  on  one  side,  while  the  other 
portion  was  quite  entirely  destroyed 
by  epithelial  ulceration,  the  walls  of 
the  vagina  invaded,  the  uterus  fixed 
and  the  broad  ligaments  infiltrated. 
A  sad,  sad  case  of  epithelial  cancer, 
and  one  in  which  nothing  could  be  done 
in  the  way  of  an  operation.  This  con- 
dition had  stolen  upon  the  patient 
quietly,  without  giving  any  alarming 
symptoms,  yet  the  ulceration  must 
have  been  present  at  the  time  of  the 
delivery  of  her  child,  but  was  unob- 
served by  her  then  medical  attendant. 
These  cases  of  lacerated  cervices 
more  frequently  give  an  intermediate 
history  of  prolonged  flowing  between 
their  pregnancies. 

In  many  of  these  conditions  that  I 
have  referred  to,  the  haemorrhage  con- 
tinues through  many  months,  and  sud- 
denly the  patients  find  that  they  are 
invalids.  There  is  but  little  pain  as- 
sociated with  it — there  is  some  back- 
ache, some  pelvic  distress,  now  and 
then  menstrual  pains — but  the  patient 
goes  on  to  a  dangerous  condition  of 
anaemia,  and  her  state  of  health  is 
alarming  to  friends.  How  soon  we 
recognize  the  expression  of  the  face 


in  such  cases  as  they  enter  our  office.. 

That  condition  called  membranous 
dysmenorrhoea  if  not  in  many  cases 
thoroughly  controlled,  leads  to  haem- 
orrhage which  becomes  severe,  and 
carries  our  patient  into  all  the  tissue 
changes  of  the  uterus  which  are  so  fre- 
quently observed  when  at  last  the 
patient  does  come  under  our  observa- 
tion and  treatment. 

We  must  never  lose  sight  of  the 
fact  that  not  infrequently  diseased 
tubes,  diseased  appendages,  may  be 
the  cause  of  severe  uterine  haemor- 
rhage ;  the  possibility  of  a  small  ova- 
rian tumor  producing  haemorrhage  is 
not  to  be  overlooked.  These  experi- 
ences have  come  to  many,  and  doubt- 
less to  the  most  of  us. 

Next  to  the  importance  of  the  study 
of  haemorrhage,  connected  with  fibroid 
tumors  (and  let  me  say  just  here  that 
we  must  lay  more  stress  upon  the  fact 
that  these  tumors  will  grow  and  de- 
velop after  the  menopause,  and  that 
the  element  of  haemorrhage  becomes 
a  very  serious  symptom),  is  that  to  be 
observed  after  the  supposed  change 
of  life,  after  the  patient  has  really  and 
fully  passed  her  menopause.  She  has 
now  had  a  period  of  absolute  rest  for 
three,  five  or  more  years,  but  suddenly 
she  has  a  haemorrhage.  If  left  to  her- 
self she  is  likely  to  conclude  that  it  is 
a  return  of  her  menstrual  periods,  but 
in  the  majority  of  cases  it  is  the  fore- 
runner of  some  malignancy ;  however, . 
there  are  many  exceptions  to  this 
latter  view  of  the  case.  Take  for  ex- 
ample the  following  cases  from  my 
note  book : 

Mrs.  R.,  aged  63,  who  had  passed 
her  change  some  thirteen  years  be- 
fore, had  been  in  apparently  good 
health,  when  suddenly  she  began  to  • 
flow  and  believed  that  her  periods  had 
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returned.  The  case  would  naturally 
arouse  one's  suspicion  as  to  malignant 
disease,  and  yet  this  was  nothing  more 
than  a  simple  haemorrhage  due  to  a 
slight  endometrftis  which  finally 
passed  away  under  treatment,  and  the 
patient  continued  in  good  health,  dy- 
ing at  the  age  of  75.  We  would  nat- 
urally conclude,  and  with  truth,  that 
the  chances  were  she  was  developing 
a  case  of  malignancy. 

Another  case,  that  of  Mrs.  F.,  aged 
74,  and  whom  I  saw  fifteen  years  ago, 
in  consultation  with  her  family  physi- 
cian, had  a  flow  develop  some  ten 
years  after  her  change,  and  it  had 
been  a  source  of  great  alarm  to  her- 
self and  family.  Upon  examination, 
I  feared,  from  the  hardened  condition 
of  the  cervix,  that  it  was  likely  to  be 
a  genuine  case  of  carcinoma,  yet  upon 
removing  some  of  the  detritus  from 
the  cervical  canal,  and  examining  it, 
it  did  not  present  any  of  the  charac- 
teristic conditions  of  malignant 
growth.  It  was  evidently  a  case  of 
endometritis  fungosa.  Curretting  was 
done,  applications  were  also  made  to 
the  lining  membrane  of  the  uterus, 
and  this  seemed  necessary  about 
once  in  six  months,  or  once  a  year,- 
sometimes  going  on  much  longer  than 
that.  At  the  present  time  she  occa- 
sionally has  a  slight  haemorrhage,  but 
is  in  excellent  health,  has  no  enlarge- 
ment of  the  organ,  or  infiltration  of 
the  appendages. 

Another  case  furnished  me  verbally 
by  Dr.  Washburn  of  Chatham,  N.  Y., 
is  of  interest.  Mrs.  B.,  aged  84,  ex- 
cellent history  of  health,  passed  her 
menopause  at  about  45,  without  any 
serious  trouble,  and  remained  well  up 
to  April,  1891,  when  she  first  discov- 
ered a  slight  flow.  Is  well  nourished, 
in  her  usual  flesh,  in  every  way  re- 


tains vigorous  health  for  one  at  her 
time  in  life,  but  the  flow  at  times  has 
been  quite  severe,  prostrating  in  its  . 
effects,  and  somewhat  depressing. 
She  has  an  intelligent  idea  of  such 
troubles  and  knows  that  this  condi- 
tion, is  not  right.  Her  family  history 
is  good  aside  from  a  tendency  to  nasal 
polypi.  Careful  examination,  bi-man- 
ual  by  Dr.  Washburn,  revealed  no  en- 
largement of  the  uterus,  it  is  abso- 
lutely movable,  she  does  not  suffer 
pain,  and  there  is  no  pain  on  exami- 
nation. The  case  has  apparently  at 
times  yielded  to  such  remedies  as 
ergot  and  gallic  acid,  but  she  does  not 
remain  well  for  any  length  of  time. 
Undoubtedly  this  is  a  case  of. poly- 
poid degeneration  of  the  mucous  sur- 
face of  the  uterus,  and  one  which  would 
yield  thoroughly  to  a  good,  gentle,  com- 
plete curretting. 

I  have  seen  many  patients  who 
would  develop  a  haemorrhage  at  this 
time  from  simple  endometritis,  endo- 
metritis fungosa,  from  the  develop- 
ment of  a  small  fibroid  tumor  or  poly- 
pus, ^rom  other  conditions  not  unlike 
those  which  present  themselves  previ- 
ous to  the  change  of  life  ;  many  con- 
ditions strictly  non-malignant  and 
which  the  patient  should  have  the 
comfort  of  knowing,  for  which  a  sim- 
ple line  of  treatment  is  sufficient. 

I  have  realized  for  a  number  of 
years  that  the  diagnosis  of  carcinoma 
of  the  body  of  the  uterus,  in  its  early 
stages,  particularly  when  it  is  present 
after  the  menopause,  is  not  by  any 
means  easy. 

"  The  American  GyncBco logical Jour- 
naly  Nov.  1891,  contains  a  translation 
of  an  article  by  Hofmeier  and  Leo- 
pold,^  upon   the   subject.     Hofmeier 
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regards  cancer  of  the  body  of  the 
uterus  as  an  epithelial  growth,  having 
its  origin  in  the  superificial  epi- 
thelium, or  in  that  of  the  glands. 
Leopold  holds  practically  the  same 
view,  and  insists  that  such  tumors 
never  originate  in  the  connective  tis- 
sue. He  advises  the  abandonment 
of  the  term  malignant  adenoma,"  for 
the  word  adenoma  indicates  a  benign 
glandular  tumor,  and  if  the  neoplastic 
glandular  tumor  present  the  character- 
istics of  malignancy,  the  condition  in 
question  is  a  papillary  carcinoma." 

"  The  development  of  the  growth 
is  said  to  depend  upon  a  diffuse  infil- 
tration much  more  frequently  than 
through  the  formation  of  isolated 
nodules.  Hofmeier  states  that  ca-n- 
cer  in  this  part  of  the  uterus  de- 
velopes  frequently  in  multiparae  or  in 
women  of  small  family,  and  rarely 
appears  before  fifty  years  of  age. 
The  earliest  symptoms  are  usually 
haemorrhages,  which  are  followed  by 
a  serous  discharge,  more  or  less 
fetid.  Pain  similar  to  that  of  uterine 
colic  is  also  present." 

In  others  of  my  cases  the  element 
of  haemorrhage  was  most  persistent, 
and  finally  led  to  a  correct  diagnosis, 
that  of  true  cancer,  all  methods  of 
treatment  having  failed,  and  only 
complete  removal  of  the  organ  was 
left  to  do. 

In  these  cases  of  persistent  haemor- 
rhage from  the  body  of  the  uterus, 
that  continues  after  curretting,  we 
should  be  thoroughly  aroused  in  our 
suspicions  of  malignancy.  The  fol- 
lowing case  will  illustrate  and  show 
the  necessity  of  thorough,  careful 
watching  of  the  patient  after  one  cur- 
retting : 

Mrs.  E.  M.  K.,  aged  38,  married 
seventeen  years;  one  child,  aged  16; 


confinement  normal;  never  had  any 
serious  illness ;  regular  in  her  menstru- 
ation ;  became  a  widow  seven  years 
ago  ;  married  her  second  husband  five 
years  ago,  and  has  been  perfectly 
regular  in  her  menstruation  until  her 
present  trouble.  Believed  herself  to 
be  well,  when,  suddenly  in  May,  1892,. 
she  had  a  severe  attack  of  haemor- 
rhage. She  was  seen  by  her  attend- 
ing physician,  and  after  a  thorough 
course  of  medicine,  submitted  to  a 
thorough  curretting  of  the  uterus- 
some  time  the  latter  part  of  June.  In 
July  she  had,  as  she  believed,  a  normal,, 
regular  menstrual  flow.  Some  time 
during  July  she  was  visited  by  her 
family  physician,  but  no  examination- 
was  made.  In  fact,  no  examination 
was  made  at  any  time  after  the  cur- 
retting, as  she  stated.  In  August 
she  had  another  severe  haemorrhage,, 
the  local  pain  being  now  very  severe,, 
her  system  showing  much  exhaustion. 
She  came  to  my  office  August  25,. 
1892,  presenting  the  characteristic 
appearance  of  great  loss  of  blood.  I 
gave  her  a  careful  examination  and 
found  a  large  epithelial  growth,  im- 
plicating the  entire  cervix,  and  ex- 
« tending  somewhat  down  the  vaginal 
wall.  The  mass  was  movable,  but 
there  was  evidently  infiltration  of  the 
broad  ligament. 

I  did  not  think  an  operation  advis- 
able. Had  this  case  been  carefully 
watched  after  the  curretting,  it  would 
have  been  apparent  in  a  short  time 
that  vaginal  hysterectomy  would  have 
been  the  proper  operation  for  her,, 
and  one  which  might  have  resulted  in 
permanent  recovery. 

This  patient  had,  at  various  times,, 
since  curretting,  been  anxious  to  have 
another  examination,  and  the  more 
complete  operation,  as   she   informs 
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me,  but  that  her  female  friends,  the 
old  ladies  particularly,  were  constantly 
importuning  her  not  to  have  anything 
more,  as  it  was  sinftply  her  change  of 
life,  and  that  she  would  come  out  all 
right  later  on. 

Among  the  conditions  that  occa- 
sionally keep  up  a  uterine  haemor- 
rhage, the  pathological  state  called 
haematosalpinx,  perhaps,  is  quite  as 
difficult  as  any  to  make  a  diagnosis 
in.  The  symptoms  are  very  likely 
to  be  overlooked.  The  patient  is 
treated  frequently  for  a  long  time  for 
some  believed  diseased  condition  of 
the  cervix  or  body  of  the  uterus,  and 
the  true  trouble  is  not  reached  until, 
as  it  were,  by  the  method  of  diagnosis 
by  exclusion.  It  is  likely  to  be  con- 
founded with  haemorrhagic  endome- 
tritis, where  there  is  a  constant  drib- 
bling of  blood,  instead  of  the  normal 
menstrual  period,  whereas  in  the 
haematosalpinx  we  get  a  more  decided 
flow,  a  haemorrhage  that  is  incon- 
sistent with  the  pathological  condition 
of  the  uterus  itself.  Haematosalpinx 
cannot  be  looked  upon  as  a  simple 
transitory  pathological  incident. 

Few  men  have  done  so  much  to 
impress  upon  us  the  importance  of  a 
proper  understanding  of  true  haema- 
tosalpinx, and  the  necessities  for  an 
operation,  the  pathological  changes 
that  will  occur,  making  the  case  one 
of  pyosalpinx,  with  all  its  attendant 
dangers,  as  has  our  Fellow,  Dr.  Joseph 
Price,  whose  ideas  are  now  being 
incorporated  in  our  most  advanced 
text-books  upon  this  subject. 

Reviewing  then,  somewhat  briefly, 
the  subject  of  uterine  haemorrhage, 
one  is  impressed,  particularly  as  we 
take  into  consideration  our  gynaeco- 
logical and  consultation  work, with  the 
necessity  of  studying  each  case  care- 


fully and  reaching  a  correct  diagnosis 
as  early  as  possible.  When  once  that 
has  been  accomplished,  what  is  to  be 
our  line  of  treatment  ? 

Take  the  case  of  prolonged  haemor- 
rhage in  girlhood ;  the  conditions  are 
present,  such  as  we  have  referred  to,, 
a  flexion  of  some  sort,  a  stenosis  with 
enlargement  of  the  body  of  the  uterus,, 
the  endometrium  is  covered  with  a 
fungoid  growth,  small  polypi  are 
present,  there  may  be  a  true  condition 
of  endometritis  fungosa,  perhaps 
there  may  be  present  a  distinct 
polypus.  Have  we  any  better  line  of 
treatment  for  these  conditions  than  a 
thorough,  careful  dilatation  of  the 
cervical  canal,  complete  and  thorough 
curetting,  and  then  with  care  packing 
the  cavity  of  the  uterus  with  sterilized 
gauze,  dipped  or  not  in  a  solution  of 
some  mercurial,  or  iodoform  gauze,, 
thereby  maintaining  complete  and 
thorough  drainage.  This  is  a  method 
of  treatment  I  have  followed  out  for 
the  past  five  years,  enlarging  upon  it 
more  and  more  as  the  degree  of  safety 
seems  to  have  become  greater,  occa- 
sionally allowing  the  patient  to  wear 
afterward,  for  relief  of  the  flexion,  an 
intrauterine  stem  pessary.  I  believe 
that  in  all  cases  where  a  simple  uterine 
polypus  has  been  removed  that  a 
thorough  curetting  should  be  done, 
and  packing  with  gauze  carried  out. 

Take  the  condition  of  haemorrhage 
that  follows  parturition,  and  which 
keeps  up  for  many  months  or  years, 
as  the  result  of  subinvolution — 
chronic  metritis.  The  patient  has 
probably  been  given  medicine  un- 
limited, yet  her  recovery  will  not 
follow  until  some  such  line  of  treat- 
ment is  pursued. 

In  the  treatment  of  haemorrhage 
due   to   uterine   fibroid,    I   am   thor- 
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oughly  anchored  to  the  belief  that  for 
the  small,  persistent,  bleeding  fibroid 
there  is  no  better  course  to  be  pur- 
sued than  the  removal  of  the  uterine 
appendages,  although  it  is  possible 
now  and  then,  when  the  fibroid  is 
simply  submucous,  that  by  carefully 
curetting  we  may  be  able  to  enucleate 
it  suflficiently,  or  that  the  uterus  will 
take  on  contractions  and  force  it  out, 
thereby  saving  our  patient  the  more 
formidable  operation;  however,  these 
cases  must  be  handled  with  the  great- 
est care.  Rigid  antisepsis  must  be 
carried  out  and  the  after  treatment 
cautiously  pursued  or  septic  condi- 
tions will  develop.  In  a  medium 
sized  or  large  fibroid,  where  it  be- 
comes difficult  to  remove  the  uterine 
appendages,  and  the  haemorrhage  is 
gradually  destroying  the  patient, 
there  can  be  no  better  treatment,  it 
seems  to  me,  than  hysterectomy  in 
some  form,  and  when  we  consider 
how  favorably  these  operations  are 
succeeding  in  the  hands  of  such  men 
as  Joseph  Price,  Ross,  Eastman  and 
others,  we  cannot  but  believe  that  our 
position  should  be  strong  in  discour- 
aging the  use  of  electricity  and  of 
temporizing ;  yet  occasionally  a  case 
is  brought  to  us  in  which  the  haemor- 
rhage has  continued  so  long  a  time, 
the  tumor  having  grown  to  that  size 
that  the  patient  is  so  feeble,  so 
anaemic,  with  occasional  attacks  of 
syncope  and  loss  of  appetite,  blood- 
less lips  and  waxen  face,  that  the 
operation  of  hysterectomy  is  quite 
out  of  the  question.  She  will  in- 
evitably die  of  shock.  Can  we  do 
anything  for  her  to  bring  her  into 
better  condition .?  I  am  most  em- 
phatic in  saying  that  I  believe  we 
can,  that  these  cases  by  being  care- 
fully and  thoroughly  curetted  can  be 


improved  so  that  they  may  recover 
sufficiently  to  stand  the  more  formid- 
able operation  later  on.  I  might  re- 
fer to  cases  to  illustrate  my  point, 
but  I  have  done  this  somewhat  more 
fully  in  a  paper  that  I  am  about  to 
read  before  the  Vermont  State  Medi- 
cal Society ;  however,  I  would  like  to 
present  some  points  in  connection 
with  the  following  case,  taken  from 
the  British  Gynceco logical  Journal^ 
May,  1892,  p.  71,  reported  by  Mr. 
Bowreman  Jessett.  He  says  :  "  It 
appears  to  me  that  with  our  present 
knowledge  of  the  different  meth- 
ods of  performing  hysterectomy 
it  is  very  difficult  to  lay  down  any 
hard  and  fast  rule  as  ,to  which  is  the 
best  method  of  operation  in  this  or 
that  case.  As  we  all  know  who  are  in 
any  way  versed  in  these  distressing 
cases  of  myomata  connected  with 
the  uterus,  one  rarely  meets  with  two 
cases  alike,  and  although  we  may  de- 
cide upon  one  plan  of  action  before 
opening  the  abdomen,  yet  when  the 
tumor  and  its  surroundings  are 
brought  into  view  we  may  have  to 
adopt  a  totally  different  course  to 
that  originally  planned. 

Patient,  aged  44,  a  fat  and  some- 
what phlegmatic  wgman,  came  under 
my  care  June  13,  1891.  Married; 
no  children ;  no  miscarriages.  Ten 
months  before  admission  into  hospital 
had  a  flooding,  and  another,  very 
severe,  four  months  later,  since  which 
time  never  entirely  free  from  haemor- 
rhage. Considerable  pain  in  abdomen 
and  back,  especially  right  side;  mic- 
turition very  frequent.  Hard,  solid 
tumor  in  abdomen,  rising  to  within  an 
inch  of  umbilicus.  Per  vaginam  uterus 
found  to  be  drawn  up  out  of  pelvis ; 
OS  felt  with  difficulty.  Varicose  veins 
in  one  leg ;  eczema  in  both  legs.     Pa- 
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tient  kept  absolutely  at  rest  for  six 
weeks  and  treated  with  iron  and  ergot. 
Left  hospital  July  29,  having  had  but 
one  attack  of  haemorrhage.  Attended 
as  an  out-patient,  but  flooding  returned 
with  eczema.  Re-admitted  September 
17;  treated  again  informer  manner; 
no  return  of  haemorrhage  for  six 
weeks;  discharged  October  5,  1891. 
Circumference  of  abdomen  at  umbili- 
cus, 39>4  inches ;  umbilicus  to  left 
iliac  crest,  9  inches ;  to  right  iliac 
crest,  8}4  inches ;  umbilicus  to  ensi- 
form  cartilage,  7  inches ;  to  pubis, 
8j4-  inches.  Suffered  from  vomiting 
and  constant  desire  to  pass  water. 
Hysterectomy  suggested,  but  post- 
poned on  account  of  age,  hoping  at 
menopause  haemorrhage  would  cease. 
Re-applied  for  admittance,  much 
worse,  December  30,  1891.  Begged 
for  an  operation,  and  on  January  19, 
1892, 1  performed  abdominal  hysterec- 
tomy. 

He  here  describes  his  method  of 
operating  very  fully : 

"She  was  very  collapsed  after 
operation,  and  died  on  21st,  or  thirty- 
six  hours  after  operation.  At  post- 
mortem there  was  no  haemorrhage  or 
peritonitis  to  account  for  death,  which 
can  only  be  attributed  to  unsatisfac- 
tory state  of  health  she  had  been  in 
for  so  long  a  time." 

This  patient  died  from  shock,  and 
death  was  probably  due  to  the  great 
loss  of  blood  that  had  been  going  on 
for  so  long  a  time. 


She  illustrates  clearly  a  class  of 
cases  that  are  left  too  long  by  the 
general  practitioner,  bleeding,  bleed- 
ing, ever  bleeding  ;  they  have  applied 
electricity  and  tried  various  forms  of 
remedies,  but  only  to  let  the  patient 
keep  on  bleeding.  I  must  repeat,  let 
these  cases  have  the  benefit  of  curet- 
ting, and  then  the  more  formidable 
operation  of  hysterectomy. 

As  to  the  class  of  cases  in  which 
haemorrhage  occurs  at,  or  after  the 
menopause,  if  we  cannot  be  certain 
that  they  are  malignant,  requiring 
either  a  vaginal  or  supravaginal  hys- 
terectomy, let  us  give  the  patients 
the  benefit  of  the  doubt,  keeping 
them  from  the  atmosphere  of  fear  of 
malignancy  just  as  long  as  possible, 
but  in  the  persistent  haemorrhage  that 
may  come  on  from  the  non-malignant 
conditions  that  present  themselves 
after  the  change  of  life,  let  us  by 
all  means  give  them  the  benefit  of 
thorough  curetting  and  the  treatment 
that  I  have  endeavered  to  bring  out 
in  this  paper. 

I  know  that  there  have  been  many 
criticisms  made  upon  the  question  of 
entering  the  cavity  of  the  uterus  in  so 
formidable  a  manner,  but  I  am  certain, 
from  the  experience  I  have  had  in 
many  cases,  that  is  is  a  safe  procedure, 
but  it  must  be  done  in  the  most  thor- 
ough way  as  to  cleanliness  and  drain- 
age, and  I  believe  there  is  no  drainage 
superior  to  that  of  the  gauze  packing. 
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Subinvolution  of  the  Uterus  J 


BY   EUGENE   BOISE,    M.D., 

GRAND  RAPIDS,  MICH. 


In  treating  of  the  pathological  con- 
dition called  subinvolution  of  the 
uterus,  there  is  one  peculiarity  to  be 
kept  in  mind  —  namely,  that  it  is 
caused  by  (or  I  may  say,  it  is)  the 
premature  cessation  of  a  physiologi- 
cal process.  The  retrograde  meta- 
morphosis of  tissue  occurring  in  the 
uterus  after  delivery,  which  we  term 
involution,  is  purely  physiological  in 
its  nature.  The  arrest  of  that  process 
before  its  completion  results  in  a 
pathological  condition  universally 
known  as  subinvolution ;  pathological, 
because  such  tissue  combinations  do 
not  exist  in  the  normal  body  and  be- 
cause it  gives  rise  to  various  devia- 
tions from  the  normal  in  the  position 
of  the  uterus  itself  and  in  the  condi- 
tion of  the  adjacent  organs,  as  also  in 
the  systemic  disturbances  known  as 
symptoms. 

Uncomplicated  subinvolution  is 
rarely  seen  by  the  physician,  because 
of  its  gradual  merging  into  the  con- 
dition known  as  chronic  metritis,  of 
which  it  is  the  great  predisposing 
cause.  I  do  not  wish  to  be  under- 
stood as  saying  that  chronic  metri- 
tis arises  invariably  from  subinvolu- 
tion, or  that  subinvolution  is  a  neces- 
sary forerunner  of  metritis,  but  simply 
that  the  tendency  of  subinvolution  is 
toward  metritis. 

These  two  terms  have  been  used  by 
writers  interchangeably,  without  any 
clear  distinction  being  made  between 
the  two ;  nor  had  there  been,  iip  to 
1885,  any  clear  description  of  the  two 

1  Read  before  Michigan  State  Medical  Society,  1892. 


conditions,  but  in  that  year,  in  a 
paper  published  in  the  August  num- 
ber of  the  Amer.Jour.  of  Obstetrics y 
N.  K,  Dr.  Mary  Putnam  Jacobi  clearly 
demonstrated  both  a  clinical  and 
pathological  difference. 

Without  going  into  the  minute 
anatomy  of  the  organ,  I  may  say  that 
the  normal  uterus  is  composed  of 
five  classes  of  elements : 

(i)  Unstriped  muscular  tissue. 

(2)  Homogeneous  or  amorphous 
connective  tissue. 

(3)  Fibrillar  connective  tissue. 

(4)  Round,  spindle-shaped  and  ir- 
regular cells  imbedded  in  the  homo- 
geneous tissue. 

(5)  Yellow  elastic  tissue. 

During  gestation  a  simple  hyper- 
trophy occurs,  by  which  the  muscle 
cells  are  many  times  enlarged,  the 
other  structures  also  participating  in 
the  change.  The  arteries  and  arteri- 
oles are  extended  and  enlarged  and 
become  tortuous.  The  veins  become 
large,  numerous  and  dilated,  lying 
close  under  the  mucous  membrane 
and  near  the  muscle.  The  entire 
uterus  is  in  a  state  of  venous  engorge- 
ment. 

From  the  moment  of  conception  to 
the  end  of  pregnancy  venous  blood 
tends  to  become  in  excess  in  the 
uterine  tissues.  When  labor  begins 
this  venous  excess  is  partially  cut  off, 
first,  according  to  Friedlander,  by 
giant  cells  which  wander  into  the 
sinuses  at  the  placental  site,  thus 
gradually  obliterating  them.  By  this 
means  there  is  brought  about  a 
change  in   the  equilibrium   between 
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the  venous  and  arterial  blood  supply, 
T3y  which  arterial  blood  become?  rela- 
tively in  excess.        •* 

This  stimulates  the  muscle  cells  to 
action,  and  labor  contractions  begin. 
Each  contraction  still  further  de- 
creases the  venous  engorgement  and 
relatively  increases  the  arterial  supply, 
thus  furnishing  renewed  and  increased 
stimulation  to  the  muscles.  If  for 
any  reason  these  contractions  become 
impaired  and  feeble,  the  mechanism 
is  imperfectly  executed  and  uterine 
inertia  is  established  and  tends  natur- 
ally to  prolong  itself  indefinitely. 
After  the  expulsion  of  the  ovum,  the 
arterial  blood  is  (according  to  Jacobi) 
still  needed  to  carry  out  the  physio- 
logical disintegration  of  cells,  through 
hyperoxygenation,  she  claiming  that 
this  process  requires  excess  of  arterial 
blood,  carrying  a  large  amount  of 
oxygen,  while  the  process  of  growth 
can  only  be  effected  by  means  of  ca- 
pillary or  venous  blood  containing  a 
much  smaller  amount. 

Other  writers  explain  the  process 
of  fatty  degeneration,  which  takes 
place  after  labor,  by  cutting  off  of  the 
arterial  supply  through  the  energetic 
contractions  of  the  muscular  tissue  of 
the  uterus,  thus  impairing  the  nutri- 
tion of  the  cells  necessary  to  their 
integrity. 

Therefore,  according  to  Jacobi, 
everything  which  tends  to  perpetuate 
the  venous  hyperaemia  of  the  uterus 
becomes  a  predisposing  cause  of  sub- 
involution of  the  uterus.  The  fatty 
degeneration  of  the  cells  which  takes 
place  in  the  normal  physiological 
process  of  involution  becomes  evident 
about  the  fourth  day,  and  rapidly  pro- 
gresses, the  fat  being  removed  partly 
by  absorption  and  partly  by  discharge 
upon  the  free  surface  of  the  endo- 


metrium through  the  open  mouths  of 
the  lymphatics.  It  is  all  removed 
and  the  process  of  involution  com- 
pleted by  the  end  of  the  sixth  or 
seventh  week.  Reparation  does  not 
begin  in  the  parenchyma  of  the  organ 
before  the  fourth  week. 

Very  few  opportunities  have  been 
found  for  post-mortem  examinations 
of  purely  subinvolved  uteri,  but  from 
what  is  known  of  the  process  and 
judging  from  the  size  and  appearances 
of  most  uteri  in  a  state  of  subinvolu- 
tion, it  has  been  inferred  that  involu- 
tion becomes  arrested  at  about  the 
end  of  the  second  or  the  beginning 
of  the  third  week. 

It  would  not  be  expected  that  an 
examination  of  a  uterus  in  a  condi- 
tion of  subinvolution,  eight  or  ten 
weeks  after  delivery,  would  show  any 
abnormal  preponderance  of  fat,  as 
this  would  naturally  have  been  re- 
moved, and  the  uterus  be  found  in  a 
condition  such  as  would  naturally 
exist  if  this  degenerative  process 
were  stopped  before  all  the  tissue  had 
undergone  such  change.  That  is,  if 
from  some  cause  the  normal  disin- 
tegration of  tissue  should  be  stopped, 
the  process  by  which  the  products  of 
such  disintegration  are  removed  would 
go  on  until  all  detritus  was  cleared 
away,  and  the  uterus  would  be  left 
with  the  transformation  only  partially 
completed.  And,  judging  from  the 
condition  of  the  cervix  as  clinically 
seen,  such  is  the  case. 

The  uterine  parenchyma  is  soft, 
succulent  and  penetrated  by  large 
blood-vessels  and  lymph  spaces,  and 
composed  of  muscular  fibre  whose 
contractile  power  is  most  feeble  and 
incomplete.  When  the  subinvolution 
is  recent  there  is  no  excess  of  con- 
nective tissue,  but  in  cases  of  com- 
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paratively  long  standing  this  venous 
engorgement  which  exists  will  give 
rise  to  an  exudation  of  formative  ma- 
terial which  by  process  of  organiza- 
tion becomes  connective  tissue,  con- 
stituting the  areolar  hyperplasia  of 
Thomas,  or  the  chronic  metritis  of 
other  writers. 

The  chronic  metritis,  however,  var- 
ies in  degree  and  clinical  importance. 

According  to  Jacobi,  "  It  is  this 
peri-vascular  sclerosis  which  consti- 
tutes the  cardinal  difference  between 
pure  involution  and  a  chronic  metritis 
grafted  upon  it."  "  It  is  evident 
(quoting  her)  that  from  the  time  the 
blood-vessels  become  surrounded  by 
a  zone  of  organized  connective  tissue, 
they  are  considerably  removed  from 
the  normal  influence  of  the  tonicity 
or  contractility  of  the  muscular  fibre. 
Their  distension,  therefore,  tends  to 
perpetuate  itself  indefinitely,  the 
uterus  to  remain  chronically  con- 
gested. As  a  consequence  of  this 
distension  in  a  dense  stroma,  follows 
nerve  irritation,  partly  from  compres- 
sion and  partly  from  malnutrition 
with  venous  blood." 

This  will  account  for  the  extreme 
local  sensitiveness,  the  infinite  variety 
of  reflex  nervous  phenomena,  and  all 
those  symptoms  which  characterize 
chronic  metritis. 

As  to  causes:  All  the  remote  causes 
of  subinvolution  act  by  inducing  ven- 
ous hyperaemia,  such  as  : 

I.  Uterine  inertia  during  labor, 
which  may  depend  upon  weakness  of 
the  uterine  muscle  itself,  or  upon  gen- 
eral lack  of  muscular  tone,  such  as 
often  accompanies  tuberculous  condi- 
tions of  the  system.  This  acts  by 
leaving  the  uterus  at  the  end  of  labor. 
in  a  condition  of  incomplete  contrac- 
tion,  thus  interfering  with   the   cir- 


culatory conditions  necessary  to  invo- 
lution. 

2.  Frequently  repeated  deliveries 
exhaust  the  tonicity  or  contractility 
of  the  muscle  fibre,  and  are  thus  pow- 
erful predisposing  causes  of  subinvo- 
lution. 

Among  the  exciting  causes  I  wish 
to  mention  : 

I.  Too  early  rising  after  delivery. 
Some  women  of  a  strong  muscular 
development,  where  the  uterine  mus- 
cle has  such  firm  tone  that  its  contrac- 
tion after  delivery  is  powerful  and 
complete,  can,  perhaps,  rise  with  im- 
punity as  early  as  the  fifth  or  sixth 
day  without  seriously  interfering  with 
the  process  of  involution,  as  this  has 
been  so  fully  and  completely  instituted 
already  and  the  uterine  tone  is  so 
great  as  to  carry  on  the  process  in 
spite  of  the  obstacles  afforded  by  early 
getting  up.  But  as  to  the  majority  of 
women  nowadays,  it  is  unsafe  to  allow 
them  to  leave  the  recumbent  posture 
before  the  end  of  the  second  week, 
and  then  only  for  a  short  time  each 
day. 

By  the  end  of  the  second  week,  in- 
volution has  so  far  progressed,  and 
the  uterus  is  so  much  reduced  in  size 
and  weight,  that  moderate  exercise  for 
a  short  period  each  day  will  promote 
involution  after  the  manner  of  uterine 
massage,  provided  the  greater  part  of 
the  time  is  spent  in  the  recumbent 
posture.  On  the  other  hand,  leaving 
the  bed  too  soon  and  remaining  erect 
too  long,  while  the  uterus  is  still 
heavy,  will  cause  a  dragging  on  its 
supports,  perpetuate  and  increase  the 
venous  engorgement,  and  thus  impede 
the  process  of  involution. 

2.  Lacerations  of  the  cervix  are 
most  potent  and  frequent  causes  of 
subinvolution.     The  venous  hyperae- 
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mia  maintained  during  efforts  at  re- 
pair of  the  laceration,  directly  impedes 
the  process  of  involution.  The  pro- 
cess of  repair  or  growth  is  itself 
directly  inimical  to  the  processes  of 
disintegration  which  should  be  occur- 
ring in  reproductive  tissue.  And 
right  here  allow  me  to  digress  some- 
what. So  much  attention  has  been 
paid  of  late  years  to  that  patholog- 
ical condition  known  as  laceration  of 
the  cervix  uteri,  that  most  of  us  have 
been  dazzled  and  blinded  to  the  clin- 
ical significance  of  other  conditions. 
It  has  been  the  received  gynaecolog- 
ical gospel  that  a  laceration  of  the 
cervix  would  account  for  any  variety 
and  number  of  nerve  symptoms,  and 
that  therefore  whenever  found,  it 
must  be  repaired.  This  is  generally 
good  teaching,  but  the  truth  is  that 
the  laceration  itself  is  of  very  little 
importance,  except  as  it  is  a  cause  of 
other  pathological  conditions. 

This  has  been  partially  recognized 
by  sorne  observers.  Dr.  W.  Gill  Wylie 
says  It  is  not  the  laceration  that 
makes  the  trouble,  but  rather  the 
diseased  cervical  glands  that  coexist 
with  it. 

Many  others  say  it  is  the  cicatricial 
tissue  at  the  angle  of  the  wound  that 
causes  the  trouble,  giving  rise  to  all 
the  symptoms,  and'  that,  therefore, 
this  must  be  carefully  excised.  There 
are  lacerations  which  seem  to  give 
rise  to  no  symptoms,  and  yet  are  as 
extensive  as  others  which  have  appar- 
ently been  productive  of  great  trou- 
ble. Such  lacerations  are  found  in 
one  of  two  existing  conditions.  Either 
they  are  very  recent,  in  uteri  which 
are  still  in  a  state  of  simple  subinvo- 
lution, not  yet  complicated  by  the 
metritis  which  is  sure  to  follow,  or 
they  are  found  in  small  perfectly  in- 


volved uteri.  These  two  forms  of 
laceration  seldom  give  rise  to  urgent 
symptoms.  The  pathological  condi- 
tion which  renders  the  woman  an  in- 
valid, is  not  the  laceration,  nor  alone 
the  diseased  cervical  glands,  nor  the 
the  cicatricial  tissue  found  (or  imag- 
ined) at  the  angle  of  the  wound,  but 
is  rather  the  chronic  inflammation  of 
the  parenchyma  and  endometrium 
which  has  been  grafted  upon  a  sub- 
involved  uterus — though  the  subinvo- 
lution may  have  been  caused  by  the 
laceration.  I  wish  to  emphasize  this 
fact,  because  its  recognition  will  aid 
us  in  determining  our  course  of  action 
when  called  upon  to  restore  an  invalid 
to  health. 

3.  Pre-existing  endometritis,  tumor, 
or  neoplasms  will  prove  potent  in  pre- 
venting complete  involution. 

4.  Retained  membranes  or  portions 
of  placental  tissue  are  causes,  both 
by  their  mechanical  action  and  as 
irritants. 

5.  Abortions  are  frequent  causes, 
and  probably  for  two  reasons,  firsts 
that  women  are  too  anxious  to  get  up 
soon,  and  do  not  allow  the  process  of 
involution  to  become  thoroughly  es- 
tablished. And,  second,  because  the 
process  of  involution  is  not  as  easily 
established  in  a  rapidly  growing 
uterus. 

6.  Puerperal  sepsis  is  very  gener- 
ally followed  by  subinvolution. 

7.  Lacerations  of  the  perinaeum,  by 
disturbing  the  vascular  equilibrium 
of  the  perinaeum  and  peri-vaginal  tis- 
sues, act  as  direct  causes  of  vaginal 
subinvolution. 

This  vascular  disturbance  is  also 
conveyed  directly  to  the  blood  supply 
of  the  uterus,  and  interferes  with 
proper  and  perfect  uterine  involution. 
Perineal  lacerations  act  also  by  allow 
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ing  displacements  of  the  uterus.  They 
promote  the  downward  dropping  of 
that  organ  which  occurs  when  the 
patient  first  leaves  her  bed,  and  thus 
directly  cause  venous  uterine  hyper- 
aemia  and  consequent  subinvolution. 

Whether  pre-existing  displacements 
of  the  uterus  actively  cause  subse- 
quent subinvolution  of  that  organ,  is  a 
somewhat  doubtful  question,  but  that 
pre-existing  metritis  will  do  so  is  be- 
yond dispute. 

The  symptomatology  of  pure  un- 
complicated subinvolution  of  the 
uterus  is  somewhat  obscure,  because 
when  the  patient  comes  to  the  physi- 
cian for  relief,  there  is  generally  a 
more  or  less  thoroughly  developed 
metritis  grafted  upon  it.  But  we' 
may  say  there  are  two  classes  of 
symptoms. 

1.  Those  which  depend  upon  the 
abnormal  size  and  weight  of  the  ute- 
rus; and 

2.  Those  which  depend  upon  the 
pathological  condition  of  the  uterine 
tissues. 

In  the  first  class  may  be  placed 
those  sensations  of  dragging  in  the 
loins,  and  weakness  in  the  back  and, 
sometimes,  vesical  tenesmus,  caused 
by  dragging  on  the  utero-vesical  liga- 
ments, or  by  pressure  upon  the  blad- 
der. 

In  the  second  class  of  symptoms 
may  be  placed  leucorrhoea,  menorrha- 
gia  and  increased  frequency  of  men- 
struation. Often  the  engorged  condi- 
tion of  the  uterus  gives  rise  to  various 
reflex  phenomena,  as,  for  instance, 
nausea  and  mammary  disturbances, 
reflex  neuralgia,  etc.,  but  this  class  of 
symptoms  is  more  pronounced  in 
chronic  metritis. 

The  diagnosis  of  subinvolution  is 
completed  by  physical   examination. 


The  uterus  is  found  to  be  large  and 
somewhat  lower  in  the  pelvis  than 
normal.  Its  cervix  is  large  and  boggy, 
the  OS  somewhat  patulous,  the  uterus 
freely  movable,  but  on  pressure  more 
or  less  tender.  By  the  aid  of  the  spec- 
ulum, the  cervix  is  seen  filling  appa- 
rently the  upper  end  of  the  vaginal 
canal,  often  eroded  with  evidence  of 
a  catarrhal  condition  of  the  mucous 
membrane  lining  the  uterus.  Fre- 
quently a  laceration  is  seen,  with  ever- 
sion  of  the  uterine  lips. 

With  the  sound  the  cavity  of  the 
uterus  is  found  to  be  much  longer 
than  normal,  often  hyperaesthetic,  and 
bleeding  easily. 

In  cases  of  long  standing,  where 
metritis  has  supervened,  the  glands 
of  the  cervix  are  invariably  more  or 
less  diseased. 

Some  difficulty  will  occasionally  be 
found  in  differentiating  subinvolution 
from  pregnancy,  but  in  such  cases  the 
diagnosis  may  be  reserved  until  time 
aids.  Still  greater  difficulty  will  be  ex- 
perienced in  determining  between  sub- 
involution and  chronic  metritis,  inas- 
much as  there  is  no  dividing  line 
between  the  two,  and  chronic  metritis 
may  be  considered  a  later  stage  of 
subinvolution,  though  in  metritis  the 
nerve  symptoms  are  generally  aggra- 
vated, the  uterus,  though  enlarged,  is 
harder,  and  the  endometrium  much 
more  tender,  menstruation  more  pain- 
ful and  scanty. 

Had  I  time,  I  should  endeavor  to 
discuss  the  various  symptoms  with 
reference  to  their  connection  with,  or 
dependence  upon,  the  pathological 
conditions  found,  but  that  may  be  well 
reserved  for  a  possibly  later  paper. 

In  discussing  the  treatment  of  sub- 
involution, it  will  be  profitable  for  us 
who  are  more  or  less  in  general  prac- 
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tice  to  consider  the  question  of  pro- 
phylaxis. Much  can  be  dpne  at  the 
time  of  labor,  and  even  before,  in  the 
way  of  prevention.  Remembering 
that  subinvolution  often  follows,  uter- 
ine weakness,  it  becomes  the  duty  of 
the  physician  to  do  all  possible  to  pro- 
mote general  nutrition  and  muscular 
tonicity  before  labor.  This  can  be 
accomplished,  to  a  certain  extent,  by 
properly  regulated  diet  and  exercise. 
Baths  and  general  massage,  out-of- 
door  occupations,  and  all  things  which 
tend  to  promote  general  muscular 
nutrition,  are  to  be  encouraged. 

At  the  time  of  labor,  three  things 
are  to  be  especially  kept  in  mind  and, 
as  far  as  possible,  prevented :  Cervi- 
cal lacerations,  muscle  tire,  and  in- 
complete evacuation  of  the  uterus. 
These  are  three  potent  factors  in  the 
causation  of  arrested  involution.  La- 
cerations of  the  cervix  cannot  always 
be  prevented,  but  are  encouraged  (if 
I  may  use  the  word)  by  digital  dilata- 
tion of  the  OS,  especially  when  it  is 
rigid,  by  premature  rupture  of  the 
membranes,  and  by  hastening  labor 
before  the  first  stage  is  fully  com- 
pleted. Muscle  tire  can  sometimes 
be  prevented,  not  by  the  early  admin- 
istration of  ergot,  but  by  the  proper 
use  of  forceps,  when  the  second  stage 
is  unduly  retarded.  Aid  the  uterine 
muscle  by  all  proper  means. 

At  the  time  of  the  expulsion  of  the 
placenta,  great  care  should  be  taken 
to  maintain  firm  contraction  of  the 
uterus,  till  all  reasonable  danger  of 
the  formation  of  intrauterine  clots  has 
passed.  To  this  end,  the  administra- 
tion of  a  full  dose  of  ergot  soon  after 
the  expulsion  of  the  child,  and  before 
the  delivery  of  the  placenta,  is  not 
only  admissible  but  advisable.  I  am 
aware  that  in  this  advice  I  am  antago- 


nizing the  majority  of  writers ;  but 
my  experience  has  shown  that  the 
action  of  ergot  is  not  appreciably  man- 
ifested under  at  least  fifteen  minutes 
from  its  administration.  During  this 
time,  by  manual  encouragement,  the 
uterus  will  be  induced  to  expel  the 
placenta. 

Cases  of  adherent  placenta  might 
(I  can  conceive)  become  troublesome 
under  this  procedure,  but  of  this  I  am 
unable  to  speak  personally,  as  my  ex- 
perience has  been,  fortunately,  free 
from  such  annoyances.  After  the  ex- 
pulsion of  the  placenta,  grasp  the  fun- 
dus of  the  uterus  with  one  hand,  and 
it  can  be  moulded  and  kneaded  into 
firm  contraction,  whenever  it  shows  a 
tendency  to  undue  relaxation,  thus 
preventing  the  accumulation  of  co- 
agula  in  its  cavity  till  the  action  of 
the  ergot  is  manifested  by  the  in- 
creased tonicity  of  the  contractions. 
The  frequent  repetition  of  small  doses 
of  ergot  is  a  great  assistance  to  the 
natural  forces  in  maintaining  this 
state  of  tonic  contraction.  Atten- 
tion to  these  details  will  prove  of  in- 
calculable benefit  to  the  proper  "get- 
ting up"  of  the  woman,  and  in  the 
restoration  of  the  parts  to  their  nor- 
mal condition. 

But  when  a  patient  comes  to  us  with 
an  uterus  such  as  I  have  described, 
and  suffering  from  the  above  men- 
tioned symptoms,  what  shall  we  do.^ 

All  lines  of  treatment  must  tend 
toward  relieving  or  removing  the  ve- 
nous hyperaemia,  which  is  the  prime 
factor  in  arresting  involution,  and  to- 
ward re-establishing  or  increasing  the 
relative  arterial  preponderance  which 
is  necessary  to  re-establishing  the  pro- 
cess of  disintegration  and  involution. 

Attention  should  not  be  paid  to  the 
local  condition  to  the  exclusion  of  gen- 
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eral  measures.  Constitutional  treat- 
ment is  of  the  greatest  importance  in 
cases  where  it  is  needed.  I  shall  not 
take  your  time  to  particularize,  only 
to  say  that  all  measures  which  will 
tend  to  promote  vigorous  health  and 
muscular  tone  are  to  be  employed. 

Local  measures  may  be  divided  into 
therapeutic  and  operative;  therapeu- 
tic measures  into  alterative,  stimulant 
and  absorbent,  all  of  which  are  to  be 
used  in  their  proper  places. 

To  discuss  the  various  measures  to 
be  employed  as  thoroughly  as  would 
be  desirable,  would  take  more  time 
than  the  limits  of  this  short  paper 
will  allow,  and  I  must  content  myself 
with  mentioning  a  few  of  the  most 
reliable :  Painting  the  surface  and 
vaginal  vault  with  iodine;  treating 
the  endometrium  with  iodine  or  car- 
bolic acid ;  applying  medicated  cotton- 
wool tampons  to  fulfil  the  twofold 
indication  for  depleting  the  blood- 
vessels and  promoting  free  venous 
circulation  by  lifting  the  uterus  into 
its  proper  position ;  hot  vaginal 
douches  as  described  by  Emmett. 

If  there  be  erosion,  cleanse  it  thor- 
oughly and  apply  the  solid  nitrate  of 
silver,  followed  by  a  dry  powder  of 
iodoform,  or  iodoforrn  and  boracic 
acid. 

Electricity,  properly  applied,  is  a 
very  valuable  agent,  but  at  the  same 
time  one   capable   of   doing  a   great 


deal  of  harm.  If  there  still  exist  a 
sharp  flexion  or  version,  it  should  be 
corrected,  that  there  may  be  free 
drainage  from  the  cavity. 

Operative  treatment  is  to  be  insti- 
tuted in  all  cases  where  there  is  a 
laceration  to  be  repaired,  or  in  all  ob- 
stinate cases  where  the  uterus  is  en- 
larged or  engorged. 

Scarification  is  admissible  in  all 
cases.  When  the  cervix  is  lacerated, 
trachelorrhaphy  must  be  performed 
at  the  earliest  possibly  moment,  care 
being  taken  to  remove  all  the  cicatri- 
cial  tissue  and  diseased  glands  as  far 
as  possible. 

Curetting  is  a  very  valuable  adju- 
vant in  all  cases  of  laceration  and  in 
all  cases  where  the  lining  membrane 
is  diseased,  following  it  with  a  thor- 
ough application  of  the  tincture  of 
iodine.  But  never  use  the  curette 
except  with  the  most  thorough  anti- 
septic precautions,  and  in  cases  where 
no  serious  disease  or  laceration  exists. 
Often,  in  obstinate  cases,  where  no 
laceration  exists,  great  benefit  may  be 
obtained  by  removing  one  or  more 
wedge-shaped  pieces  from  the  cervix. 

In  all  cases  of  operation,  allow  the 
cut  surfaces  to  bleed  as  much  as  they 
will,  and  do  not  drag  the  uterus  down 
more  than  is  necessary.  If  laceration 
of  the  perinaeum  exists,  it  must  be 
repaired. 
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Uterine  Haemorrhage  After  Miscarriage. 


BY    H.    M.    HUNT£R,    M.D., 

UNION   SPRINGS,   ALABAMA. 


The  caption  of  this  paper  would 
naturally  include  the  consideration  of 
post-partum  haernorrhage,  but  since 
this  very  dangerous  complication  has 
been  more  thoroughly  elaborated  and 
is  tolerably  familiar  to  every  doctor 
who  attends  labor,  I  intend  to  exclude 
it  entirely  in  my  remarks,  and  mean 
to  confine  myself  to  the  description 
and  treatment  of  that  haemorrhage 
-occurring  after  the  first  six  hours  to 
six  weeks  after  delivery,  and  com- 
monly designated  secondary  haenior- 
rhage  as  contradistinctive  to  primary 
or  post-partum  hiemorrhage.  Nor  is 
it  my  purpose  to  make  a  distmction 
between  abortion  and  miscarriage, 
preferring  to  speak  of  them  as  one, 
because  the  conditions  leading  to  the 
■complication  of  haemorrhage  of  this 
especial  type  are  the  same  in  each. 
I  have  purposely  excluded  this  com- 
plication after  labor  at  full  term,  not 
because  it  does  not  occur  then,  for  it 
certainly  does,  but  for  the  reason  that 
I  am  convined  it  complicates  miscar- 
riage much  more  frequently  than  it 
does  labor  at  term,  and  for  the  addi- 
tional reason  that  when  occurring 
after  miscarriage  it  presents  some  dif- 
ficult elements  as  to  causes,  and  offers, 
in  consequence,  greater  difficulty  in 
the  treatment. 

I  assert  that  this  accident  is  more 
frequent  after  miscarriage  because  the 
conditions  leading  to  such  a  compli- 
cation are  more  numerous,  and  also 
because  in  my  own  experience  I  have 
encountered  nine  cases  of  secondary 
haemorrhage  after  miscarriage  in  the 


last  few  years,  and  not  one  after  labor 
at  full  term  ;  this  is  not  peculiar  to  my 
own  practice,  but  is  true  of  that  of  my 
associates  also.  Another  fact  has  im- 
pressed itself  upon  me,  and  that  is  the 
frequency  of  this  accident.  I  believe 
it  happens  much  oftener  than  the  lit- 
erature on  the  subject  would  have  us 
believe.  Haemorrhage  may  be  so 
slight  as  to  simulate  a  profuse  lochial 
discharge,  or  it  may  be  extensive, 
taking  place  in  occasional  spurts  when 
more  or  less  blood  clots  are  expelled 
by  uterine  contractions ;  it  may  take 
place  again  as  a  constant,  steady 
stream  with  no  uterine  clots  and  no 
uterine  contractions,  or  it  may  gush 
forth  in  a  perfect  torrent,  deluging 
the  bed  and  its  coverings,  quickly 
ending  in  death.  Fortunately  this 
violent  haemorrhage  in  the  secondary 
stage  is  rare. 

The  character  of  haemorrhage  is  due 
largely  to  its  cause,  and  there  are 
quite  a  number  of  conditions  given  as 
causes  of  this  accident. 

These  causes  may  be  either  consti- 
tutional or  local,  and  it  may  be  well  to 
mention  them,  the  rarer  ones  only 
briefly. 

Among  the  constitutional  causes 
may  be  enumerated  debility  and  im- 
poverished state  of  blood  that  lessens 
its  coagulability ;  undue  exertion,  in- 
cautious use  of  stimulants.  McClin- 
tock  mentions  a  patient  who  had  a 
violent  haemorrhage  on  the  twelfth 
day  after  delivery  when  sitting  up  for 
the  first  time.  She  felt  faint,  was 
given   brandy,  and   the  haemorrhage 
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gushed  forth  in  a  perfect  stream. 
Moreau  insists  upon  the  influence  of 
local  congestion  brought  about  'by  a 
loaded  rectum  ;  Mauriceau,  describes 
a  case  that  persisted  for  five  or  six 
days  and  was  only  relieved  by  the 
evacuation  of  **  painful  grass  excre- 
tions." Repulsive  as  it  is,  still  it  is 
true  that  haemorrhage  is  sometimes 
produced  by  sexual  intercourse  shortly 
after  delivery.  Blot  speaks  of  albumin- 
uria as  a  cause ;  and  Saboia  says  that  in 
Brazil  secondary  haemorrhage  is  a  com- 
mon symptom  of  miasmatic  poisoning, 
and  is  only  relieved  by  change  of  air 
and  free  use  of  quinine.  Mental  emo- 
tion is  also  a  cause  by  bringing  about  a 
vascular  congestion  that  washes  away 
the  thrombi  formed  in  the  uterine 
sinuses.  Playfair  speaks  of  a  case 
where  the  bleeding  was  produced  by 
the  sudden  return  of  an  old  lover  on 
the  eighth  day  after  delivery,  and 
Barker  mentions  a  case  in  which  the 
brutal  conduct  of  a  husband  brought 
on  a  fearful  haemorrhage ;  fright  has 
also  caused  bhis  accident.  There  are 
a  class  of  women  who  seem  predis- 
posed to  haemorrhage  at  this  period 
and  who  are  termed  "bleeders  ;"  this 
tendency  is  manifested  by  profuse 
haemorrhage  at  each  successive  labor 
without  any  obvious  cause  beyond  the 
predisposition.  The  local  causes  are  by 
far  the  most  frequent  and  the  most  im- 
portant, the  cause  influencing  largely 
the  extent  of  the  haemorrhage.  It  is 
absolutely  essential  that  the  cause  of 
the  bleeding  be  correctly  located,  for 
upon  its  recognition  depends  entirely 
the  success  of  the  treatment.  Some 
of  the  causes  mentioned  below  are 
exceedingly  rare  yet  each  has  been 
known  to  cause  haemorrhage. 

Relaxation  of  the  uterus  sometimes 
produces    haemorrhage,    but    is   very 


rarely  a  cause  twenty-four  hours  after 
delivery.  Barker  states  that  he  has 
never  seen  a  case  from  this  cause  after 
the  third  day.  Disintegration  or  dis- 
lodgment  of  thrombi  at  placental  site 
may  also  cause  haemorrhage ;  the  blood 
clots  may  be  dislodged  by  too  early 
assunrption  of  the  erect  position,  or 
sudden  exertion ;  or  they  may  disin- 
tegrate during  puerperal  infection. 
The  bleeding  from  this  cause  is  said 
by  Schroeder  to  be  the  most  danger- 
ous of  all  puerperal  haemorrhage ;  it 
is  startling  in  its  suddenness  and  it 
may  come  on  when  there  is  no  dis- 
cernable  cause,  consequently  the  true 
state  of  affairs  can  only  be  inferred. 

Retention  of  blood  clots  is  another 
factor  in  the  production  of  haemor- 
rhage ;  blood  clots  produce  haemor- 
rhage by  causing  irregular  uterine 
contractions ;  or,  by  their  presence 
exciting  undue  hyperaemia,  and  thus 
increasing  the  amount  of  blood  to  the 
parts.  I  have  had  a  case  of  this  kind  ;. 
a  woman  miscarried  about  the  third 
month.  I  was  called  to  see  her  on 
the  second  day ;  she  had  been  bleed- 
ing more  or  less  ever  sin qe  delivery. 
The  womb  was  well  contracted,  but 
haemorrhage  still  persisted ;  there 
were  occasional  uterine  contractions 
with  severe  pain,  but  no  clots  were 
expelled,  although  with  each  pain  the 
haemorrhage  was  greater ;  the  os  well 
closed,  refusing  to  admit  the  finger. 
I  gave  ergot  and  tincture  of  opium 
and  tamponed,  but  the  haemorrhage 
continued.  I  then  dilated  the  os,  in- 
troduced my  finger  and  broke  up  firm 
blood  clots  that  pretty  well  filled  the 
uterine  cavity,  and,  fearing  retained 
fragments  of  placenta  and  decidua,. 
applied  dull  curette  over  the  entire 
intrauterine  walls  but  found  no  re- 
tained  placenta   of  after-birth.     The 
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womb  was  then  washed  out  with  hot 
water,  I  tamponed  the  vagina  and  ad- 
ministered ergot  and  opium.  The 
haemorrhage  promptly  ceased.  Dis- 
placements of  the  uterus  in  the  puer- 
peral state  are  likely  to  become  causes 
of  haemorrhage,  by  interference  with 
the  venous  circulation  or  by  the  for- 
mation of  clots  due  to  mechanical 
interference  with  escape  of  blood. 
Displacements  in  miscarriage  usually 
antedate  pregnancy  except  inversion, 
which,  of  course,  is  produced  here  as 
in  labor  at  term.  Carcinoma  of  cer- 
vix or  corpus  is  also  a  cause.  Luckily 
this  fatal  disease  is  rare  ;  when  it  does 
exist,  however,  it  will  always  produce 
haemorrhage,  and  will  as  certainly  de- 
stroy life.  Several  cases  from  this 
cause  are  recorded. 

Wounds  in  the  genital  tract  are 
sometimes  a  source  of  haemorrhage. 
Hirst  reports  a  case  from  injury  of 
an  anomalous  artery.  Hewitt  has 
mentioned  a  case  in  which  rupture  of 
the  uterine  artery  produced  fatal 
haemorrhage  six  weeks  after  delivery. 
Fibroids  and   polypi  will  also  cause 
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haemorrhage. 

I  believe  that  placentitis  and  endo- 
metritis are  undoubted  causes  of 
secondary  haemorrhages.  Placentitis 
is  generally  secondary  to  inflamma- 
tion of  the  decidua  serotina,  and  the 
maternal  placental  layers  may  become 
diseased  and  possibly  produce  haemor- 
rhage. No  doubt  exists  in  my  mind 
but  what  endometritis  is  a  tolerably 
frequent  cause  of  haemorrhage  after 
miscarriage  ;  the  endometritis  usually 
being  in  existence  before  pregnancy, 
though  it  may  occur  during  the  preg- 
nant state.  This  inflammation  of  the 
endometrium  results  in  a  chronic  pro- 
liferation and  thickening  of  the  de- 
cidua vera,   the   subjacent   muscular 


tissue  frequently  becoming  involved. 
This  pathological  condition  produces 
haemorrhage  by  the  increased  number 
of  blood  vessels  and  their  larger  size ; 
and  owing  to  the  involvement  of  the 
muscular  structures  with  consequent 
impairment  of  contractility,  the  blood 
instead  of  being  shut  off  by  the  con- 
tractions of  the  uterine  muscles,  to- 
gether with  the  aid  of  the  thrombi 
formed  in  the  uterine  sinuses,  con- 
tinues" to  reach  the  hypertrophied 
endometrium  and  escapes  in  the  form 
of  secondary  haemorrhage. 

Endometritis  not  only  causes  haem- 
orrhage as  described  above,  but  fre- 
quently also  produces  miscarriage  by 
bringing  about  a  pathological  condi- 
tion of  the  decidua  and  placenta.  I 
stated  in  the  beginning  of  this  paper 
that  haemorrhage  after  miscarriage 
was  more  frequent  than  after  labor  at 
term,  and  this  cause  is  one  of  the 
reasons  why  I  think  so.  It  is  true 
that  this  diseased  endometrium  might 
exist  at  full  term,  but  when  the  endo- 
metrium is  diseased  to  such  an  extent 
as  to  produce  haemorrhage  after  de- 
livery, in  the  great  majority  of  cases 
it  will  bring  about  miscarriage  and 
never  go  on  to  full  term. 

In  many  of  the  cases  there  are 
more  or  less  adherent  particles  of  de- 
cidual membranes,  for  the  inflamma- 
tory process  thickens  the  decidual 
membrane  and  produces  adhesions. 
Sometimes  the  lower  layer  of  decidual 
cells  and  the  glandular  mucous  mem- 
brane of  the  uterus  have  become 
softened  and  easily  broken  down.  I 
am  satisfied  I  have  seen  two  cases  in 
which  the  haemorrhage  was  caused 
entirely  by  this  diseased  condition  of 
the  endometrium.  In  one  there  was 
a  miscarriage  at  the  fifth  month  of 
pregnancy,   the    placenta  and   mem- 
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branes  came  away  intact,  the  uterus 
contracted  nicely,  there  were  no  dis- 
placenients,  on  the  second  day  haemor- 
rhage, which  had  been  going  on 
steadily  but  slightly  since  delivery, 
increased.  I  dilated  the  mouth  of 
the  womb  and  scraped  out  the  cavity 
with  a  dull  curette,  removing  from 
the  entire  uterine  cavity  a  superficial 
layer  of  broken  down  tissue  that  was 
not,  I  am  sure,  adherent  decidual  frag- 
ments. When  scraping  out  the  cavity 
the  curette  would  convey  that  rough, 
grating  sensation  that  you  get  when 
dragging  an  instrument  over  uneven 
and  hardened  surfaces  such  as  we 
have  in  polypoid  endometritis.  Re- 
tained particles  of  placenta,  decidua 
or  membranes  are  by  far  the  most 
frequent  causes  of  secondary  haemor- 
rhage; indeed  they  produce  haemor- 
rhage much  oftener  than  all  the  other 
causes  combined,  and  especially  is 
this  true  of  haemorrhage  after  rtiis- 
carriage,  because  adhesions  exist  so 
much  oftener  here  than  at  labor  in 
further  advahced  pregnancy. 

When  the  placenta  remains  in  the 
uterus  as  a  whole,  or  even  when  a 
large  part  of  it  is  retained,  it  is  given 
as  a  positive  rule  to  remove  it  at  once ; 
but  this  advice  is  not  always  to  be 
followed.  If  there  is  firm  contraction 
of  the  uterus,  the  mouth  well  closed 
so  as  to  prevent  the  introduction  of 
the  finger,  no  haemorrhage  going  on, 
and  especially  when  there  is  much 
rigidity  about  the  neck,  manipulation 
failing  to  effect  dilatation,  and  with 
it  all  freedom  from  septic  infection, 
then  I  believe  it  is  best  to  temporize 
for  twenty-four  or  thirty-six  hours, 
unless  some  symptom  demanding  im- 
mediate interference  should  super- 
vene. 

Unless  there  is  some  urgent  neces- 


sity for  removing  a  placenta  thus  re- 
tained, it  is  unquestionable  but  what 
the  violence  exerted  in  the  efforts  to 
artificially  remove  it  will  prove  more 
harmful  and  hurtful  than  the  delay  of 
twenty-four  hours.  Frequently,  if 
allowed  to  remain  for  this  length  of 
time,  the  rigidity  of  the  neck  and  the 
firmness  of  the  contraction  will  be- 
come sufficiently  relaxed  to  allow  the 
expulsion  of  the  placenta  free  from 
haemorrhage  and  all  other  accidents. 
I  recall  distinctly  several  cases  that 
did  excellently  under  this  course ; 
one  in  a  case  of  miscarriage  at  the 
middle  of  the  fifth  month,  the  mid- 
wife had  broken  off  the  cord  in  her 
mad  efforts  to  remove  the  placenta, 
the  uterus  was  very  firmly  contracted, 
the  OS  tightly  closed  and  no  haemor- 
rhage taking  place.  I  saw  no  indica- 
tion for  interference,  and  concluded 
to  wait  for  twenty-four  hours,  pro- 
vided no  urgent  symptoms  arose  in 
the  meantime.  The  result  proved  the 
wisdom  of  the  decision,  for  the  pla- 
centa was  expelled  twelve  hours  later 
devoid  of  any  complication.  Unless 
haemorrhage  or  septic  infection  de- 
mand it,  I  regard  it  as  meddlesome 
midwifery  to  attempt  the  removal  of 
the  retained  placenta  inside  of  twenty- 
four  or  thirty-six  hours  when  force 
and  violence  are  necessary  to  effect 
the  removal. 

Retention  of  the  membranes  after 
labor  are  of  frequent  occurrence,  es- 
timated at  from  four  to  five  per  cent, 
of  all  cases  of  labor.  There  is  a  differ- 
ence of  opinion  among  the  authorities 
as  to  whether  retained  membranes 
alone  are  ever  a  source  of  haemor- 
rhage, but  I  have  seen  a  case  of  sec- 
ondary haemorrhage  when  nothing 
but  fragments  of  the  membranes  pro- 
duced   it;     the    retained    fragments 
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serving  as  a  nidus  for  the  collection 
of  firmly  clotted  blood,  the  fragments 
were  easily  removed,  lying  loose 
within  the  uterus,  and  the  haemor- 
rhage ceased  at  once.  Retained  par- 
ticles of  placenta  are  of  such  frequent 
occurrence  when  there  is  secondary 
haemorrhage  that  it  may  be  laid  down 
as  a  rule  to  always  explore  the  uterus 
for  their  presence  when  the  haemor- 
rhage is  not  plainly  due  to  some  other 
cause. 

In  most  cases  of  haemorrhage  from 
retained  placental  fragments  the  flow 
of  blood  is  gradual  and  persistent ; 
immediately  after  delivery  there  will 
be  a  profuse  oozing  which  we  are  apt 
to  consider  only  temporary  and  con- 
fidently expect  its  speedy  cessation; 
upon  palpation  the  womb  feels  hard, 
firm  and  well  contracted ;  there  will 
be  no  painful  uterine  contractions,  or, 
if  any,  no  more  than  frequently  hap- 
pen in  normal  conditions,  unless  the 
clots  form  in  the  vagina  and  pressing 
up  against  the  neck  of  the  uterus, 
dam  up  the  os  and  produce  intra- 
uterine clots  that  provoke  by  their 
irritation  contractions  of  the  womb 
to  expel  them ;  the  oozing  continues 
and  increases  to  a  steady  flow,  and 
may  last  twenty-four  or  forty-eight 
hours  before  you  see  that  patient, 
when  the  amount  of  blood  lost  may 
have  been  considerable ;  upon  making 
a  vaginal  examination  the  mouth  of 
the  womb  is  found  fairly  contracted, 
possibly  not  admitting  the  finger,  or 
if  permitting  its  introduction  you  can 
•feel  some  clotted  blood,  that  when 
broken  up  increases  the  haemorrhage. 
This  character  of  haemorrhage  is 
nearly  always  due  to  retained  particles 
of  placenta.  You  cannot  always  de- 
tect missing  parts  of  the  placenta,  you 
may  not  see  the  after-birth  at  all,  be- 


ing called  in  after  delivery  ;  but  even 
when  you  examine  the  placenta  it  is 
not  always  easy  to  detect  the  absence 
of  small  particles  that  may  be  left  in 
the  uterus,  especially  when  the  pla- 
centa presents  an  uaeven,  lobulated 
appearance,  as  it  frequently  does. 
And  even  when  small  particles  are 
retained  and  the  uterus  is  firmly  con- 
tracted and  no  haemorrhage  taking 
place,  it  is  bad  practice  to  needlessly 
interfere  and  do  some  violence  merely 
to  remove  fragments  that  are  produc- 
ing no  untoward  symptoms  and  that 
may  never  cause  trouble.  Haemor- 
rhage is  ever  a  serious  condition,  and 
invariably  demands  immediate  treat- 
ment ;  no  one  can  say  that  bleeding 
in  a  certain  case  will  cease  in  a  given 
time,  or  safely  conclude  that  it  may 
not  at  any  moBnent  become  dangerous 
in  extent  and  even  fatal  in  its  result. 
In  treating  haemorrhage  after  mis- 
carriage we  must  endeavor  to  ascer- 
tain the  cause  and  pursue  those^ 
measures  best  adapted  to  the  removal 
of  that  cause  in  each  invidual  case. 
The  cause  should  be  intelligently 
searched  for  and  correctly  located 
before  any  treatment,  other  than 
temporary  in  cases  of  emergency  is 
instituted. 

If  the  haemorrhage  is  due  to  anae- 
mia or  debility,  restore  the  proper 
tone  to  the  system  and  enrich  the 
blood,  administer  iron  and  other 
tonics  if  indicated,  give  nourishment 
in  proper  form,  judicious  exercise  in 
some  cases  and  absolute  rest  in  others ;; 
a  system  of  cold  bath  in  some  cases 
acts  admirably,  and  others  will  require 
a  change  of  air  and  surroundings.  If 
a  loaded  rectum  constitutes  a  cause, 
empty  the  bowel.  If  albuminuria,  or 
obstructive  causes  in  diseases  of  re- 
mote organs,  as  the  heart,  liver,  lungs,. 
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etc.,  the  treatment  should  be  directed 
to  the  cure  or  amelioration  of  these 
diseased  conditions.  When  malarial 
poisoning  produces  haemorrhage,  of 
course  the  administration  of  quinine, 
and  sometimes  arsenic,  is  indicated, 
and  in  obstinate  cases  a  change  of  air 
would  become  necessary. 

But  it  is  principally  with  the  local 
causes  that  we  have  to  deal,  because 
in  most  cases  they  produce  haemor- 
rhage. 

In  relaxation  of  the  uterus  the  ad- 
ministration of  ergot,  preferably  by 
the  hypodermic  method,  kneading  the 
womb,  hot-water  injections,  or  intra- 
uterine application  of  styptics  may  all 
prove  serviceable.  Electricity  would 
seam  to  be  indicated,  and,  indeed.  Dr. 
Hoyd  published  an  article  in  the  New 
York  Medical.  Record,  h\  December, 
in  which  he  describes  some  interest- 
ing cases  of  uterine  haemorrhage  suc- 
cessfully treated  by  the  faradic  cur- 
rent ;  obviously,  the  inconvenience  of 
carrying  the  battery  materially  re- 
stricts its  usefulness.  Dislodgment 
or  disintegration  of  thrombi  demands 
very  active,  speedy  treatment ;  hot- 
water  injections  into  uterine  cavity 
and  firm  packing  of  the  uterus  with 
antiseptic  gauze ;  the  gauze  taking 
the  place  of  the  dislodged  or  disinte- 
grated blood  clots,  and  exerting  a 
controlling  pressure  upon  the  open 
sinuses.  The  haemorrhage  brought 
on  by  the  irritation  of  retained  blood 
clots  can  usually  be  controlled  by  in- 
troducing the  finger  or  dull  curette 
and  breaking  up  the  clots  and  wash- 
ing out  the  uterus  with  hot  antiseptic 
.solution,  with  the  administration  of 
ergot.  I  must  admit  that  my  faith  in 
the  efficacy  of  ergot  in  any  of  its  forms 
has  considerably  lessened.  I  regard 
it  in  its  haemostatic  effects  as  one  of 


the  most  uncertain  drugs,  and  if  relied 
upon  alone  it  will  surely  disappoint.  It 
may  be  well  enough  to  administer 
ergot  in  conjunction  with  other  meas- 
ures, but  it  is  a  forlorn  hope  to  de- 
pend upon  ergot  alone.  Charpentier 
and  Grandin  strongly  advocate  the 
administration  of  ergot,  together  with 
tamponade  of  the  vagina. 

Displacements  of  the  uterus  must, 
of  course,  be  corrected,  and  the  womb 
restored  to  its  normal  position  ;  in  the 
meantime  haemorrhage  may  be  so  pro- 
fuse as  to  necessitate  the  use  of  ergot, 
hot-water  intrauterine  injections,  or 
the  tampon.  Endometritis  as  a  cause 
of  secondary  haemorrhage  is  best 
treated  by  curetting  the  uterus 
and  the  removal  of  the  roughened, 
hypertrophied  and  often  times  degen- 
erated endometrium.  Curetting  the 
uterine  walls  not  only  removes  dis- 
eased tissue,  which  is  a  cause  of 
haemorrhage,  but  it  also  acts  as  a  stim- 
ulus to  uterine  contractions.  I  insist 
upon  the  thorough  observance  of  anti- 
septic precautions  when  performing 
this  operation,  for  we  deal  with  tissue 
in  a  condition  to  readily  take  on  septic 
infection;  the  thighs,  external  geni- 
talia and  abdomen  should  be  thor- 
oughly scrubbed  and  washed  with  an- 
tiseptic solutions  and  the  vagina  freely 
irrigated  with  weak  bichloride  solu- 
tion. 

Whenever  haemorrhage  occurs  after 
miscarriage  we  should  expect  retained 
particles  of  placenta,  and  if  the  source 
of  bleeding  cannot  be  plainly  attrib- 
uted to  any  other  cause,  we  can  safely 
infer  that  it  is  due  to  retained  pla- 
cental tissue  and  the  uterine  cavity 
should  be  explored.  In  the  majority 
of  cases  the  os  is  so  tightly  closed 
that  it  will  not  admit  the  finger,  then, 
of  course,  dilatation  must   be  done, 
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and  I  am  partial  to  the  steel  dilators. 
They  are  speedy,  effective,  and,  if  in- 
telligently used,  no  injury  will  be 
done.  To  use  them  the  parts  should 
be  exposed  by  a  bivalve  speculum,  the 
cervix  steadied  with  the  vulsella  for- 
ceps, and  the  dilator  cautiously  intro- 
duced and  slowly  dilated.  After  dila- 
tation has  been  accomplished,  the 
dull  curette  should  be  introduced  and 
the  entire  uterine  cavity  thoroughly 
scraped  out.  I  would  like  to  empha- 
size the  fact  that  no  harm  can  be 
done  with  a  dull  curette,  and  that 
it  frequently  requires  considerable 
force  to  remove  some  of  the  retained 
particles.  If  there  seems  a  likeli- 
hood of  haemorrhage  continuing  after 
curetting-,  an  application  of  iodine 
to  the  uterine  cavity  is  advisable, 
but  rarely  are  the  stronger  styptics 
necessary.  Most  cases  will  require 
an  anaesthetic,  but  where  it  can  be 
done  without  it  is  best  to  dispense 
with  it.  Some  prefer  to  detach  the 
adherent  fragments  with  the  finger, 
but  this  would  require  the  insertion 
of  the  whole  hand  into  the  vagina, 
and  nearly  always  into  the  uterus. 
After  miscarriage  the  vagina  is  not 
so  capacious  as  after  labor  at  term. 
It  has  not  been  stretched  by  the  pas- 
sage of  a  full-term  child.  This  ren- 
ders the  introduction  of  the  whole 
hand  into  the  vagina  very  painful,  and 
would  nearly  always  necessitate  anaes- 
thesia in  many  cases  where  the  curette 
would  dispense  with  it.     Again,  the 


uterus  can  be  easily  dilated  suffi- 
ciently to  introduce  the  curette  and 
allow  the  escape  of  the  retained 
secundines  without  doing  undue  vio- 
lence, but  dilatation  to  the  extent 
of  the  introduction  of  the  hand  is, 
in  my  opinion,  pregnant  with  the 
element  of  danger.  And  even  after 
the  hand  is  introduced  the  finger  is 
frequently  inadequate  to  remove  the 
firmly  adherent  placental  fragments, 
and  the  curette  must  be  called  into 
requisition  at  last. 

I  am  aware  that  there  are  some 
occasions  when  immediate  curetting 
is  impracticable ;  the  patient  may 
have  been  too  much  weakened  from 
loss  of  blood  to  undergo  the  opera- 
tion, or  the  medical  attendant  may 
not  have  at  hand  the  necessary  instru- 
ments, then,  of  course,  temporizing 
measures  must  be  adopted  to  control 
haemorrhage,  and  ergot  and  firm  vagi- 
nal tampons  are  perhaps  the  most 
reliable.  But  as  a  curative  remedy 
for  haemorrhage  from  this  cause  there 
is  but  one,  namely  :  remove  the  cause. 
After  removing  the  retained  frag- 
ments, if  the  bleeding  continues — 
and  indeed  it  is  always  good  prac- 
tice after  curettment  whether  haemor- 
rhage occurs  or  not — flush  the  womb 
with  very  hot  water.  Any  careful, 
intelligent  physician  can  do  this  little 
operation,  and  no  unhappy  results 
should  ever  occur  from  it,  and  it  is,  if 
not  the  only  treatment,  by  far  the 
best  and  most  effective. 
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Section  for  the  Removal  of  Tumors  following  the  use  of 

Electricity.' 


BY   JOSEPH    PRICE,    M.D., 

PHILADELPHIA,  I'A. 


With  our  abundant  and  continually 
increasing  data,  we  are  growing  in 
ability  to  discuss  the  question  of  the 
value  of  electro-therapeutics  in  gynae- 
cology with  more  intelligence.  Many 
moot  points  involved  in  the  subject 
have  already  been  settled  to  the  satis- 
faction of  many  of  us.  The  atmos- 
phere is  growing  clearer.  Just  where 
the  claims  of  the  electricians  are  to 
stop  is  problematic.  They  are  even 
broader  than  those  claimed  in  the 
advertisements  of  the  electro-pathic 
belts,  or  of  one  of  Hembold's  adver- 
tisements of  patent  medicine.  The 
c/ear,  distinct^  open,  utter,  complete 
failure  of  many  of  their  claims  does 
not  seem  to  embarrass  them.  We 
are  urged  to  believe  that  there  is  no 
abdominal  or  pelvic  trouble  the  gal- 
vanic current  is  unable  to  cure.  Now 
we  have  a  right  to  ask  these  gentle- 
men, with  their  new  method  of  treat- 
ment, to  give  us  some  evidence  in 
support  of  their  claims,  to  give  us 
some  showing  of  completely  success- 
ful results.  The  methods  of  treat- 
ment, the  operative  work  of  none  of 
us  is  uniformly  successful.  In  the 
very  nature  of  things,  often  under 
conditions  beyond  our  control,  we 
meet  with  failures,  but  our  surgeons, 
in  their  operative  work,  have  results 
that  speak  for  themselves ;  while  in 
the  electric  treatment  the  failures  are 
repeated  and  signal.  There  is  no  de- 
nying the  inestimable  uses  of   elec- 
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tricityin  our  human  economies.  But 
Edison  would  seem  to  be  more  en- 
lightened as  to  its  legitimate  and 
practical  uses  than  Apostoli  and  his- 
disciples.  To  start  with,  the  treat- 
ment is  troublesome  and  tedious — 
much  more  so  than  any  surgical  oper- 
ation, and  it  delays,  prolofigs,  and  ge7i- 
erally  complicates  where  prompt  sur- 
gical procedure  expedites  and  saves. 
From  a  pecuniary  standpoint,  the  rich 
alone  can  afford  to  play  with  the 
slow,  lingering,  hesitating  electric 
treatment. 

But  the  poor  who  have  to  work  for 
a  living  cannot  afford  to  worse  than; 
waste  time  with  this  treatment,  and 
that  with  the  almost  certainty  of  hav- 
ing to  seek  surgical  interference.  We 
are  told  that  it  is  clearly  indicated  as- 
the  means  of  treatment  in  all  cases 
where  the  tumor  blocks  the  pelvis,, 
causing  pressure  symptoms,  that  in 
all  cases  of  tumor  there  is  nothing,, 
absolutely  nothing,  that  can  compare 
for  a  moment  with  treatment  by  gal- 
vanic current.  Now  the  facts  are  that 
up  to  date  the  advocates  of  electric 
treatment  have  not  furnished  a  single 
instance  in  which  the  tumor  has  dis- 
appeared, where  the  disappearance 
could  positively,  beyond  reasonable 
doubt,  be  credited  to  electric  treat- 
ment. In  this  matter  they  hold  the 
affirmative,  and  upon  them  rests  the 
burden  of  proving  their  claims.  We 
would  not  be  understood  as  question- 
ing the  ability,  the  zeal  and  conscien- 
tiousness of  many  of  the  disciples  of 
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Apostoli,  But  since  Adam  many 
able  and  conscientious  men  have  fol- 
lowed fallacies.  And  the  medical  pro- 
fession has  not  been  exempt.  We 
will  not  assert  that  it  opens  a  special 
or  even  a  better  field  for  quackery 
than  is  furnished  in  other  lines  of 
human  endeavor.  The  quack  is  an 
ubiquitous  animal.  From  pulpit  and 
missionary  fields  down  to  the  profes- 
sorships of  the  garbage  dumps,  he 
plays  a  conspicuous  part.  We  object 
that  their  statements  as  to  what  fol- 
lows their  treatment,  are  not  clear, 
full,  and  sustained  by  the  resistless 
logic  of  successful  results.  At  the 
meeting  of  the  American  Gynaeco- 
logical Society,  held  in  New  York,  in 
September,  1887,  Dr.  Apostoli  was 
asked  the-  pointed  question  :  "  Have 
you  ever  seen  a  tumor  disappear  un- 
der your  treatment  ?  "  His  answer 
was  manly  and  frank:  "I  have  not." 
All  he  could  claim,  all  he  did  claim, 
was  an  amelioration  of  symptoms. 

Mark  the  peculiarities  of  their 
special  claims,  "  Amelioration  of 
symptoms."  In  deep-seated  pelvic 
and  abdominal  troubles,  we  fail  to  be 
able  to  interpret  just  what  is  meant 
by  amelioration  of  symptoms.  Opium 
will  ameliorate  symptoms,  and  at  the 
same  time  have  a  like  effect  with 
electricity  in  complicating  the  trouble. 
In  tumors  the  claim  is,  "  reduction  of 
size."  The  surgeon's  claim  is  total 
extirpation,  and  restoration  to  health 
and  usefulness.  Another  modest 
claim  is,  "greatly  benefited."  This 
could  be  done  by  careful  general 
treatment,  keeping  the  bowels  solu- 
able — rest  particularly  at  the  periods. 
All  the  above  benefits  have  been 
claimed  by  varieties  of  treatment — 
Ergot,  muriate  of  ammonia,  clay  pads, 
punctures.  Again,  controlling  haemor- 
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rhage.  It  is  to  be  remembered,  in 
connection  with  haemorrhage,  that  it 
is  not  always  irregular  and  profuse  in 
the  growth  of  hard  tumors.  In  many 
cases  there  is  scarcely  a  deviation 
from  normal — in  some  few  it  is 
irregular  and  profuse. 

An  eminent  English  gynaecologist, 
who  has  given  the  subject  of  electric 
treatment  unprejudiced  and  conscien- 
tious investigation,  says :  "\Vhere 
galvano-pucture  has  been  practiced, 
changes  will  be  found  immediately 
around  the  puncture,  but  similar 
changes  would,  we  imagine,  be  found 
if  the  thermo-cautery  or  red-hot  iron 
had  been  inserted  into  the  tumor. 
In  any  case,  the  changes  are  extremely 
local  and  do  not  extend  into  the.  sub- 
stance of  the  tumor."  In  further  dis- 
cussion of  the  subject,  it  was  said  to 
be  quite  impossible  to  control  the  re- 
sult of  the  treatment.  In  some  cases 
the  electric  current  had  no  effect  what- 
ever on  the  tumor.  In  other  cases  it 
caused  slottghing.  This  was  followed 
.sometimes  by  absorption  of  the  tumor, 
and  sometimes  not.  Under  either  cir- 
cumstances the  patient  was  subjected 
to  all  the  danger  of  peritonitis,  sep- 
ticaemia, thrombosis,  embolism,  etc.'' 

Another  eminent  English  gynae- 
cologist says :  "  Having  carefully 
studied  the  cases  published  by  Dr. 
Apostoli  and  others,  and  having  re- 
gard to  cases  within  his  own  personal 
knowledge,  he  was  convinced  that 
the  treatment  of  fibroid  tumors  of  the 
uterus  by  electricity,  was  fraught  with 
great  danger,  and  he  felt  sure  that  if 
it  were  carried  out  to  any  large  ex- 
tent, it  would  cost  many  lives,  which 
would  not  otherwise  have  been  en- 
dangered." Yet  another,  speaking 
on  the  subject,  says:  "  I  refer  to  the 
treatment   of  fibroid   tumors  of  the 
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uterus  by  means  of  the  galvanic  cur- 
rent, a  method  of  treatment  which 
had  formerly  been  tried  and  found 
wanting,  but  which  now  again  has 
been  revived  under  the  zealous  ad- 
vocacy of  Dr.  Apostoli.  That  the 
yojinghave  been  fascinated  by  the  novel- 
ty, while  in  some  cases,  perhaps,  the 
oldhdiVt  had  recourse  to  it  in  the  place 
of  ivom-out  or  stale  methods  of  notor- 
iety so  zvideiiing  its  field.  That  it 
promises  the  special  virtues  that  are 
claimed  for  it,  I  do  not  for  a  moment 
believe,  but  that  it  involves  the 
dangers  with  which  it  is  credited,  I 
am  firmly  convinced.  That  it  will 
take  the  place  of  hysterectomy  or  the 
removal  of  the  appendanges,  in  cases 
suitable  for  either  of  these  operations, 
I  do  not  believe.  And  I  have  very 
strong  feeling  that  it  will  turn  out  to 
be  a  nine-days  wonder." 

Tait,  who  is  without  his  peer  even 
in  a  great  and  noble  body  of  gynae- 
cologists, referring  to  the  electric 
treatment,  says  :  "  To-day  I  operated 
upon  a  lady  who  had  been  treated  by 
electricity  for  months — not  only  with- 
out benefit,  but  with  absolute  detri- 
ment. There  was  a  certain  amount 
of  risk  when  large  fibroids,  under 
electrolysis,  became  enucleated — 
blood  poisoning  might  occur  before 
they  could  be  successfully  taken 
away."  This,  Mr.  President,  has  been 
my  experience  in  a  large  number  of 
cases,  greatly  complicated  by  electric 
treatment." 

Now  that  it  is  growing  fashionable 
for  Americans,  that  is,  Americans  of 
the  ton  variety,  to  go  to  Germany  for 
their  surgery  and  beer,  we  will  quote 
an  eminent  German  (Rokitansky) : 
In  reporting  the  results  of  cases 
treated  during  two  and  one-half  years 
— twenty-two  fibromata  of  the  uterus 


— and  eighteen  cases  of  the  various, 
forms  of  chronic  endometritis ;  total 
number  of  sittings,  six  hundred  and 
fifty,  he  says  we  must  consider  the 
manner  of  treatment  valuable,  but 
that  even  when  used  correctly  and 
with  care,  it  has  its  dangers,  is  pain- 
ful, slow,  and  does  not  ahvays  produce 
the  desired  results,  and  is  often  only  a 
palliative  measure. 

We  are  told  by  one  of  Apostoli's 
disciples  that  a  fibroid  tumor  the  size 
of  a  walnut  was  found  in  the  pos- 
terior wall  of  the  uterus,  and  was  dis- 
pelled after  four  months  of  tonics,, 
ergot,  massage,  faradic  electricity 
and  daily  gymnastics.''  Gentlemen,, 
think  of  this  combination  of  treat- 
ment— *' tonics,  ergot,  massage,  fara- 
dic electricity  and  daily  gymnastics." 
Yet  the  credit  of  dispelling  this  wal- 
nut-sized tumor  is  given  to  the  electric 
current.  In  all  fairness  I  must  press 
the  claims  of  massage  and  gym- 
nastics. What  tumor  could  stand 
one  hundred  and  twenty  consecutive 
days  of  gymnastics,  of  "  ground  and 
lofty  tumbling.?"  They  also  treat 
cases  by  galvanism  at  about  the 
climacteric  period,  just  when  retro- 
grade changes  are  likely  to  have  be- 
gun, and  these  cases  are  claimed  as 
cures. 

We  will  allow  another  to  make  a 
summary  of  the  claims  of  electric 
treatment.  It  promises  the  dispersal 
of  fibroid  tumors  and  the  arrest  of 
haemorrhage  by  its  influence,  the  reso- 
lution of  peri-uterine  inflammations 
and  the  relief  of  ovarian  pain,  so  as  to* 
preclude  the  necessity  of  removal  of 
the  appendages.  Amenorrhoea,  dys- 
menorrhoea  and  menorrhagia  are 
amenable  to  its  influence.  The  most 
obstinate  pruritus  has  been  cured  by 
a   single    application.      Constipation 
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and  dysuria  have  been  rapidly  relieved 
after  resisting  the  usual  remedies.  It 
exercises  a  potent  influence  as  a  nerve 
sedative,  and  a  stimulent,  a  muscle 
contractor,  and  anti-atonic  and  pro- 
moter of  development,  an  absorbent, 
chemical  cautery  and  escharotic,  haem- 
ostatic and  decongester ;  and  in  treat- 
ment of  extrauterine  gestation,  it 
stands  with  a  record  unblemished  by 
a  single  failure  or  any  dangerous  con- 
sequences.'' 

Now,  on  this  subject  of  extrauterine 
pregnancy,  we  will  listen  to  one  who 
has  a  pre-eminent  right  to  speak, 
compared  with  whose  surgical  ex- 
perience that  of  any  one  or  all  the 
Apostoli  school  are  mere  bagatelle.  I 
refer  to  the  opinions  of  Mr.  Tait.  He 
has  the  characteristic  bluntness  of 
the  surgeon  who  knows  his  subject. 
He  says  :  **To  apply  the  electric  cur- 
rent to  every  kind  of  pelvic  lump, 
under  the  suspicion  that  it  was  an 
extrauterine  pregnancy,  would  be  a 
most  haphazard  dangerous  proceed- 
ing, worthy  of  the  strongest  condem- 
nation." "He  has  heard  quite  enough 
of  the  stories  of  the  subsequent  his- 
tories of  cases  where  such  diagnosis 
had  been  made,  and  where  the  electric 
current  had  been  used  to  justify  him 
in  using  th.Q  strongest  kiitd  oi  condem- 
nation which  he  could  utter." 

In  such  cases,  he  (Tait),  "  consid- 
ered the  use  of  the  electric  current 
as  one  of  the  most  nonsensical  pro- 
posals which  had  ever  been  submitted 
to  a  surgical  audience.  And  as  to 
the  result  of  the  employment  of  the 
strong  current  and  the  claim  of  its 
macerating  effects,  he  says  :  "  The 
bones  of  the  foetus  being  extensively 
laid  bare,  the  tissues  in  a  great  part 
dissolved,  and  the  heart  hardly  recog- 
nizable, it  was  really  absurd  to  put 


that  down  to  the  effect  of  the  cur- 
rent. When  rupture  took  place,  he 
often  found  a  macerated  foetus,  with 
bones  extensively  laid  bare.  In  that 
case  the  foetus  must  have  been  dead 
for  weeks  before  the  current  was  ap- 
plied. And  as  to  the  growth  of  the 
placenta,  the  cases  he  had  seen  were 
those  in  which  he  had  found  a  macer- 
ated foetus,  not  more  than  ten  or 
twelve  weeks  old,  while  the  placenta 
was  the  size  of  a  four  months'  preg- 
nancy. 

Dr.  Berry  Hart  had  noticed  the 
same  thing,  and  he  had  a  section 
given  to  him  by  Dr.  Hart  to  prove  it. 
Mr.  Knowsley  Thornton  also  con- 
firmed the  statement.  If  the  child 
was  killed  there  was  no  guarantee 
that  the  tube  would  not  rupture. 

A  consensus  of  the  opinions  of 
eminent  gynaecologists,  opinions  ar- 
rived at,  through  a  long  and  varied 
surgical  experience,  are  of  inestimable 
value  to  us  all — are  strongly  auxiliary 
in  the  formation  of  correct  conclu- 
sions. A  very  able  English  surgeon, 
one  half  convert  to  the  electro-fallacy, 
says  :  *'  Do  not  try  it  in  extrauterine 
pregnancy.  Laparotomy  could  al- 
ways be  performed  almost  without 
danger,  so  that  there  was  really  no 
excuse  for  killing  the  foetus.  He 
considered  it  to  be  an  absurd  piece 
of  meddlesome  gynaecology."  Fur- 
ther :  "  Where  the  treatment  was  ap- 
plied in  the  latter  stages  of  tubal 
pregnancy,  the  foetus  might  be  killed, 
but  a  tumor  remained  containing  the 
dead  foetus,  and  the  placenta,  which 
might  have  to  be  got  away  by  an 
operation  as  dangerous  as  laparotomy, 
would  originally  have  been."  It 
usurps  the  place  of  effective  treat- 
ment. 

Dr.  Edis,  speaking  of  his  own  ex- 
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perience,  brings  the  subject  close 
home  in  very  intelligible  English  : 
"  If  anybody  for  whom  he'  had  a  re- 
gard, had  an  ectopic  gestation,  he 
would  not  recommend  her  to  be  elec- 
trified, but  would  prefer  opening  the 
abdomen  and  removing  the  mass  at 
once.  The  cases  in  which  dead 
foetuses  had  been  left  for  long  periods 
of  time  inside  the  body  without  giv- 
ing rise  to  symptoms,  were  very  ex- 
ceptional, and  the  electrical  treatment 
might  be  the  means  of  causing  the 
very  mischief  which  they  were  en- 
deavering  to  avoid." 

Dr.  Heywood  Smith  expresses  kin- 
dred opinions :  "  Inasmuch  as  hitherto, 
the  second  stage  (that  of  primary 
rupture),  has  usually  proved  fatal,  and 
would,  in  severe  cases,  continue  to  do 
so,  unless  the  abdomen  were  at  once 
opened  and  the  seat  of  lesion  re- 
moved, it  stands  to  reason  that  when- 


ever the  first  stage  is  diagnosticated, 
the  pregnant  tube  should  be  removed, 
so  that  the  woman  should  not  be  ex- 
posed to  the  risk  of  rupture.  It  seemed 
to  him  that  to  kill  the  foetus  by  aspira- 
tion or  electricity  was  bad  practice,  as 
it  exposed  the  woman  to  the  possi- 
bility of  subsequent  mischief  from 
the  presence  of  such  a  foreign  body 
as  the  shrivelled  debris  of  her  child." 
As  to  the  diagnostic  functions  of 
electricity,  there  is  solid  ground  for 
our  scepticism.  Operators  with  a 
varied  and  extended  surgical  experi- 
ence, and  with  a  clinical  knowledge 
of  the  multiple  nature  of  pelvic  and 
abdommal  disease,  have  a  right  to 
question  the  ability  of  the  great  ma- 
jority of  the  followers  of  the  electric 
treatment  to  diagnosticated  pelvic  and 
abdominal  disease  within  defined  lines 
of  reasonable  certainty. 
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To  be  able  to  do  emergency  work 
in  abdominal  surgery  one  must  have 
an  accurate  knowledge  of  the  diffi- 
culties to  be  overcome,  the  dangerous 
complications  to  be  avoided,  and  a 
ripe  experience  in  the  whole  field  of 
abdominal  diseases  which  include  ex- 
tra-uterine pregnancy  in  all  its  forms 
and  complications.  Intestinal  surgery 
and  the  operations  recommended,  and 
so  beautifully  described  by  Dr.  Senn, 
now  play  a  most  important  part  in  the 


life-saving  service  of  the  abdominal 
surgeon.  To  be  able  to  contend  with 
haemorrhage  from  knife-wound  or  bul- 
let, to  remove  the  kidney  or  spleen, 
to  resect  a  cancerous  or  gangrenous 
bowel  and  reunite  it,  to  reduce  an 
intussusception,  to  contend  with  im- 
pacted gall-stones  and  to  locate  a 
strangulated  or  incarcerated  bowel 
while  there  is  great  distension,  with 
no  one  to  help  save  the  attend- 
ant who  has  to  look  after  the  ether; 
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to  reduce  one's  mortality  or  keep  it 
at  a  low  figure  requires  marvellous 
skill  and  dexterity  in  operations  such 
as  we  have  to  do  on  short  notice  when 
the  patient  is  in  a  most  desperate  con- 
dition. I  have  many  times  operated 
when  I  expected  a  death  on  the  oper- 
ating table,  but  I  have  yet  to  meet 
with  so  discouraging  an  accident. 

RETENTION    OF    URINE. 

August  29,  1892. — S.  R.,  79  years 
old,  patient  of  Dr.  Pancoast.  Mr.  R. 
was  suffering  from  retention  of  urine 
from  an  enlarged  prostate.  He  stated 
that  it  had  been  a  long  time  since  he 
was  able  to  pass  urine  freely,  and  for 
several  months  it  had  been  constantly 
dribbling.  A  number  of  unsuccess- 
ful attempts  had  been  made  to  pass  a 
catheter.  When  I  saw  the  patient, 
August  29,  the  bladder  was  enor- 
mously distended ;  the  dulness  ex- 
tended almost  half  way  between  the 
umbilicus  and  the  sternum.  I  at- 
tempted to  relieve  him  with  a  cathe- 
ter, but  without  success.  I  then  did 
Hunter  Maguire's  operation  of  super- 
pubic  cystotomy.  After  cutting  down 
on  the  bladder  it  had  much  the  ap- 
pearance of  an  incarcerated  hernia, 
almost  black  in  color,  but  after  freely 
opening  and  washing  out  the  bladder, 
its  color  greatly  improved.  I  stitched 
the  bladder  to  the  peritoneal  wall,  put 
in  a  rubber  drain,  and  a  gauze  drain 
above  and  below  it.  On  the  second 
day  removed  the  lower  gauze  drain, 
third  day  the  upper  gauze  drain.  Sec- 
ond day  after  operation  washed  out 
the  bladder  with  salt  and  water ;  did 
this  for  want  of  a  better  drug,  as  there 
was  no  boracic  acid  in  the  house ; 
daily  thereafter  boracic  acid  was  used. 
Patient  passed  his  urine  freely  through 
the  drainage  tube ;  all  drainage  dis- 


continued after  sixth  day.  Hunter 
Maguire's  aluminium  plug  or  button 
was  used  to  keep  the  opening  pa- 
tulous. The  prostate  yvas  as  large  as 
my  double  fist.  Patient  made  a  good 
recovery. 

TUMOR   OF   RIGHT   TUBE. 

August  30. — Mrs.  S.  L.,  28  years 
old,  patient  of  Dr.  Joseph  Shaw,  Tren- 
ton, N.  J.  Suffering  from  a  small 
tumor  of  the  right  tube,  the  left 
densely  adherent  and  cirrhotic,  not 
larger  than  a  lima  bean.  She  had 
been  an  invalid  six  years ;  one  year 
and  a  half  under  the  rest  treatment ; 
electricity  by  a  celebrated  gynaecolo- 
gist. Operation  August  30.  Patient 
made  a  beautiful  recovery.  She  was 
the  best  patient  I  ever  had  the  pleas- 
ure of  treating. 

REMOVAL    OF    OLD    PUS    TUBE. 

September  i,  1892. — A  colored  wo- 
man, 26  years  old,  patient  of  Dr.  E. 
V.  Swing,  of  Coatsville,  Pa.  She  had 
been  married  six  years  ;  her  husband 
at  time  of  marriage  was  suffering  from 
gonorrhoea ;  she  was  treated  for  gon- 
orrhoea, and,  so  far  as  the  vaginal  dis- 
charge was  concerned,  was  cured. 
She  had  had  a  number  of  attacks  of 
pelvic  trouble  since  that  time,  has 
been  unable  to  work  for  a  long  period 
prior  to  the  operation,  a  confirmed 
invalid,  v  At  the  time  I  saw  her  she 
had  been  under  Dr.  Swing's  care  only 
a  short  time.  He  recognized  the  seri- 
ous nature  of  her  trouble  and  advised 
operation ;  she  refused  to  take  his  ad- 
vice until  almost  past  help.  I  was 
asked  by  the  doctor  to  operate.  With 
Dr.  S.  and  his  assistant  in  the  case, 
we  operated  on  September  i,  cutting 
down  on  the  tumor,  which  extended 
above  the  umbilicus  rather  to  the  left 
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of  the  median  line.  Cutting  directly 
in  the  median  line,  I  came  to  a  sac  at 
least  from  a  quarter  to  a  half  an  inch 
in  thickness.  When  opened  its  con- 
tents were  pus,  blood  and  a  watery 
fluid.  There  had  unquestionably  been 
a  rupture  of  an  old  pus  tube  and  a 
violent  general  peritonitis.  The  ab- 
scess cavity  extended  up  and  across 
toward  the  right  kidney.  Approxi- 
mately two  pints  of  pus  removed. 
Two-thirds  of  the  pus  sac  enucleated 
and  tied  off.  It  was  impossible  to  re- 
move the  other  as  the  adhesions  were 
stronger  than  the  sac  itself,  and  it  was 
adherent  directly  over  the  iliac  ves- 
sels. Thorough  irrigation,  gauze  and 
glass  drainage.  Patient  did  nicely. 
Dr.  Swing  reports  her  steadily  im- 
proving. I  have  no  doubt  she  will 
entirely  recover. 

ECTOPIC    PREGNANCY. 

September  2,  1892. — Mrs.  B.,  aged 
36  years,  patient  of  Drs.  Rice,  McKen- 
sie  and  Burroughs,  Trenton,  N.  J. 
Suffering  from  terrific  haemorrhage  of 
a  ruptured  ectopic  pregnancy.  She 
was  pulseless  at  the  time  I  saw  her, 
ghastly  pale,  sighing  respirations  and 
sick  stomach,  with  a  feeling  of  some- 
thing in  the  bowel,  constant  diarrhoea, 
distended  abdomen,  normal  tempera- 
ture. 

Her  physicians  recognized  her  ter- 
rible danger;  the  only  question  was 
whether  she  would  die  on  the  table. 
Her  desperate  condition  was  explained 
to  her,  and  her  chance  of  relief  by  oper- 
ation. She  asked  for  that  chance,  and 
operation  was  done  at  once.  As  soon 
as  the  abdomen  was  opened  blood 
poured  out  from  the  incision.  The 
ruptured  tube  was  delivered  and  tied 
off.  At  least  a  pint  of  clot  was  removed 
from  the  pelvis;  quantities  of  liquid 


blood  also  discharged.  No  one  but  a 
pregnant  woman  could  lose  so  much 
blood  and  live. 

Thorough  irrigation  and  glass  drain- 
age for  six  days ;  free  purging  and 
liquid  diet  after  the  second  day.  This 
patient  rallied  from  her  haemorrhage 
very  slowly ;  it  was  several  days  be- 
fore we  thought  her  out  of  danger 
from  heart  clot.  She  made  a  perfect 
recovery. 

RUPTURED    DERMOID    OF     RIGHT    SIDE. 

September  3,  1892.— Mrs.  J.  T.  M., 
65  years  old,  patient  of  Dr.  Wm.  Rice, 
Trenton,  N.  J.  Suffering  from  a  large 
ruptured  dermoid  of  the  right  side 
and  a  small  one  of  the  left ;  contents  of 
the  abdomen  removed,  fifty  pounds. 

This  patient  had  been  suffering 
from  the  tumor  for  five  weeks  and 
had  had  repeated  attacks  of  peri- 
tonitis, which  her  physician  had  suc- 
ceeded in  relieving.  During  the  very 
hot  weather  the  large  tumor  ruptured, 
and  from  that  time  on  to  the  opera- 
tion she  suffered  from  peritonitis, 
and  at  that  time,  September  3,  bowels 
were  covered  with  inflammatory 
lymph  and  looked  very  much  as  if 
they  had  been  parboiled.  A  number 
of  pitchers  of  water  were  used  for 
irrigation ;  a  long  7^-inch  glass  drain- 
age tube  was  inserted,  patient  being 
very  large.  She  made  an  uninter- 
rupted recovery. 

The  water  used  in  all  these  cases 
was  plain  boiled  water,  cooled  down 
by  other  not  boiled,  and  it  seemed  to 
get  rid  of  the  little  beasts  so  far  as 
we  could  judge  by  the  effect  on  the 
patient  and  her  recovery. 

PYOSALPINX     AND.   OVARIAN     ABSCESS. 

Mrs.  W.  M.,  patient  of  Dr.  W.  A. 
Burns.  A  pyosalpinx  and  ovarian 
abscess  of  the  right  side  removed  by 
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abdominal  section  from  a  greatly 
emaciated  patient,  resulting  from 
gonorrhoeal  infection  contracted  from 
husband  at  time  of  marriage.  At 
time  of  operation  the  left  side  ap- 
peared to  be  healthy,  but  the  principal 
reason  for  leaving  it  was  the  already 
almost  hopeless  condition  of  the  pa- 
tient. Drainage  was  continued  for 
four  days,  and  was  followed  by  a 
fistulous  track  lasting  seven  months, 
through  which  opening  the  patient 
menstruated  regularly,  though  much 
of  the  flow  came  in  the  regular  way. 
Everything  was  done  to  get  this 
opening  to  close,  but  without  im- 
provement. At  the  end  of  seven 
months  the  fistulous  opening  ceased 
to  discharge,  and  almost  immediately 
her  physician  found  she  was  preg- 
nant. In  August,  1890,  from  indis- 
cretions in  lifting,  a  miscarriage  was 
produced.  This  she  recovered  from 
without  trouble  and  again  became 
pregnant  the  latter  part  of  1891,  and 
was  delivered  by  Dr.  Burns  of  a  large 
and  beautiful  female  child. 

I  report  this  case  because  it  has  an 
interesting  bearing  on  the  question 
of  removal  of  both  tubes  in  pelvic  dis- 
ease resulting  from  gonorrhoea.  This 
is  the  third  case  of  undoubted  gonor- 
rhoeal tubal  troubles,  where  the  tube 
on  one  side  was  left ;  one  had  to  be 
operated  on  the  second  time.  This 
one  now  reported  and  the  third  re- 
mains perfectly  well. 

TUMOR    OF    ABDOMEN    COMPLICATING 
PREGNANCY. 

June  4,  1892,  Mrs.  D.,  patient  of 
Dr.  Prendergast,  was  suffering  with  a 
large  tumor  in  the  abdomen,  compli- 
cating pregnancy  at  the  third  month. 
Her  history  was  a  most  interesting 
one;    31    years   old,   always   enjoyed 


good  health  up  to  the  time  of  her 
marriage  and  for  four  months  after ; 
then  the  disappearance  of  her  menses 
and  the  appearance  of  other  symptoms 
of  pregancy;  she  began  to  suffer  from 
severe  pains  in  the  right  side  with 
considerable  enlargement  of  the  ab- 
domen, much  more  than  pregnancy 
of  one  or  two  months  would  indicate, 
so  she  consulted  a  doctor,  who  told 
her  she  was  going  to  have  a  baby  in 
a  short  time  and  to  prepare  for  such 
a  termination  of  her  case.  This  did 
not  satisfy  an  intelligent  and  virtuous 
woman  who  had  not  been  married 
more  than  six  months,  so  she  called 
on  Dr.  Prendergast,  who  at  once  ex- 
amined his  patient  with  great  care 
and  recognized  the  serious  nature  of 
her  trouble.  I  was  asked  to  see  her 
in  consultation.  She  was  suffering 
with  severe  peritoneal  pain  and  con- 
stantly increasing  distention,  with  a 
large  tumor  on  the  right  side  extend- 
ing up  to  the  kidney,  the  uterus  to 
the  left  and  much  larger  than  a  preg- 
nant uterus  at  three  months  with  a 
distinctly  nodular  feel,  the  cervix  soft 
and  menses  absent  three  months. 
Their  was  no  question  in  our  minds 
as  to  her  being  pregnant.  Her  con- 
dition, the  rapid  growth  of  the  tumor, 
the  well  marked  peritonitis,  the  severe 
and  constant  pain,  her  inability  to  get 
about,  all  indicated  great  danger; 
something  must  be  done  for  her  life. 
We  decided  the  tumor  must  be  re- 
removed  ;  the  sooner  the  better,  if  the 
life  of  the  patient  was  to  be  saved. 
So  the  next  day,  June  4,  1892, 
after  careful  preparation,  the  opera- 
tion was  performed  at  the  home  of 
the  patient,  Drs.  Jos.  Price  and  Pren- 
dergast assisting. 

We  removed  a  large  fibroid  and  the 
pregnant  uterus  with  a  dead  child  at 
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the  third  month.  The  attachment  of 
the  fibroid  to  the  uterus  was  so  large 
and  the  uterus  so  covered  down  to  the 
cervix  with  fibroid  nodules  in  the 
wall  of  the  womb,  that  it  was  decided 
that  the  removal  of  the  entire  uterus 
and  tumors  by  superpubic  hysterec- 
tomy would  offer  the  only  good  op- 
portunity to  save  her  life. 

There  was  a  quantity  of  fluid  dis- 
charged at  the  time  of  the  opening 
of  the  peritoneum,  marked  peritonitis 
existed,  softening  of  the,  fibroid,  ex- 
tending all  over  the  face  of  the  tumor, 
had  the  appearance  of  a  large  blister. 
From  the  large  growth  we  rather  sus- 
pect sarcoma  than  a  pure  fibroid. 

The  operation  was  carefully  done 
and  every  means  taken  to  protect  the 
peritoneum  from  the  discharges  and 
blood;  no  chemical  antiseptics  were 
permitted  in  the  house  at  the  time  of 
operation.  The  examination  of  the 
specimen  after  its  removal  was  of 
great  interest,  as  absolutely  confirm- 
ing the  useless  character  of  the  uterus 
for  the  growth  and  development  of 
the  foetus,  as  the  walls  of  the  uterus 
were  thickened  in^ll  directions  with 
nodules  of  fibroid  tissue,  which  from 
its  unyielding  character  caused  the 
death  of  the  foetus  at  this  early  date 
in  its  development,  and  if  its  growth 
had  not  been  interfered  with,  would 
have  ended  in  a  Porro  operation  at 
the  close  of  gestation. 

Patient  did  splendidly  from  opera- 
tion to  perfect  recovery;  no  increase 
of  pulse,  no  fever,  a  moist  and  clean 
tongue  and  cheerful  face;  nothing 
like  the  suffering  after  the  section  as 
there  was  before  from  the  peritonitis. 

TWO    CASES    OF   APPENDICITIS — 
OPERATION. 

July  II,  1892,   M.  H.,  Bridgeport, 


N.  J.,  suffering  from  appendicitis  with 
well  marked  tumor  in  the  right  iliac 
fossa  of  ten  days  formation.  First 
attack  of  appendicitis.  Persistent  con- 
constipation  for  five  days.  Opera- 
tion July  II,  1892;  done  at  night. 
The  abscess  was  opened  without  en- 
tering or  interfering  with  the  general 
peritoneal  cavity;  six  to  eight  ounces 
of  pus  was  discharged,  thorough  irriga- 
tion, gauze  packing.  Recovery  with- 
out any  trouble. 

Mr.  F.  D.,  38  years  old,  patient  of 
Dr.  Oliphant,  of  Bridgeport,  N.  J., 
suffering  with  repeated  mild  attacks 
for  fifteen  years ;  never  so  severe  as 
to  completely  incapacitate  him  for 
work.  Last  attack  began  July  10, 
1892,  with  severe  and  agonizing  pain 
in  the  region  of  the  appendix,  which 
could  only  be  relieved  by  hypodermic 
injections  of  half-grain  doses  of  sul* 
phate  of  morphia  at  short  intervals. 
This  was  continued  for  a  few  days 
when  he  seemed  better;  free  purgation 
was  used ;  the  improvement  continu- 
ing slowly  at  this  time ;  a  hard  mass 
was  detected  deep  down  in  the  pelvis 
on  the  right  side ;  his  symptoms  con- 
tinued to  increase  in  severity,  but 
slight  perceptible  enlargement  of  the 
mass.  An  operation  was  decided  on 
by  his  attendant  Dr.  Oliphant,  and  I 
was  asked  to  see  the  patient.  On 
July  27  an  incision  two  inches  long,, 
extending  from  a  line  drawn  from  the 
navel  to  the  crest  of  the  ilium  mid- 
way between  these  two  points  directly 
downward  and  over  the  mass.  The 
peritoneum  was  opened,  the  tumor 
not  adhering  to  the  anterior  abdomi- 
nal wall,  intestines  matted  together 
and  with  great  difificulty  separated. 
My  fingers  came  in  contact  with  the 
large  vessels  of  the  right  side  before 
I  succeeded  in  opening  the  abscess 
cavity;  six  to  eight  ounces  of  black 
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offensive  pus  was  discharged ;  thor- 
ough irrigation  of  the  peritoneum  and 
abscess  cavity,  with  gauze  packing 
and  a  rubber  drainage  tube  of  large 
calibre  in  the  abscess  cavity  with  a 
gauze  drain  also  of  the  peritoneal 
cavity.  These  to  be  left  forty-eight 
hours  before  being  removed  for 
first  dressing.  If  there  is  plenty  of 
drainage  the  patient  will  recover. 
The  outside  dressings  must  be  fre- 
quently changed  for  the  cleanliness 
and  comfort  of  the  patient.  This  is 
one  of  the  chronic  cases  of  appendi- 
citis giving  the  most  trouble  in  opera- 
tions of  this  character,  everthing 
matted  and  adherent  to  the  head  of 
the  colon  forming  a  complete  capsule 
over  and  about  the  appendix,  but 
with  nothing  to  protect  the  general 
peritoneal  cavity  from  the  pus  when 
we  attempt  to  operate  for  its  removal. 
In  fact  adhesions  everywhere  but 
where  we  most  want  them.  Com- 
plete recovery. 


STRANGULATED    DIRECT    INGUINAL 
HERNIA. 

Mr.  I.,  patient  of  Dr.  Joseph  B. 
Shaw,  Trenton,  N.  J.  Dr.  Shaw  was 
called  to  see  the  patient  and  found 
him  suffering  with  a  hernia  on  the 
right  side,  and  vomiting  questionable 
matter,  which  he  said  had  continued 
for  four  days.  He  had  been  treated 
by  a  man  who  had  not  recognized  his 
condition.  I  was  asked  to  operate 
for  his  relief  within  three  hours  of 
Dr.  Shaw's  first  visit.  The  surround- 
ings were  not  the  best,  but  the  opera- 
tion was  done  with  hot  water  and. 
soap  and  such  articles  as  we  could 
find  to  clean  up  with.  The  bowel 
was  dark  but  not  gangrenous,  so  it 
was  freed  and  examined  for  bands  of 
adhesions  and  washed  with  boiled 
water  that  had  been  cooled  down  to  a 
proper  temperature.  Wound  care- 
fully stitched,  gauze  dressings  and  a 
bandage  applied,  and  the  patient  put 
to  bed.     He  made  a  rapid  recovery. 


Analysis  of  some  Statistics  on  Supravaginal  Hysterectomy.^ 


BY    MARIE    B.    WERNER,    M.D., 

PHILADELPHIA. 


A  GLANCE  at  the  history  of  this 
operation  will  show  the  many  steps 
that  were  necessary  to  place  it  upon 
the  standard  of  to-day.  Koeberle,  in 
1863,  used  the  iron  wire  and  treated 
the  stump  extraperitoneally.  Kim- 
ball and  Koeberle  were  the  first  to 
operate  on  a  distinct  basis  and  diagno- 
sis.    Kleeberg  replaced  the  iron  wire 


by  the  elastic  ligature,  at  first  leaving 
the  ends  long,  later  by  cutting  them 
short  and  dropping,  in  his  publications 
of  1879,  he  reports  having  used  the 
elastic  ligature,  his  minute  descrip- 
tions are  not  very  clear,  but  it  seems 
since  the  abdominal  wound  was  closed 
each  time,  that  he  must  have  dropped 
the  pedicle.  At  the  close  of  1879  Pean 


1  Read  before;  the  Obstetrical  Society  of  Philadelphia,  September  i,  1891. 
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reported  forty-six  hysterectomies  with 
thirty  recoveries  =  34  per  cent,  mor- 
tality. Then  came  the  improvements 
of  Kaltenbach  and  Hegar.  Schroeder 
inaugurated  the  intraperitoneal  meth- 
od based  somewhat  upon  the  old  theo- 
ries of  Atlee  and  Heath.  Schroeder 
first  punctured  the  stump  with  a  strong 
needle  and  tied  in  two  portions,  which 
he  improved  one  year  later  by  the 
ligation  of  large  bloodvessels,  and  it 
became  further  necessary  to  sew  the 
5tump  in  sections,  ligature  of  the 
stump  671  masse  was  deemed  danger- 
ous favoring  a  possible  necrosis,  and 
suppuration  of  tissue.  On  the  other 
hand  Olshausen  found  that  in  small 
tumors  ligating  with  elastic  ligature 
and  dropping  the  stump  met  with 
some  success,  although  the  ligature 
repeatedly  found  its  way  out  again 
after  the  space  of  a  year  or  more,  a 
very  unsatisfactory  termination. 
Zweifel  who  has  had  excellent  results 
with  the  intraperitoneal  method,  saw 
the  mistake  of  others,  and  found  he 
could  control  haemorrhage  more  cer- 
tainly by  making  a  small  stump  close 
to  the  cervix,  and  tying  in  four  por- 
tions, in  that  manner  he  avoided  the 
dangerous  uterine  tissue. 

The  objections  to  statistics  have 
been  variously  discussed,  one  that 
there  is  a  temptation,  on  the  part  of 
the  operator  to  select  cases,  or  even 
forget  some  which  have  ended  fatally. 
Now,  while  both  these  statements,  if 
true,  would  materially  influence  and 
hamper  those  who  are  seeking  the 
truth  regarding  best  methods  and  re- 
sults ;  honest  thinking  surgeons  are 
slow  to  allow  such  statements  to  in- 
fluence them,  for  their  reports  are  not 
doctored  or  their  cases  selected,  and 
they  continue  placidly  on,  knowing 
that  the  sunlight  of  truth  will  dispel 


all  shadows  in  time,  and  it  is  to  the 
results  of  such  that  the  earnest  stu- 
dent directs  his  attention. 

The  three  methods  of  treating  the 
stump  are  meeting  with  varied  results 
in  the  hands  of  different  operators, 
and  it  becomes  therefore  an  important 
matter  to  study  method  and  operator 
together.  The  intraperitoneal  seems 
theoretically  the  ideal,  the  general  re- 
sults unfortunately  fail  to  show  the 
low  rate  of  mortality  necessary  to 
place  it  foremost,  indeed  the  lessons 
learned  from  those  who  have  used  and 
abandoned  it  for  the  other  methods 
seem  of  so  grave  a  character  that 
an  impartial  student  would  undoubt- 
edly dread  to  adopt  it  for  his  first 
case. 

Bantock,  after  careful  study  and  use 
of  the  intraperitoneal  treatment,  was 
led  to  abandon  it  owing  to  its  grave 
mortality.  Schroeder  and  Martin  both 
had  a  high  mortality  by  the  same 
method,  mainly  due  to  haemorrhage  or 
sepsis,  indeed  we  find  in  the  Annals 
OF  Gynaecology  for  1891,  that  Mar- 
tin abandoned  it  for  total  extirpation, 
his  reasons  being  that  there  is  not 
sufficient  security  against  secondary 
haemorrhage,  or  the  discharge  of  su- 
ture threads  from  the  stump,  and  there 
is  danger  of  septic  infection  from  the 
cervical  canal.  Dr.  G.  G.  Bantock,  in 
his  article  on  Hysterectomy  {Transac- 
tions American  Gynceco logical  Society, 
Vol.  12,  p,  202),  has  by  his  recorded 
experience  of  his  first  extraperitoneal, 
done  when  the  literature  on  the  sub- 
ject of  Hysterectomy  was  scarcely 
begun,  taught  us  an  important  and 
valuable  lesson  regarding  the  intra 
and  extraperitoneal  methods.  "  The 
stump  was  seared  with  the  actual  cau- 
tery, application  of  the  ligature  and 
its  fixation  in  the  lower  angle  of  the 
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abdominal  incision,  death  on  the 
fourth  day.  Post-mortem  investiga- 
tion showed  that  the  cause  of  failure 
lay  in  the  peculiarity  of  the  uterine 
tissues.  TJiat  peculiarity  cojtsists  in 
their  shrinki7ig  under  pressure^  so  that 
in  a  few  hours  a  ligature  which  has 
been  tied  with  all  the  strain  it  will 
bear,  ultimately  becomes  quite  loose. 
In  consequence  of  this  shrinking  of 
the  tissues  and  loosening  of  the  cen- 
tral and  circular  ligatui^es  slight  oozing 
took  place  from  the  divided  uterine 
tissues,  some  of  which  burst  through 
between  the  flaps  into  the  peritoneal 
cavity,  and  some  escaped  into  the 
vagina  through  the  cervical  canal  and 
appeared  there  on  the  third  day." 
Some  years  have  elapsed  since,  and 
there  has  been  ever  present  a  desire 
to  improve  each  method.  The  facts 
remain  and  must  always  be  borne  in 
mind,  namely — the  want  of  reliability 
of  a  ligature,  or  even  an  encircling 
medium  which  the  operator  cannot 
fully  control,  and  the  "  peculiar  nature 
of  uterine  tissue."  A  uterus  which 
has  undergone  fibrous  changes  has 
become  more  dense,  the  fibrous  ele- 
ments presenting  a  resistance  which 
often  defies  the  permanent  compres- 
sion of  any  ligature.  The  fibrous  be- 
ing less  vascular  and  contractile  than 
the  uterine  tissues  the  retraction  of 
the  latter  between  fibrous  nodules  can 
easily  be  understood,  thereby  demon- 
strating the  dangers  of  haemorrhage, 
this  no  doubt  plays  an  important  role 
in  the  success  or  failure  of  the  intra- 
peritoneal method  according  to  the 
character  of  tissues  and  manner  of 
forming  the  stump — if  made  close  to 
the  cervix  we  have  a  nearer  approach 
to  the  often  misnamed  total  extirpa- 
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tion,  and  throw  out  the  dangerous 
combination  of  uterine  and  fibrous 
tissues. 

We  will  now  direct  our  attention  to 
th.e  most  popular  method  among  Eng- 
lish and  American  operators,  namely 
the  extraperitoneal,  and  this  will  de- 
mand close  study  since  its  mortality 
rate  is  the  lowest,  thus  the  most  prom- 
ising. There  are  various  ways  of  se- 
curing the  stump; — Koeberle's  noeud 
— rubber  ligature  —sewing  the  edges 
to  the  abdominal  wall,  etc. ;  but  the 
points  of  paramount  interest  to  the 
successful  operator  are  all  the  details, 
from  the  first  incision  to  taking  the 
last  suture,  and  subsequent  dressing. 
The  operator  must  be  prepared  for 
every  emergency  before  beginning  to 
operate,  and  complete  the  operation 
when  once  begun.  It  is  a  well  known 
fact  that  adhesions  often  exist  between 
tumor,  intestines,  omentum  or  blad- 
der, which  materially  complicate  the 
removal  of  the  tumor.  If,  however, 
the  operator  bears  in  mind  that  the 
operation  was  undertaken  for  the  re- 
lief of  the  patient  such  complications 
will  not  intimidate,  only  call  for  a 
greater  than  ordinary  amount  of  care 
and  skill.  A  patient  under  such  cir- 
cumstances resigned  to  her  fate  after 
an  exploratory  incision  is  often  sub- 
j  ected  to  greater  suffering,  for  she  then 
often  has  abdominal  adhesions  to  add 
to  her  discomfort.  Another  important 
point  is  the  complete  removal  of  the 
tumor.  There  are  several  cases  on 
record  in  which  a  portion  of  the 
tumor  was  allowed  to  be  expelled 
through  the  abdominal  opening.  The 
danger  of  sepsis  seem  very  appa- 
rent. Not  long  ago  the  necessity  of 
placing  a  ligature  in  healthy  tissue  in 
all  pelvic  operations  was  discussed  at 
length,  and  approved  of,  and  this  rule 
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certainly  applies  to  the  uterine  stump 
as  well  as  to  diseased  appendages.  If 
we  have  not  pus  in  the  former,  we 
have  an  abnormal  growth  which  inter- 
feres with  equal  compression,  and  in 
that  manner  defeats  the  result  aimed 
for.  The  importance  manifests  itself 
then  that  the  operator  must  be  pre- 
pared for  every  emergency  before  be- 
ginning to  operate,  and  complete  the 
operation  when  once  begun  ;  work 
aseptically^  sicirly  and  rapidly  (the  lat- 
ter only  if  consistent  with  good  judg- 
ment), leaving  if  possible  no  ragged 
surfaces  for  subsequent  sloughing.  A 
small  extraperitoneal  stump  always 
gives  the  best  results,  and  to  ob- 
tain this  should  be  the  aim  of  the 
surgeon. 

Dr.  Romans  in  his  report  of  384 
laparotomies  makes  the  following 
statement  on  page  8.  "  I  use  the 
wire  ecraseur,  either  Koeberle's  or  a 
longer  one  for  I  find  that  for  compres- 
sion of  the  pedicle  Koeberle's  screw 
is  not  long  enough,  and  one  must 
have  several  Koeberle's  serre-noeuds, 
or  else  an  instrument  with  a  longer 
screw."  I  quote  this  because  it  illus- 
trates so  well  the  point  I  wish  to  make. 
When  the  growth  has  originated  low 
down  in  the  uterus  and  developed  lat- 
erally filling  up  the  pelvis,  it  seems  a 
difficult  task  at  first  sight  to  make  a 
stump.  If,  however,  anatomical  rela- 
tions are  studied  and  kept  in  mind, 
the  tumor  raised  as  much  as  possible 
out  of  its  bed,  adhesions  released  and 
properly  cared  for,  the  peritoneal  cov- 
ering of  the  tumor  incised  three  or 
four  inches  above  the  point  where  the 
noeud  is  placed,  then  stripped  down  ; 
the  enucleation  of  the  tumor  or 
tumors  becomes  a  comparatively  easy 
matter,  and  the  noeud  is  placed  around 
uterine,  not  fibrous  tissues,  enclosing 


the  margins  of  the  peritoneal  cover- 
ing thus  preventing  undue  dragging. 
Not  only  is  the  stump  much  reduced 
in  this  manner  but  the  dangers  of 
haemorrhage  and  sepsis  are  minimized; 
there  are  still  two  other  complications 
which  are  more  easily  avoided  by  this  : 
injuries  to  bladder  or  ureters. 

All  cases  in  which  the  stump  has^ 
been  fastened  outside  the  abdominal 
cavity  are  classed  under  the  head  of 
extraperitoneal,  but  in  carefully  look- 
ing over  reports  of  cases  it  will  be 
found  that,  as  a  rule,  the  noeud  in  the 
hands  of  the  scientific  pelvic  surgeon 
promises  the  most,  hence  if  statistics- 
are  to  be  of  use  the  methods  of  oper- 
ating become  as  important  as  the 
figures.  In  referring  to  Bigelow's 
statistics  {American  Joiir7ial  of  Ob- 
stetrics, 1883,  p.  1274)  we  find  a  mor- 
tality of  36.54  per  cent,  during  the 
years  1879- 1883  by  the  extraperito- 
neal method.  During  the  years  1881 
to  1883  the  percentage  was  reduced 
to  26. 1  per  cent,  with  the  same  method. 
This  eixcluded  all  cases  in  which  only 
portions  of  the  uterus  were  excised, 
and  included  all  those  in  which  the 
uterus,  tumor  and  appendages  were 
removed.  Sir  Spencer  Wells,  in  his 
book  published  in  188 1,  reports  twenty 
deaths  in  thirty-nine  completed  opera- 
tions, or  a  mortality  of  51.2  per  cent. 

In  the  light  of  our  present  knowl- 
edge such  results  can  be  better  under- 
stood when  we  consider  that  in  these 
thirty-nine  cases  there'were  no  less 
than  ten  different  methods  used  for 
treating  the  stump;  thirty-one  ex- 
ploratory incisions  for  fibroids,  six  of 
which  ended  fatally,  gives  a  mortalit}r 
of  nineteen  per  cent.  The  studious 
surgeon  could  wish  for  no  better 
record  to  show  the  grave  mistakes  of 
undecided  methods  or  incomplete  op- 
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derations.  I  say  this  with  all  due 
respect  to  the  work  of  early  pioneers, 
who  had  to  break  the  road  so  that  we 
could  profit  by  their  recorded  experi- 
•ences. 

Keith's  record  of  thirty  eight  cases 
with  the  mortality  of  only  5,2  per 
cent.,  acted  as  an  incentive  to  inter- 
ested operators;  his  cases  so  fully  de- 
scribed by  him  have  served  to  aid  in 
following  or  avoiding  many  of  his  ex- 
periences. 

The  statistics  of  mortality  by  the 
intraperitoneal  method :  Schroeder, 
twenty-nine  per  cent. ;  Martin,  thirty- 
four  per  cent. ;  Kaltenbach,  thirty- 
seven  per  cent.,  led  to  earnest  investi- 
gations to  reduce  the  mortality.  Mar-' 
tin  adopted  total  extirpation  and  re- 
duced it  to  twenty-seven  per  cent.;  his 
assistant,  Mackenrodt,  has  one  of 
twenty  per  cent.;  while  Leopold  and 
Kaltenbach  have  found  it  safer  to 
trust  to  the  extraperitoneal  method, 
and  it  seems  that  the  experiences  of 
most  operators  justify  this.  Chrobak, 
in  spite  of  his  nine  per  cent.,  desires 
to  achieve  still  better  results  by  total 
extirpation,  hoping  thereby  to  over- 
come some  of  the  objectionable  feat- 
ures of  the  extraperitoneal  method, 
which  he  enumerates  as  follows : 
length  of  time  for  separation  of  stump; 
the  possibility  of  a  utero-abdominal 
fistula;  and  the  nature  of  the  cicatrix, 
width  often  producing  a  hernia,  this 
latter  complication  apt  to  be  present 
if  the  stump  has  not  been  properly 
prepared  and  occupies  too  large  a  space 
in  the  abdominal  wound.  His  results 
have  certainly  been  most  promising  in 
both  total  extirpation— four,  with  no 
deaths — and  his  later  modification  of 
retroperitoneal  treatment  of  the  stump 
— thirteen  without  a  death.  He  was 
led  to  abandon  the  total  extirpation 


for  the  latter  method  because  of  the 
time  consumed  (from  one  and  a  half 
to  two  and  a  half  hours) ;  the  latter 
method  consumes  about  one-third  the 
time  of  the  former.  E.  Albert,  of 
Vienna,  reports  fifty  cases  with  three 
deaths — six  per  cent.  —  the  stump 
treated  in  much  the  same  manner  as 
Chrobak  recommends.  In  total  ex- 
tirpation there  are  some  points  which 
time  alone  will  settle  for  us.  These 
are :  the  ultimate  behavior  of  the 
bladder  and  vaginal  roof,  since  both 
have  been  often  much  stretched  and 
displaced  by  the  growths  removed. 

By  carefully  studying  the  appended 
tables  one  will  see  that  all  methods 
meet  with  good  results  in  special 
hands;  for  instance,  Brennecke  (4.5 
per  cent.)  and  Zweifel  (twelve  per 
cent.)  represent  the  lowest  mortality 
of  the  German  operators  in  the  intra- 
peritoneal method,  due  undoubtedly  to 
their  skill  and  the  careful  ligation  of 
the  uterine  arteries,  as  well  as  avoiding 
the  degenerated  uterine  tissue  by 
making  the  stump  in  or  close  to  the 
cervix.  These  facts  were  probably 
not  sufficiently  studied  by  Schroeder 
or  Martin.  Turning  our  attention  to 
the  results  of  the  extraperitoneal 
method  it  must  be  admitted  that 
some  of  the  dangers  fully  recognized 
in  the  former  method  are  ruled  out  in 
this  latter;  namely,  haemorrhage  and 
sepsis.  This  is  shown  by  the  uni- 
form comparative  low  mortality  of  all 
operators  using  this  method,  while  in 
the  hands  of  the  skilful  and  experi- 
enced it  has  reached  as  low  as  six  per 
cent,  in  ninety-two  unselected  cases, 
Price;  nine  per  cent,  in  fifty-five 
cases,  Chrobak;  4.5  per  cent,  in 
twenty-two  cases,  Kaltenbach.  These 
records  prove  that  as  a  life-saving 
method  we  have  in  the  extraperitoneal 
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the  best  results.  Surgeons  are  anxi- 
ously looking  toward  greater  improve- 
ments in  the  treatment  of  the  stump, 
but  feel  chary  in  giving  up  the  method 
which  has  reduced  the  rate  of  mor- 
tality, thereby  making  it  possible  to 
cure  many  who  had  previously  been 
doomed  to  end  their  lives  in  misery. 
Only  a  few  more  remarks  regard- 
ing the  necessity  of  this  operation. 
The  experience  of  our  operators  has 
taught  that  early  operations  give  the 
best  result,  before  the  patient  has  be- 
come a  chronic  invalid  from  haemorr- 
hages, localized  peritonitis,  pain  or 
pressure  symptoms.  Another  impor- 
tant point  which  Keith  makes  is, 
'*  that  long  continued  irritation  of  the 
peritonaeum  by  very  large  tumors  is 
apt  to  be  followedby  degeneration  of 
the  surfaces  of  a  sarcomatous  or  can- 
cerous character."  The  same  author 
speaks  of  several  deaths  from  embol- 
ism,  the  result  of  inflamed  uterine 


veins.  In  nine  hysterectomies  he  was 
unable  to  remove  the  ovaries.  In 
another  place  he  alludes  to  the  size  of 
the  uterine  arteries,  comparing  them 
in  size  to  the  femoral  artery  and  con- 
tinues to  say,  "Any  one  who  has  had 
the  misfortune,  as  I  have  had,  to  injure 
these  during  an  operation,  gets  very 
quickly  disabused  of  the  nonsensical 
theory  that  it  is  by  the  tying  of  the 
vessels  in  the  broad  ligaments,  and 
thus  cutting  of  the  blood  supply,  that 
uterine  fibroids  cease  to  grow  after 
removal  of  the  ovaries  and  tubes." 
This  has  certainly  remained  true  re- 
garding the  myomatous  growths,, 
which  are  uninfluenced  by  the  meno- 
pause, still  apt  to  grow,  and  often  the 
seat  of  malignant  degeneration.  Mar- 
tin records  20.4  per  cent,  in  205  cases 
in  which  degeneration  was  the  opposite 
of  benign,  and  the  experience  of  other 
operators  accords  with  the  truth  of 
this  statement. 
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OBSTETRICAL  SOCIETY  *OF  PHILADELPHIA. 

Meeting  of  September  i,   1892. 

The  President,  Dr.  W.  H.  H.  Githens,  in  the  Chair. 


SECTION     FOR    THE     REMOVAL    OF    TU- 
MORS   FOLLOWING    ELECTRICITY,    BY 

DR.  JOSEPH  PRICE.     (Scc  page  32.) 

discussion. 
Dr.  G.  Betton  Massey: 

As  I  did  not  hear  the  first  part  of  the  paper 
I  wish  it  understood  that  my  remarks  are  to 
be  taken  in  ignorance  of  that  portion.  The 
paper  clearly  shows  that  Dr.  Price  is  opposed 
to  electricity  in  gynaecology,  which  is  by  no 
means  news  to  us.  I  must  say  that  I  prefer 
to  listen  to  a  surgeon  who  takes  that  stand, 
for  I  have  been  so  unfortunate  as  to  have  had 
cases  from  surgeons  who  believed  everything 
was  good,  and  that  they  were  good  for  every- 
thing ;  that  they  had  as  good  ability  to  apply 
this  delicate  and  powerful  agent  for  the  cure 
of  bleeding  and  large  tumors  as  they  had  to 
cut  the  tumor  out  with  the  knife. 

The  portion  of  the  paper  that  I  heard  was 
simply  an  attempt  to  hold  up  to  derision  the 
claims  made  for  electricity  in  gynaecology 
and  also  the  explanation  of  those  claims; 
but  so  far  as  I  understood  the  remarks  the 
derision  was  only  applicable  if  the  claims  are 
untrue.  For  instance,  it  was  said  that  elec- 
tricity produced  congestion  and  was  also  a 
decongestant.  That  is  true.  It  was  said 
that  it  stimulates  life  in  a  part  and  is  also  a 
sedative.  That  is  also  true.  The  claims 
held  up  to  derision  I  wish  to  stand  by  as 
demonstrably  true  in  skilled  hands.  One  of 
the  best  instances  of  the  truth  of  apparently 
conflicting  claims  is  given  by  the  behavior 
of  the  galvanic  current  in  the  vagina,  as  the 
positive  or  negative  pole  is  used  as  the  active 
pole,  and  no  one  unfamiliar  with  these  de- 
tails is  in  a  position  to  criticize  them.  Place 
a  piece  of  absorbent  cotton,  well  wetted,  on 
the  electrode,  insert  it  within  the  vagina,  and 
turn  on  a  current  with  this  pole  negative; 
4 


after  a  few  moments  the  electrode  will  be 
found  to  be  more  moist  than  before  and  the 
contiguous  structures  reddened  and  engorged. 
Now  make  it  positive  and  turn  on  the  cur- 
rent again.  In  an  equal  length  of  time  the 
cotton  will  be  found  to  be  quite  dry  and  the 
contiguous  tissues  are  blanched.  We  have 
here,  first,  a  powerful  congestant,  and  sec- 
ondly, a  powerful  decongestant — both  from 
the  same  current  differently  applied.  The 
faradic  current  is  equally  striking  in  its  alter- 
nate exciting  and  sedative  powers,  as  different 
kinds  of  current  are  used.  These  several 
effects  are  particularly  useful  in  gynaecology, 
because  of  their  action  on  muscular  and 
nerve  fibres  and  catarrhal  conditions — the 
main  factors  in  producing  the  complaints  en- 
countered by  the  gynaecologist — and  in  view 
of  a  rapidly  increasing  knowledge  of  the 
action  of  these  differently  applied  currents  it 
is  folly  to  deny  that  there  may  be  opposite 
effects  from  the  electrical  current  differently 
administered. 

It  is  also  folly  for  anjr  one  to  compare  the 
removal  of  the  ovaries  in  fibroid  cases  with 
the  administration  of  electricity.  The  one 
has  been  demonstrated  by  those  who  have 
mastered  the  subject  as  almost  invariably 
valuable— that  is,  nearly  loo  per  cent,  of  the 
cases  are  benefited  much  or  little.  The 
other,  the  removal  of  the  ovaries,  is  a  pure 
experiment.  Who  can  say  of  any  given  case 
that  it  will  be  better  at  the  menopause.'^ 
Hence  who  can  say  that  after  the  removal — 
the  dangerous  removal  of  these  inoffending 
organs— the  patient  will  be  better  ?  I  know 
myself  from  considerable  experience  that 
oophorectomy  for  fibroids  is  largely  an  un- 
necessary experiment  and  largely  a  failure. 

Now,  as  to  the  electrical  treatment  of 
fibroids.  Should  any  one  wish  to  know 
about  that,  they  should  not  stop  at  the 
opinions  of  an  opponent.  I  have  treated 
sixty-eight  cases  of  fibroid  tumors  with  elec- 
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tricity,  some  of  them  not  well  adapted  to  that 
agent  in  the  light  of  a  more  perfect  knowl- 
edge. Of  these  sixty-eight  cases,  sixty-four 
were  decidedly  benefited  in  spite  of  the  fact 
that  many  of  them  were  treated  before  the 
time  had  arrived  when  we  knew  how  to  select 
these  cases.  Sixty-four  cases  were  satisfied 
not  to  undergo  any  other  kind  of  treatment, 
and  were  satisfied  as  to  the  money  and  time 
spent.  P>om  the  point  of  view  of  the  arrest 
of  the  growth  I  believe,  from  my  present  in- 
formation of  these  sixty-four  cases,  that  the 
growth  has  been  permanently  arrested  in  all. 
They  are,  therefore,  successes  in  that  point 
of  view.  They  were  also  successes  from  the 
point  of  view  of  the  removal  of  pain  and 
pressure  symptoms.  They  were  nearly  all 
successes  from  the  point  of  view  of  reduction 
in  size,  many  of  them  being  very  largely  re- 
duced, although  let  me  warn  you  that  great 
reductions  in  size  can  only  be  gotten  by 
patient  work.  They  cannot  be  gotten  by  the 
surgeon  who  lays  down  the  knife  for  a 
month's  trial  of  something  new.  They  are 
not  likely  to  be  gotten  by  a  surgeon  who  is 
simply  nursing  a  patient  along  in  view  of  an 
operation.  They  can  be  gotten  only  by  men 
who  wish  to  get  the  most  out  of  the  method  : 
who  spend  time  to  secure  skill,  and  give  the 
proper  time  to  each  case. 

In  these  sixty-four  cases  the  tumor  totally 
disappeared  in  seven.  In  one  the  tumor  was 
as  large  as  my  head.  That  case  has  been 
recently  reported  in  another  society.  In 
view  of  the  offer  made  there  to  show  this 
patient,  it  seems  folly  for  any  sensible  man 
to  say  that  the  electrical  treatment  of  fibroid 
tumors  is  unwise  and  is  useless.  I  am  pre- 
pared to  exhibit  that  patient  to  any  one  who 
wishes  to  see  her,  and  also  to  furnish  the 
measurements  taken  by  her  physician  when 
she  was  first  placed  under  my  treatment. 

Dr.  B.  F.  Baer  : 

I  had  not  intended  to  say  anything  except 
to  congratulate  the  Society  upon  having  had 
the  opportunity  and  privilege  of  listening  to 
this  excellent  paper.  A  paper  which  I  be- 
lieve to  be  truthful  from  beginning  to  end ; 
not  simply  truthful  in  its  statements,  but 
laboring  to  establish  a  truth.  But  the  re- 
marks of  the  last  speaker  lead  me  to  say 
more.  We  do  want  the  truth  in  reg  ard  to  elec- 
tricity in  the  treatment  of  fibroid  tumors  and 
its  effect  on  subsequent  surgical  treatment. 


The  most  difficult  hysterectomies  and  myo- 
mectomies that  I  have  operated  on  have  been 
cases  which  had  been  previously  treated  by 
electricity.  .  I  do  not  mean  to  say  that  the 
electrical  treatment  was  the  cause  of  the 
trouble,  for  I  cannot  prove  it,  but  the  coin- 
cidences have  been  remarkable.  Not  only 
did  electricity  fail  to  cure  these  cases,  but  for 
some  reason  during  the  course  of  the  treat- 
ment these  patients  had  one  or  more  attacks 
of  peritonitis.  The  growths  were  universally 
adherent.  One  sloughed,  one  contained 
a  large  quantity  of  pus,  and  others  had  evi- 
dences of  old  suppuration  around  the  tumor. 
In  not  a  single*  case  treated  by  electricity 
have  I  seen  more  than  temporary  benefit.  I 
will  not  say  that  electricity  does  not  benefit 
these  cases  symptomatically.  But  I  am  sure 
that  other  remedies  less  severe  and  less  apt  to 
be  followed  by  evil  results  would  have  benefit- 
ed the  patient  as  much;  remedies  which  we 
learned  long  ago  would  benefit  these  cases, 
such  as  the  application  of  some  stinaulant,  as 
of  iodine,  or  the  curette.  We  used  these 
agents  long  before  electricity  was  employed 
or  hysterectomies  done.  We  benefited  the 
cases  symptomatically.  We  modified  the 
haemorrhage  and  in  some  cases  thought  that 
we  had  cured.  We  did  the  same  with  ergot, 
chloride  of  ammonium,  rest— anything  almost 
will  modify  the  symptoms  if  the  patient  is 
kept  under  treatment.  Sending  the  patient 
from  home,  from  the  martial  relation,  is  of 
great  benefit.  But  the  symptoms  usually  re- 
turn when  the  treatment  is  discontinued.  I 
think  the  claims  that  Dr.  Massey  makes  in 
regard  to  the  symptomatic  relief  in  the  sixty- 
eight  cases  he  refers  to,  is  overdrawn.  We 
want  more  cures,  more  than  one  in  sixty- 
eight  cases. 

Dr.  Massey: 
There  were  seven  cures. 

Dr.  Baer: 

Well,  we  must  have  far  more  than  that 
from  a  remedy  which  is  attended  with  danger, 
as  much  danger  as  with  surgical  treatment, 
and  we  want  the  proof  in  regard  to  these 
seven  cases.  We  find  the  surgical  proof  of 
cure  here  on  the  table,  and  we  should  have 
some  proof  of  cure  by  the  electrical  treat- 
ment. 

I  have  been  conservative'regarding  hyster- 
ectomy. Up  to  several  years  ago  I  did  not 
think  the  operation  justifiable  because  the 
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results  were  not  good.  In  1887  I  visited  Dr. 
Keith  and  found  that  the  man  who  had  done 
most  to  place  hysterectomy  on  a  safe  opera- 
tive basis  was  using  electricity,  and  was 
enthusiastic  in  its  praise.  I  then  purchased 
an  Apostoli  apparatus,  and  I  still  have  that 
battery  in  my  office.  I  used  electricity  in  a 
number  of  cases  of  fibroid  tumor,  and  re- 
lieved some  of  them  symptomatically  for 
a  time,  but  I  think  it  was  the  means  of  caus- 
ing death  in  one  of  the  cases.  The  rem- 
edy, I  believe,  I  used  it  as  I  saw  it  used  by 
Keith,  and  by  others  in  London.  After  my 
last  year's  experience,  especially,  I  will  my- 
self employ  surgery  instead  of  electricity. 

What  Dr.  Massey  has  said  in  reference  to 
oophorectomy  is  true.  This  operation  does 
not  give  the  good  results  that  we  once  thought 
it  did  or  hoped  it  would.  In  my  own  experi- 
ence oophorectomy  for  fibroid  tumors  has  not 
been  a  successful  operation.  The  symptoms 
are  sometimes  amehorated,  but  the  tumors 
are  slow  in  disappearing  and  the  patients  are 
often  not  much  improved.  I  cannot  see  why 
we  should  do  oophorectomy  when  hyster- 
ectomy is  so  safe. 

Dr.  Joseph  Hoffmann  : 

It  seems  almost  impossible  to  go  over  this 
subject  without  a  great  deal  of  reiteration, 
k  will  always  be  a  question  in  the  treatment 
of  fibroid  tumors  by  electricity  as  to  what  the 
electricians  consider  a  fibroid  tumor.  I  sup- 
pose that  Skene  Keith  is  quite  as  good  an 
authority  on  electricity  and  its  application  to 
fibroid  tumors  as  some  other  gentlemen  who 
claim  as  much  as  he  does.  I  wish  to  say 
emphatically  that  in  the  last  book  he  has 
given  us  there  are  not  five  consecutive  cases 
printed  that  a  surgeon  would  be  willing  to 
regard  as  fibroid  tumors  —  tumors  which 
Keith  professes  to  benefit  or  radically  remove 
so  far  as  symptoms  are  concerned.  I  doubt 
whether  there  are  five  consecutive  cases  that 
will  be  accepted  as  real  cures  that  will  come 
under  the  head  of  fibroid  tumors  as  Dr.  Price 
exhibits  them.  As  long  as  there  is  this 
quibble  as  to  what  is  fibroid  tumor,  I  hold 
that  Dr.  Baer's  position  as  to  the  question  of 
proof  is  a  tenable  one.  What  we  want  to 
know  is  whether  or  not  the  tumor  was  actu- 
ally a  fibroid  tumor.  At  one  of  our  last 
meetings  Dr.  Massey  reported  a  case  of 
tumor  diminished  by  electricity— a  one-sided 


tumor  the  nature  of  which  was  puzzling. 
But  to  every  one  in  the  Society  but  the  elec- 
trician it  was  clearly  a  faecal  mass  in  a  dis- 
tended colon.  If  in  a  case  like  this  there  is 
doubt  in  the  electrician's  mind  as  to  what  he 
is  treating,  is  there  not  good  reason  for  doubt 
■in  the  mind  of  the  surgeon  that  some  of  these 
cases  regarded  as  fibroid  tumors  are  some- 
thing else  ? 

Then  again  about  time.  Time  in  many 
cases  is  an  important  element.  It  is  an  im- 
portant element  not  only  to  the  electrician 
but  to  the  woman  and  to  the  surgeon,  and  I 
hold  that  if  a  radical  cure  can  be  demonstrated 
as  possible  in  the  great  majority  of  these 
cases,  operation  is  from  the  point  of  time  the 
preferable  procedure,  since  the  mortality 
comes  down  to  almost  nil. 

Another  point,  the  desire  to  do  hysterec- 
tomy and  the  frequency  with  which  it  is  done. 
If  you  place  side  by  side  the.  two  books,  the 
one  by  the  elder  Keith  and  the  other  by  the 
younger  Keith,  no  one  in  his  right  senses  can 
challenge  the  relative  importance  of  these  two 
books.  The  one  is  an  earnest,  successful, 
scientific  work,  the  other  is  tentative,  trying 
experiments.  The  one  gives  results,  the 
other  asserts  that  it  gets  results,  but  there  is 
nothing  in  the  way  of  proof.  You  may  say 
that  the  author  of  this  book  has  abandoned 
his  position.  Then  you  simply  say  that  the 
position  has  been  abandoned,  leaving  results 
which  were  experiments.  Remember  that  the 
surgeon  does  not  do  hysterectomy  in  every 
case.  The  argument  seems  to  be  that  every 
case  which  presents  itself  to  the  electrician 
has  just  escaped  the  surgeon  by  the  skin  of 
its  teeth.  Such  is  not  the  fact.  I  have 
walked  by  the  side  of  Dr.  Price  when  he  did 
not  do  hysterectomy.  It  was  a  scientific 
point  to  be  settled,  and  the  result  has  been 
one  of  weighing  the  chances,  considering  the 
nature  of  the  tumors  and  the  condition  of  the 
patient,  the  weighing  of  the  power  of  elec- 
tricity to  do  mischief  or  to  afford  benefit. 

For  myself,  I  can  agree  with  Dr.  Baer.  I 
have  seen  abscess  containing  quarts  started 
up  by  electricity.  I  have  a  too  vivid  recollec- 
tion of  one  case  in  which  this  undoubtedly 
was  the  fact.  A  large  fibroid  tumor  without 
any  symptoms  whatever  treated  by  electricity, 
followed  by  the  formation  of  pus  and  death. 

The  smaller  tumors  are  the  most  easily  re- 
moved.   The  larger  tumors  are  the  dangerous 
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ones,  and  while  there  has  been  a  great  deal 
said  about  the  choosing  of  the  tumor  to 
which  electricity  is  to  be  applied,  I  say  that 
there  is  no  electrician  living  who  can  tell 
when  he  has  a  tumor  to  which  he  can  apply, 
without  harm  and  danger  to  the  patient,  this 
agent  which  is  believed  to  be  harmless. 

Dr.  George  I.  McKelway  : 

Before  saying  anything  in  regard  to  the 
subject  under  discussion,  I  wish  to  do  Dr. 
Massey  the  justice  of  correcting  a  mistake 
that  Dr.  Hoffmann  has  made.  In  the  case 
with  the  foecal  mass  Dr.  Massey  did  not 
diagnose  it  a  fibroid  tumor,  but  as  a  sarcoma 
of  the  ovary.  I  think  that  Dr.  Massey  should 
have  any  advantage  that  may  accrue  from 
this  correction. 

I  have  been  a  member  of  this  Society  for 
some  years  now,  but  I  have  been  a  quiet  one. 
I  think  that  this  is  the  first  time  I  have 
opened  my  mouth  in  it.  I  have  listened 
quietly  and  patiently :  have  thought  much  of 
many  things.  Sometimes  I  have  been  in- 
structed, sometimes  I  have  been  amused, 
sometimes  I  have  been  provoked,  and  some- 
times I  have  been  surprised.  It  is  largely  in 
the  line  of  the  discussion  of  electrical  matters 
that  I  have  been  surprised. 

I  remember,  sir,  a  good  many  years  ago, 
hearing  of  a  man  jiamed  Symmes  who  had 
quite  a  fortune  and  a  great  deal  of  zeal,  and 
who  spent  his  fortune  and  expended  his  zeal 
in  promulgating  the  theory  that  somewhere 
there  was  a  great  hole  \fhich  led  down  into 
the  earth,  and  that  the  inside  of  the  earth  was 
infiabited  by  a  very  superior  class  of  people. 
He  expended  his  fortune  in  pushing  that  idea 
and  in  seeking  in  some  way  to  open  com- 
munication with  these  superior  people.  I  do 
not  think  that  any  geographical  society  took 
up  Mr.  Symmes'  theory  and  gravely  discussed 
it,  and  discussed  it  again  and  again,  and  then 
discussed  it  some  more. 

In  the  city  of  Richmond  there  is  an  indi- 
vidual whose  fame  is  America-wide  at  least, 
because  with  a  zeal  equal  to  the  zeal  of 
Symmes,  he  asserts  that  "  the  sun  do  move." 
Sunday  after  Sunday  his  church  is  crowded 
with  people  to  hear  him  enunciate  his  theo- 
ries. I  do  not  find,  however,  that  astronomi- 
cal societies  have  gravely  taken  up  Brother 
Jasper's  theories  and  discussed  them,  and 
discussed  them  and  discussed  them ;  but  with 


this  matter  of  electricity  the  same  old  ground 
is  gone  over  and  over  again,  one  side  making 
assertions  and  offering  no  proofs  and  the 
other  side  jumping  all  over  them.  And  so, 
meeting  after  meeting,  the  hours  go  by. 

There  are  some  words  that  are  words  to 
conjure  with.  We  have  a  striking  example  of 
that  just  now,  not  only  in  this  country  but  all 
over  the  world,  in  the  word  gold.  If  Keeley 
had  talked  about  the  bichloride  of  lead,  he 
never  would  have  had  any  one  come  to  be 
cured.  If  he  had  talked  about  bichloride  of 
tin,  he  never  would  have  been  heard  of.  He 
talks  about  bichloride  of  gold,  and  people 
flock  by  multitudes. 

It  is  much  so  with  this  word  electricity.  It 
is  a  great  thing.  People  think  of  Edison  and 
electric  light  and  the  cable  under  the  sea. 
Electricity  is  a  word  to  conjure  with,  and  it 
has  been  conjured  with  in  medicine  a  very 
great  deal. 

Something  has  been  said  about  the  ameli- 
oration of  symptoms.  I  have  seen  symptoms 
ameliorated  in  a  most  surprising  way  by'  a 
hypodermic  injection  of  ten  minims  of  water. 
Some  of  us  do  not  have  to  go  back  many, 
years  to  remember  the  great  cure  for  cancer, 
condurango.  It  ameliorated  symptoms.  It 
cured  the  mother-in-law  of  Vice-President 
Colfax  of  a  most  dreadful  cancer,  of  which 
she  very  soon  afterward  died.  As  many  of 
you  know  I  was  at  one  time  a  druggist,  and 
I  remember  perfectly  well  paying  $150  for 
one  pound  of  condurango,  and  a  year  or  two 
afterward  I  bought  100  pounds  for  $2.  It 
does  not  cure  cancer  any  more. 

Not  quite  so  long  ago  we  remember  Chian 
turpentine.  It  ameliorated  symptoms  and 
cured  cancer.  We  do  not  hear  of  that  now. 
Chian  turpentine  is,  to-day,  in  every  sense  of 
the  word,  a  drug  in  the  market. 

About  the  same  time  there  was  Brown- 
Sequard's  elixir.  The  symptoms  of  old  age 
were  ameliorated  by  it  and  men  were  made 
new.  Brown-Sequard  was  himself  believed 
to  be  a  striking  example  of  what  Brown- 
Sequard's  elixir  would  do,  or  of  what  faith  in 
it  would  do.  It  is  gone  and  almost  forgotten. 
I  do  not  want  to  discuss  a  thing  the  dis- 
cussion of  which  I  have  deprecated,  but  it 
has  always  seemed  to  me  a  little  pecuHar  that 
this  Society,  or  any  society  supposed  to  be  a 
scientific  society,  should  give  its  time,  meeting 
after  meeting,  to  the  discussion  of  the  alleged 
uses  of  electricity  in  gynaecology. 
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Dr.  Joseph  Price: 

I  am  glad  that  Dr.  McKelway  has  ex- 
pressed himself  so  clearly  and  plainly  on  this 
point,  and  I  thank  the  gentleman  for  cover- 
ing much  ground  that  it  would  have  been 
necessary  for  me  to  cover.  I  practiced  medi- 
cine for  nine  or  ten  years  and  had  done  over  • 
one  hundred  abdominal  sections  before  elec- 
tion to  this  Society.  I  spent  much  time  in 
reading  and  study  and  sought  every  avenue 
of  research,  and  there  is  nothing  on  which  I 
congratulate  myself  more  than  upon  the  fact 
that  I  prepared  myself  for  my  work,  and  that 
I  now  stand  precisely,  as  to  the  methods  of 
procedure  I  advocated  and  practiced,  as  I 
did  when  I  entered  the  Society. 

Dr.  McKelway  has  covered  some  beautiful 
points  in  condemation  of  just  what  I  have 
been  condemning.  But  I  would  say  in  jus- 
tice to  myself  that  I  have  not  discussed  this 
subject  in  the  Society  for  three  years.  I  said 
four  years  ago  that  this  was  not  the  place  to 
discuss  electricity,  that  it  was-  a  waste  of  val- 
uable time.  We  are  here  to  discuss  gynae- 
cology and  obstetrics  and  should  devote  our 
time  to  them.  I  feel  that  I  owe  the  Society 
an  apology  for  squandering  its  valuable  time, 
but  I  have  dealt  with  a  huge  number  of  hard 
tumors  during  the  past  summer  and  I  have 
felt  that  the  surgery  was  greatly  complicated 
by  the  use  or  the  abuse  of  electricity,  and  I  feel 
that  this  is  a  good  opportunity  to  discuss  the 
subject  with  this  group  of  specimens  to  illus- 
trate the  evils  I  allude  to.  I  trust  to  say  the  last 
word.  I  wanted  to  have  a  full  and  complete 
discussion  of  the  subject,  that  we  might  have 
a  more  accurate  knowledge  of  the  mischief 
done  by  electricity. 

Two  years  ago  I  had  to  take  a  very  firm 
stand  to  prevent  legal  proceedings  in  a  case 
where  eleven  punctures  had  been  made  by  a 
member  of  this  Society — not  Dr.  Massey.  I 
spent  some  hours  in  trying  to  convince  the 
family  that  it  was  absurd  to  attempt  to  pro- 
ceed legally  against  this  man.  I  used  not 
only  my  own  influence  but  also  that  of  six 
prominent  physicians  to  save  him,  and  yet 
he  and  not  a  single  member  of  his  family  lose 
an  opportunity  to  knife  me  and  venomously 
speak  of  me  when  and  wherever  opportunity 
occurs.     Such  is  their  gratitude. 

In  regard  to  sloughing  fibroids,  the  electri- 
cians can  assert  that  under  any  treatment 
fibroids  may  slough  and  become  gangrenous. 
This  is  true,  but  the  larger  number  behave 


badly,  slough,  become  adherent  and  undergo 
retrograde  changes  after  the  application  of 
electricity. 

I  have  before  you  a  few  tumors  bearing  on 
the  discussion.  The  patient  from  whom  this 
tumor  was  removed  left  America  and  went  to 
Scotland  and  received  electric  treatment  at  the 
hands  of  an  Edinburgh  surgeon  in  the  Royal 
Infirmary.  She  remained  fourteen  months. 
The  tumor  continued  to  grow,  but  there  was 
probably  some  diminution  in  the  duration  of 
the  flow.  The  tumor  became  almost  univer- 
sally adherent  and  grew  rapidly.  She  ema- 
ciated and  became  decidedly  anaemic  and 
came  to  this  country  to  have  the  tumor  re- 
moved. It  was  removed,  and  her  recovery 
was.  tedious  although  perfect.  The  tedious 
recovery  was  due  to  the  anaemia  and  the 
delay. 

My  position  is  that  of  Dr.  Baer— of  all  of 
us,  in  fact.  Years  ago  we  were  timid.  We 
were  cowardly.  Now  Dr.  Baer  removes  a 
fibroid  tumor  because  he  feels  that  it  is  his 
duty  to  do  so  and  because  he  knows  how. 
He  feels  that  it  is  his  duty  to  remove  it  early, 
while  the  patient  is  in  good  health,  and  all 
the  conditions  are  favorable  to  a  rapid  re- 
covery. I  reproach  myself  weekly  for  allow- 
ing patients  to  go  home.  But  the  arguments 
against  operation  come  from  all  sides,  from 
the  physician,  from  the  family  and  the  patient 
herself.  I  therefore  counsel  rest,  soluble 
bowels  and  they  get  along  nicely  for  a  short 
time.  I  have  treated  hundreds  of  cases  at 
the  Philadelphia  Dispensary,  and  if  I  had  it 
to  go  through  again  I  should  operate  on  them 
all.  The  patients  came  complaining  of  irreg- 
ular profuse  bleeding,  pressure  symptoms, 
loaded  bowels  and  all  sorts  of  constitutional 
disturbance.  They  received  a  saline,  the 
bowels  were  emptied  and  they  would  return 
in  a  few  days  saying  that  they  had  not  been 
so  well  for  months.  Under  proper  hygienic 
conditions  these  patients  get  along  better 
than  those  under  electric  treatment  and  with- 
out the  occurrence  of  some  of  the  retrograde 
changes  that  do  take  place  in  the  tumor. 
Here  is  a  tumor  with  gelatinous  sacs  scat- 
tered all  through  it. 

An  allusion  has  been  made  to  surgery. 
Much  of  the  fibroid  surgery  is  bad.  It  begins  in 
doubt  and  ends  in  disaster.  Some  of  our  oper- 
ators are  not  prepared  to  do  hysterectomy. 
We  have  had  much  discussion  about  pedicles. 
Why  should  one  who  makes  a  pedicle  discuss 
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the  subject  with  one  wlio  does  not  know  how 
to  make  one.  I  cannot  do  a  hysterectomy 
without  making  a  pedicle.  The  man  who 
delivers  a  big  fibroid  with  a  pedicle  as  large 
as  his  coat  sleeve,  and  places  a  clamp  around 
it  and  screws  it  up  and  says  that  he  has  dif- 
ficulty in  closing  the  incision  and  has  to  make 
a  pedicle  out  of  the  tumor,  is  one  that  knows 
nothing  about  hysterectomy.  Unless  he  can 
go  to  the  internal  os  and  make  a  small  pedi- 
cle fitting  the  lower  angle  of  the  incision,  he 
knows  nothing  about  hysterectomy.  The 
man  who  has  never  done  a  complete  extirpa- 
tion has  no  right  to  discuss  the  subject  with 
one  who  has  done  it  a  number  of  times.  The 
man  who  never  dropped  the  pedicle  cannot 
discuss  the  subject  with  Martin  who  about 
always  drops  them.  The  man  who  has  not 
made  a  complete  extirpation  cannot  discuss 
the  subject  with  operators  who  have  done  the 
operation  a  number  of  times. 

Coming  back  to  the  pathology,  which  is 
the  most  important  point  in  the  natural  his- 
tory of  fibroid  tumors— the  pathology  has 
changed  greatly  in  the  last  thirty  years.  The 
pathology  of  all  gynaecology  has  changed. 
Mr.  Tait  says  that  "  in  Africa  these  tumors 
are  unknown.  In  America  they  are  exceed- 
ingly common  among  the  colored  people. 
He.  while  serving  in  Sir  James  Y.  Simpson's 
clinic  thirty  years  ago,  says,  they  were  scarcely 
seen  in  Edinburgh."  Now  they  are  numer- 
ous and  behave  badly.  The  same  is  true  in 
my  own  experience.  I  am  not  prepared  to  say 
why  this  is  so.  It  was  in  Edinburgh  that  the 
good  surgery  in  hard  tumors  had  its  begin- 
ning. 

We  find  good  general  practitioners  ex- 
pressing themselves  in  State  and  County  So- 
cieties on  this  subject.  A  man  will  get  up 
and  state  that  he  had  two  ladies  with  fibroid 
tumors  whom  he  watched  for  years,  and  that 
they  got  along  nicely  on  muriate  of  ammonia, 
ergot  or  some  preparation  of  iodine.  He 
condemns  hysterectomy,  and  goes  further 
and  condemns  electricity.  Now,  if  you  ask 
that  gentleman  what  has  become  of  the  cases 
he  will  probably  tell  you  he  has  not  seen  them 
for  the  last  two  years.  The  probability  is 
that  at  this  time  some  gentleman  has  these 
tumors  in  a  bottle.  Two  gentlemen  in  Mary- 
land treated  a  patient  for  eleven  years  and 
she  did  fairly  well.  She  went  to  a  neighbor- 
ing city  and  the  fibroid  sloughed  and  gallons 
of  fluid  were  discharged.     The  fibroid  was 


intrauterine,  weighing  fifteen  or  twenty 
pounds,  and  its  capsule  was  not  thicker  than 
the  cloth  of  my  coat.  These  men  had  re- 
ported the  case  in  a  number  of  Society  meet- 
ings as  cured.  I  have  known  men  in  this 
room  talk  about  patients  benefited  or  cured 
when  I  had  the  specimen  on  the  table.  The 
same  thing  is  true  of  appendicitis.  In  one 
case  a  man  had  had  twenty-four  attacks  and 
the  case  was  reported  by  a  number  of  physi- 
cians as  cured.      He    has  the    twenty-fifth 

attack,  and  Dr.  operates  for  Dr.  . 

The  man  who  talks  about  appendicitis  must 
put  his  finger  on  the  case.  I  have  seen  men 
treated  in  twelve  attacks  and  die  in  the  thir- 
teenth. I  liave  seen  cases  treated  by  four 
physicians  and  reported  as  four  recoveries 
and  I  have  operated  in  the  fifth  attack. 

The  neglected  cases  are  numerous.  I 
have  now  in  bed  a  patient  to  be  operated  on 
Saturday,  with  a  big  tumor.  She  is  weak 
and  greatly  emaciated.  Any  operator  or  elec- 
trician in  this  room  is  welcome  to  her.  This 
patient  has  carried  her  tumor  for  twelve  or 
fourteen  years,  and  now  sees  that  she  is  going 
to  die.  At  the  eleventh  hour  she  elects  re- 
moval when  she  is  exhausted,  feet  puffy  and 
kidneys  acting  badly.  I  shall  fully  report 
the  oase  and  discuss  the  interesting  features 
in  it.  She  has  probably  been  reported  a 
number  of  times  as  relieved  or  cured. 

Here  is  a  tumor  that  had  grown  for  eight 
years  and  formed  a  firm  attachment  to  the 
liver,  and  there  was  a  penetration  of  the  liver 
requiring  transfixion  and  ligature.  Pressure 
on  the  right  kidney  and  ureter  was  well  de- 
fined ;  there  was  a  huge  hydro-nephrosis  with 
a  cyst  of  the  kidney  holding  more  than  three 
gallons  of  fluid.  You  will  find  a  number  of 
such  cases  reported.  Bland  Sutton  calls  at- 
tention to  it.  I  have  thrice  seen  dilatation 
of  the  ureter  and  twice  hydro-nephrosis  due  to 
pressure.  The  patient  on  whom  I  shall  oper- 
ate on  Saturday  has  suffered  from  pressure 
about  the  head  of  the  caecum,  a  common 
point  of  pressure  and  of  mischief.  Malig-^ 
nant  tumors  are  apt  to  develop  about  the  head 
of  the  caecum  in  fibroids,  of  tener  than  at  other 
points. 

With  reference  to  the  work  of  Apostoli.  A 
physician  in  California  wrote  to  me  to  fix  a 
fee  for  coming  to  California  and  removing  a 
fibroid.  I  fixed  it  a  little  too  high  and  a  local 
surgeon  removed  it.  The  woman  had  spent 
two  winters   in   Paris   in   Apostoli's   hands.. 
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The  tumor  continued  to  grow  and  the  press- 
ure symptoms  and  pain  were  marked,  and 
she  decided  to  have  it  removed.  The  tumor 
was  removed  and  she  got  well  nicely. 

A  short  time  afterward  I  was  asked  to  see 
a  lady  who  had  spent  two  winters  in  Paris, 
and  I  am  convinced  that  if  I  had  advised 
operation  she  would  have  consented,  but 
everything  was  fixed  and  solid,  and  the  men- 
tal picture  that  I  formed  of  the  section  and 
the  surgery  to  be  done  did  not  make  me  en- 
thusiastic to  urge  an  operation.  I  listened  to 
her  story  very  charitably.  I  was  not  seeking 
data  to  condemn  electricity.  She  told  me  that 
she  had  not  been  benefited  in  the  least. 
While  there  may  have  been  a  fibroid  nodule 
in  the  uterus,  I  was  convinced  that  it  was  a 
case  of  tubal  and  ovarian  disease.  You  may 
recall  the  fact  that  Tait  has  reported  the  case 
of  a  lady  who  spent  some  time  in  Paris  and 
received  thirty-one  applications  of  electricity 
under  an  anaesthetic  at  the  hands  of  Apostoli. 
She  came  with  a  growing  tumor  without  any 
diminution  in  size  and  without  any  relief  of 
symptoms. 

The  recovery  after  hysterectomy  is  usually 
satisfactory  with  the  exception  of  hernia.  If 
surgeons  would  keep  their  patients  in  bed 
longer  and  exercise  more  care  in  closing  the 
wound  they  would  not  have  hernia,  but  as 
long  as  they  rush  them  home  in  three  or  four 
weeks  we  shall  have  large  numbers.  It  is 
foolish  to  hurry  patients  home  in  a  feeble, 
exhausted  condition,  with  attenuated  abdomi- 
nal walls,  and  before  organization  and  con- 
solidation of  wound. 

Electricians  are  stimulated  to  condemn 
much  of  the  abdominal  work  by  the  great 
number  of  abandoned  and  incomplete  oper- 
ations. We  have  all  over  the  world  many 
operators  who  behave  very  much  like  some 
horses  on  the  track.  Twelve  or  sixteen  horses 
enter  a  race  and  only  three  come  in.  Many 
make  only  the  first  quarter  of  a  mile.  We 
have,  in  this  city,  men  who  will  open  the  abdo- 
men, look  at  the  tumor  and  the  complications, 
shake  their  heads  and  say,  "  Somebody  else 
can  do  it."  I  have  seen  three  such  cases  this 
week.  In  these  cases  we  have  two  opera- 
tions to  do.  It  would  require  two  good  sur- 
geons a  year  to  complete  the  abandoned 
operations  in  America  alone. 

I  have  had  ninety-two  hysterectomies  and 
have  lost  six.  Three  were  malignant  and 
hopeless.     Two  occurred  in   my  first  eight. 


One  case  I  lost  by  bad  surgery.  Two  had 
pyaemia  and  were  practically  hopeless -the 
pyaemia  antedating  the  operation.  I  scarcely 
think  that  electricity  or  anything  else  would 
have  benefited  these  patients  in  the  least,  cer- 
tainly not  have  saved  life. 

Dr.  Massey  claims  benefit  in  nearly  one  hun- 
dred per  cent,  of  the  cases  in  which  he  used  the 
electric  treatment,  and  then  he  tells  us  that  a 
number  of  the  sixty-five  cases  were  not  suitable 
for  electricity,  they  had  passed  that  period.  It 
will  be  interesting  to  know  what  becomes  of 
these  sixty-five  cases.  One  of  them  with  a 
huge  tumor,  whom  he  has  treated  was  in  my 
office,  and  had  it  not  been  that  two  prominent 
electricians.  Dr.  Massey,  and  Dr.  Drysdale, 
had  discouraged  this  woman  as  to  the  pros- 
pect from  surgery,  she  would  have  had  the 
tumor  removed.  It  is  a  common  practice 
with  some  physicians  to  tell  patients  not  to 
let  any  one  touch  them  with  a  knife,  saying 
that  even  if  the  abdomen  is  opened,  the  tumor 
cannot  be  removed.  I  have  never,  in  my 
office,  to  patients,  condemned  electricity  or  any 
other  treatment,  except  that  I  have  advised 
patients  to  leave  matters  alone.  Some  of  the 
language  used  to  discourage  surgical  inter- 
ference is  not  alone  bad  ethics,  but  it  is  ex- 
ceedingly unfortunate  for  the  sufferer. 

Dr.  G.  Betton  Massey  : 

Since  Dr.  Price  has  alluded  to  that  case,  it 
gives  me  pleasure  to  tell  a  little  more  about 
it.  The  case  was  treated  a  year  by  Dr. 
Drysdale  and  three  months  by  myself.  The 
tumor  is  exceedingly  soft  and  mushy,  except 
at  times  after  the  use  of  the  faradic  and 
galvanic  current  applied  exterior  to  the  body, 
when  it  contracts.  In  that  case  internal 
treatment  was  not  given  by  myself,  as  it  was 
thought  to  be  unsuitable.  Even  vaginal 
treatment  was  not  given,  but  the  patient  was 
told  that  the  effect  of  external  strong  currents 
should  be  tried  to  see  if  permanent  contrac- 
tion could  be  induced.  She  is  a  young  lady 
in  perfect  health  in  other  respects.  This 
method  was  kept  up  almost  daily  for  three 
months,  with  the  result  that  the  tumor  went 
down  half  an  inch  or  an  inch  after  each  appli- 
cation, though  the  decrease  in  size  did  not 
remain.  At  the  end  of  three  months  the 
tumor  had  gained  an  inch  and  possibly  more. 
She  was  then  sent  home  for  a  couple  of 
weeks,  and  on  her  return  it  was  as  large  as 
ever.     About  this  time  she  was  seen  by  Dr. 
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Price.  I  told  her  that  her  case  was  such  a? 
not  to  be  amenable  to  the  Apostoli  treatment, 
and  that  I  had,  no  further  advice  to  give  her. 
I  did  not  condemn  or  allude  to  an  operation 
in  a  derogatory  way,  for  it  was  in  some 
respects  a  case  where  I  might  justly  have 
advised  operation.  I  did  not  advise  opera- 
tion partly  because  of  the  absence  of  present 
suffering  and  danger  and  also  for  the  reason 
that  every  case  in  which  I  have  advised  oper- 
ation, three  or  four,  have  died  under  the 
knife.  1  have  made  a  resolution  to  try  and 
avoid  such  advice  in  the  future. 

Dr.  Price  : 

Had  any  of  these  cases  been  treated  by 
electricity  .'* 

Dr.  Massey  : 

Three  of  them  had  been.  In  each  case, 
with  one  exception,  the  surgeon  who  did  the 
operation  stated  clearly  and  distinctly  that 
there  was  no  association  between  the  death 
and  the  previous  electrical  treatment.  There 
was  a  dispute  in  one  case,  but  it  was  clear  to 
my  mind  that  the  death  was  not  attributable 
to  the  electrical  treatment. 

I  »r.  McKelway  complained  of  the  discus- 
sion of  this  subject  in  this  Society.  This 
Society  is  compelled  to  discuss  this  subject 
by  the  demands  of  the  sufferers  whose  cases 
we  consider  here.  If  he  does  not  wish  to 
hear  these  discussions,  and  this  Society  does 
not  wish  to  take  part  in  them,  they  will  have 
to  move  to  Africa,  where  Dr.  Price  tells  us 
they  do  not  have  these  affections.  The  call 
for  this  discussion  is  louder  than  the  call  for 
the  discussion  of  the  merits  of  condurango. 
It  is  here,  and  probably  here  to  stay. 

Now,  in  regard  to  the  bad  effects  of  elec- 
tricity. It  may  be  that  the  reason  that  the 
surgeons  find  that  the  cases  treated  by  elec- 
tricity are  the  worst,  is  that  they  do  not  get 
the  cases  that  they  would  like  to  operate  on, 
cases  of  simple  fibroid  tumor.  These  tumors 
are  treated  by  electricity  and  cured,  while  the 
incurable  ones  go  to  the  surgeon.  These  bad 
cases  have  probably  been  treated  by  elec- 
tricity, and  at  times  properly  so,  but  that  they 
have  ever  been  made  worse  by  electricity  is 
at  variance  with  my  experience. 


ANALYSIS     OF     SOME      STATISTICS     ON 
SL'FRAVA(;iNAL  HYSTERECTOMY.      BY 

MARIE  B.  WERNER,  M.D.     (See  page 

41). 

discussion. 

Dr.  Joseph  Price ♦: 

The  discussion  of  the  pedicle  is  always  of 
interest  and  importance.  The  method  of 
constriction  and  the  use  of  the  wire  or  liga- 
ture was  at  first  imperfect,  but  later  the 
application  of  the  ligature  was  perfected. 
Some  operators,  as  Dr.  Gushing  of  Boston, 
prefer  the  elastic  ligature,  and  I  do  not  know 
but  that  he  succeeds  better  than  with  the 
wire.  The  value  of  the  elastic  ligature  lays 
in  that  it  contracts  upon  the  tissues  as  they 
shrink,  and  so  maintain  the  constant  pressure. 
When  constriction  is  depended  upon,  the 
ligature  gives  a  constant  and  continuous 
pressure.  With  the  application  of  the  wire, 
you  have  shrinkage  and  have  to  screw,  up 
the  clamp.  Allusion  has  been  made  to  Dr. 
Romans'  work  and  his  use  of  the  clamp.  Dr. 
Romans  indicates  very  clearly  that  he  does 
not  yet  understand  fully  how  to  make  a  ped- 
icle or  he  would  not  want  a  longer  wire  and 
screw.  If  he.  dropped  back  the  capsule  and 
produced  a  pedicle  by  surgery  and  not  by 
constriction,  he  would  not  make  that  com- 
plaint. 

In  the  tumor  that  I  show  you  now,  the 
pedicle  was  for  four  or  more  inches  in  diam- 
eter, and  it  was  necessary  to  incise  the  cap- 
sule from  tube  to  tube  and  drop  it  down  four 
or  five  inches  like  a  farmer  drops  down  his 
barn-door  pants.  Rysterectomy  is  a  piece  of 
civil  engineering.  Rad  I  not  studied  civil 
engineering,  I  could  not  have  done  this  work 
without  special  training.  Applying  forceps 
to  serve  as  bench  marks,  you  drop  down  the 
capsule,  and,  beginning  with  a  pedicle  as 
large  as  your  coat  sleeve,  you  end  with  one 
as  large  as  your  thumb.  You  need  not  fear 
haemorrhage.  The  elastic  ligature  is  not 
necessary.  It  prolongs  the  operation.  In 
almost  any  method  of  hysterectomy  you  can 
get  along  with  a  few  haemostatic  forceps 
without  the  temporary  clamp.  There  is  a 
certain  amount  of  work  in  the  use  of  tempor- 
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ary  constrictors  and  you  have  to  do  the  work 
■over  again.  In  cases  of  multiple  fibroids  it 
is  of  great  importance  that  the  pedicle  should 
be  made  in  the  way  described.  The  bladder 
may  come  up  between  two  of  the  tumors,  and 
unless  you  strip  off  the  capsule  until  you 
come  to  the  cervix  there  will  be  risk  of  catch- 
ing the  fundus  of  the  Bladder,  In  one  of  my 
cases  I  included  the  fundus  of  the  bladder, 
but  the  patient  recovered.  Mr.  Tait  did  it  in 
Albany,  but  the  patient  recovered,  although 


there  was  a  fistula  which  lasted  for  weeks. 
After  applying  the  wire  you  must  bring  in  the 
incised  and  retracted  capsule  and  let  it  be 
caught  by  the  wire. 

Mr.  President,  I  present  a  mixed  group,  of 
specimens,  myomas  and  fibroids,  pus  tubes, 
ovarian  abscesses,  dermoid  tumors  and  a 
large  group  of  ruptured  tubal  pregnancies. 

Elliston  J.  Morris, 

Secretary. 
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Dangers  of  Malt  Liquors  as  Galactagogues. 


BY   J.    WELLINGTON    BYERS,    M.D., 

CHARLOTTE,   N.  C. 


A  KNOWLEDGE  of  the  influences  of 
food  and  drink  upon  the  composition 
or  quality  of  the  nursing  mother's 
milk  is  certainly  one  of  the  most  im- 
portant and  desirable  of  questions  in 
dietetics.  Notwithstanding  this  fact, 
however,  exactly  what  is  conducive 
or  opposed  to  normal  healthy  lacta- 
tion has  not  been  fully  and  accurately 
determined,  and  there  exists  much 
general  ignorance  among  the  profes- 
sion in  respect  to  these  matters.  In 
no  direction  is  this  more  obvious 
than  in  connection  with  the  com- 
mon practice  of  administering  alco- 
holic beverages  in  the  form  either  of 
ale,  beer  or  porter  to  nursing  women 
for  the  purpose  of  increasing  the  milk 
supply.  It  is  beyond  question  that 
these  articles  are  capable  of  doing 
much  injury  to  both  mother  and  child, 
and  their  indiscriminate  employment 
for   such   purposes   should   be   inter- 


dicted. It  has  been  a  custom  to  pre- 
scribe and  permit  the  use  of  drinks  of 
this  kind  influenced  by  the  belief  that 
they  were  entirely  harmless  galacta- 
gogues, which  is  erroneous.  Investi- 
gations' into  the  validity  of  these  pre- 
tensions demonstrate  that  they  are 
injurious  and  their  use  not  in  keeping 
with  nor  supported  by  rational  meth- 
ods. Physiology  teaches  and  expe- 
riences show  that  articles  of  this 
character  almost  always  increase  tem- 
porarily the  activity  of  the  mammary 
gland,  and  that  there  are  few  cases  of 
normal  lactation  in  which  this  increase 
is  necessary  or  desirable.  To  the  con- 
trary, it  is  inadvisable  from  the  fact 
that  it  causes  changes  in  the  compo- 
sition of  the  milk  which  may  give  rise 
to  serious  symptoms  in  the  suckling. 
The  truth  is,  in  this  practice  of 
using  alcoholic  drinks  the  profession 
has  followed  the  customs  and  whims- 
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of  the  laity,  rather  than  the  usual  pro- 
cess of  instructing  and  leading  the 
latter.  That  there  are  conditions  and 
circumstances  in  which  the  adminis- 
tration of  malt  liquors  is  of  decided 
benefit  to  both  mother  and  child  no 
one  will  undertake  to  gainsay.  But 
that  they  are  indicated  in  every  in- 
stance of  deficient  lacteal  secretion, 
^r  that  the  exigencies  of  the  case  ever 
render  necessary  their  use  to  the  ex- 
tent as  is  commonly  employed,  none 
can  maintain  or  justify.  The  promis- 
cuous and  general  practice  of  using 
malt  liquors  by  nursing  women  is 
irrational,  does  a  vast  amount  of  harm 
and  often  causes  disease  in  the  suck- 
ling. We  know  that  the  mammary 
gland,  for  all  practical  purposes,  may 
be  considered  as  an  organ  possessing 
functions  of  a  twofold  or  mixed  char- 
acter, namely ;  secretion  and  excre- 
tion. Under  normal  physiological 
conditions  the  first  of  these  processes 
is  in  almost  exclusive  operation, 
though,  as  shown  by  experiences,  the 
slightest  alteration  in  the  condition 
of  the  organism,  whether  of  an  emo- 
tional, medical  or  dietetic  character 
may  so  change  this  secretion  that  it 
becomes  to  all  purposes  and  effects 
an  excretion,  and  an  inocuous,  healthy 
pabulum  for  the  child  is  converted 
into  a  deleterious  or  poisonous  sub- 
stance. There  are  a  number  of  in- 
stances on  record  corroborating  this 
position,  and  it  is  not  necessary  to 
rehearse  them  here.  They  demon- 
strate that  such  agent  or  agencies  as 
emotional  excitement,  drugs,  food 
and  drink,  when  of  an  unpropitious 
character,  and  used  by  the  mother 
to  influence  her  secretions,  are  cap- 
capable  of  injuring  or  even  destroying 
the  infant  child.  Physiology  shows 
that  a  large,  proportion  of  the  milk 


secreted  by  the  mammary  glands  is 
derived  from  the  albuminous  sub- 
stances ingested  as  food,  and  that  a 
highly  nitrogenous  dietary  in  the 
mother  almost  invariably  causes  an 
increase  of  the  proportions  and  quanti- 
ties of  the  fat  and  albumen  in  the  milk. 
Now,  experience  is  very  general  in 
showing  that  these  substances  both 
have  a  decidedly  injurious  effect  upon 
the  digestion  of  the  infant  when  taken 
into  the  stomach  in  excessive  quan- 
tities. From  a  number  of  experi- 
ments conducted  by  Zaleski^  he  found 
these  substances  in  the  milk  in  exces- 
sive proportions  whenever  the  mother 
had  partaken  of  alcohol.  In  each 
case  where  the  mother  was  tested 
with  malt  liquors  the  fat  and  albumen 
appeared  and  caused  more  or  less  dis- 
order and  distress  *of  the  digestive 
apparatus  of  the  suckUng.  These 
deleterious  influences,  however,  were 
not  the  worst.  Analysis  of  the  milk 
further  revealed  the  fact  that  it  actu- 
ally contained  alcohol  and  the  micro- 
organisms peculiar  to  malt  liquors ; 
that  the  liquor  drank  by  the  mother 
actually  passed  out  in  toto  through 
the  mammary  gland  and  on  into  the 
child's  stomach  and  there  produced 
all  the  phenomena  incident  to  diges- 
tive disorders  and  febrile  disturbances. 
These  facts  point  to  the  belief,  and 
support  the  attitude,  that  the  mam- 
mary gland  under  certain  conditions 
exercises  the  function  of  an  excretory- 
organ,  and  that  under  some  circum- 
stances it  becomes  nothing  more  than 
a  filter  through  which  the  food  and 
drink  taken  by  the  mother  passes  di- 
rectly into  the  stomach  of  the  child. 
This  being  true,  we  are  in  a  position 
to  understand  and  appreciate  the  im- 
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portance  of  the  relations  of  the  diet 
of  the  mother  and  the  well-being  of 
the  child.  When  we  prescribe  alco- 
hol for  the  mother,  we  at  the  same 
time  do  so  for  the  child.  This  inter- 
pretation of  the  question  may  be  em- 
phasized by  recalling  the  history  of 
the  commotion  that  was  produced  a 
number  of  years  ago  in  the  large 
northern  cities  when  the  newspapers 
heralded  the  fact  that  the  public  were 
being  served  with  swill-milk — milk  se- 
creted by  swill  or  slop-fed  cows.  It  was 
soon  recognized  and  understood  that 
the  milk  of  these  cows  was  manufac- 
tured by  organisms  which  must  neces- 
sarily partake  of  the  character  of  the 
food  furnished  them. 

That  putrifying  food  was  a  danger- 
ous diet  even  if  it  had  passed  through 
the  udder  of  the  cow,  where  it  was 
simply  elaborated  or  filtered,  and 
remained  the  same.  The  analogy 
between  the  human  and  cow's  milk, 
in  this  respect,  is  identical.  The  diet 
of  the  mother  is  a  stage  in  the  milk 
producing  process,  and  while  she  is 
not  limited  to  one  article,  as  is  the 
case  of  the  slop-fed  cow,  still  the  milk 
she  produces  is,  in  every  instance,  the 
result,  and  only  the  result,  of  the  food 
of  which  she  partakes.  If  it  be  im- 
proper, unsuitable  or  contaminated, 
the  milk  will  express  this  in  a  proper 
ratio.  In  the  case  that  beer  or  ale  is 
administered,  it  will  find  this  outlet, 
and  while  it  does  not  evidence  de- 
literious  influences  to  the  extent  of 
producing  the  worst  results  in  the 
form  of  either  colic,  indigestion  or 
diarrhoea;  in  every  instance  its  effects 
are  present,  and  these  are  always 
among  the  possible  results  of  its 
use.  The  effects  of  fat  and  albu- 
men, when  present  in  breast  milk 
in   excessive  proportions,  in  produc- 


ing evil  effects  on  the  child,  are  too 
well  recognized  to  dwell  upon.  That 
the  more  severe  of  stomach  disorders, 
gastro-intestinal  catarrh,  enteritis,  or 
even  cholera  infantum,  are  due  to 
these  substances,  as  a  result  of  the 
abuse  of  malt  liquors  in  the  mother, 
I  am  certain,  though,  such  is  not  gen- 
erally admitted  or  recognized.  The 
abuse  of  malt  liquors  in  hot  weather 
is  particularly  dangerous.  The  func- 
tional activity  of  the  skin  is  largely 
increased,  and  a  greater  proportion  of 
the  fluids  are  eliminated  through  this 
channel.  From  this  fact  we  will 
necessarily  have  the  products  of  the 
mammary  gland  in  a  more  concen- 
trated form  and  a  larger  proportion 
of  the  alcohol  present  in  them.  Again 
it  is  a  matter  of  the  commonest  ex- 
perience that  certain  articles  of  diet, 
such  as  acids,  fruits  and  fermentable 
substances,  often  disturb  the  diges- 
tion of  the  child  without  producing 
any  change  in  the  milk  that  can  be 
detected  by  chemical  analysis  or 
otherwise.  The  individual  differences 
in  women,  in  this  respect,  are  very 
great.  In  the  foreign  beer-drinking 
element  in  the  population  of  the  larger 
cities  during  the  summer  season, 
the  dangers  from  this  source  are 
at  their  maximum,  and  can  scarcely 
be  estimated  in  figures.  These  peo- 
ple, following  their  national  habits 
and  appetites  for  drink,  consume 
enormous'  quantities  which  cannot 
fail  to  be  without  effect  upon  their 
offspring.  Never  once  cognizant  oi 
the  dangers  from  this  source,  and 
unadvised  by  the  physician  in  many 
instances,  they  are  the  victims  of 
ignorance.  The  following  case  will 
illustrate  the  dangers  from  this  source, 
and  point  unmistakably  to  the  posi- 
tion assumed  in  this  paper : 
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Infant,  aged  lo  months,  cared  for 
by  wet  nurse,  of  German  nation- 
ality, taken  suddenly  sick  at  8  p.m., 
July  3.  Facies  anxious  and  flushed  ; 
temperature,  104  ;  nausea  and  vomit- 
ing, and  bowels  acting  every  twenty 
to  thirty  minutes.  At  eleven  o'clock 
symptoms  began  to  subside,  and  by 
four  in  the  morning  the  pulse  and 
temperature  reached  the  normal,  and 
at  noon,  the  next  day,  the  child  had 
every  indication  of  being  well,  an-d 
there  were  no  manifestations  other 
than  the  prostration  consequent  to 
the  attack.  At  eight  in  the  evening 
the  same  symptoms  returned  with  all 
their  former  severity  ;  passed  through 
the  same  stages  as  before,  and  ended 
about  the  same  time.  The  case  for 
the  next  six  days  was  a  repitition  of 
the  first  day,  when  a  denoument  was 
made.  A  neighbor  of  the  child's 
parents  informed  them  that  he  had 
seen  the  nurse  enter  a  saloon  each 
day  for  the  past  week,  when  it  was 
discovered  she  would  partake  very 
freely  of  beer.  Upon  her  return 
home,  in  the  afternoon,  the  child 
would  get  the  usual  nursing,  and  in 
about  three  hours  the  symptoms  of 
acute  poisoning  from  bacterial  pro- 
ducts would  transpire  in  the   child. 


Up  to  this  time  of  the  half  dozen 
physicians  in  consulation,  no  one  was 
able  to  make  a  diagnosis,  each  one  hav- 
ing a  different  opinion.  In  the  light  of 
the  evidence,  furnished  by  the  neigh- 
bor, it  was  now  plain  what  the  disease 
was ;  namely,  poisoningfrom  stale  beer 
—  Germ-poisoning.  The  wet  nurse 
was  at  once  dismissed,  and  the  child 
recovered  forthwith,  and  there  was 
no  return  of  the  symptoms.  Other 
and  similar  cases  might  be  given,, 
illustrating  the  effects  of  mothers' 
milk  when  adulterated  with  beer,, 
upon  the  nursing  child.  Whenever  a 
child  does  not  thrive,  and  no  other 
cause  can  be  discovered  to  which  ta 
attribute  its  indisposition,  we  should 
be  careful  to  ascertain  if  the  mother 
is  using  malt  liquors  to  help  in  the 
production  of  her  milk.  Take  care 
not  to  advise  a  woman,  whose  milk 
supply  is  reasonably  full,  to  resort 
to  beer  or  other  liquors  in  order  to 
increase  it.  Always  impress  upon 
them  the  increased  risk  to  the  child 
incurred  by  using  them.  In  conclu- 
sion, I  will  add  that  I  am  fully  con- 
vinced of  the  importance  of  this  sec- 
tion in  dietetics,  and  that  we  have  in 
its  abuse  a  potent  source  of  danger 
to  the  child,  I  am  certain. 


EDITORIAL, 


The  Treatment  of  Burns  in  Children. 


One  of  the  most  common  forms  of 
emergency  cases  met  with  in  general 
practice  is  a  burn,  and  more  often 
than  not  the  victim  is  a  child.  The 
danger  to  life  in  these  accidents 
stands  cceteris  paribus  in  direct  ratio 


to  the  extent  of  surface  involved  and' 
in  inverse  ratio  to  the  age  of  the 
child.  A  death  following  a  serious 
burn,  must  generally  be  attributed  to 
what  we  call  shock,,  by  which  we 
probably   mean    that    the    excessive 
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painful  stimulation  of  the  end  nerves 
has  caused  a  lowering  of  the  vascular 
tension  and  heart  paralysis.  Thus, 
Kaposi  says  :  "  It  is  only  necessary 
to  pour  over  a  child's  arm  or  forearm 
a  fluid  at  212°  F.,  and  no  matter 
whether  the  burn  be  of  the  first  or 
second  degree,  even  if  its  extent  be 
limited,  such  an  injury  may,  within 
three  days,  be  followed  by  eclampsia 
and  death."  In  other  cases  the  cause 
of  death  may  be  different.  Thus 
some  have  held  that  the  suppression 
of  the  sweat  secretion  may  bring 
about  a  fatal  result,  which  others  at- 
tribute to  a  destruction  of  the  red 
blood  corpuscles,  and  others,  again, 
to  thrombosis,  consequent  on  an  in- 
crease in  the  power  of  coagulability 
of  the  blood.  Clinical  observations, 
however,  fail  to  support  these  theories, 
pointing  rather  to  the  absorption  at 
the  seat  of  the  wound  of  certain  pro- 
ducts, which  act  as  poison.  Lust- 
garten  supposes  the  toxic  substance 
to  have  something  of  the  nature  of  a 
*'  muscarine  "  ptomaine. 

Following  the  supporters  of  the 
last  mentioned  theory,  the  indica- 
tions in  the  treatment  of  burns  are 
twofold :  (i)  the  employment  of  a 
dressing,  which,  while  allaying  the 
pain,  will  be  aseptic  ;  (2)  the  employ- 
ment of  measures  to  counteract  the 
excessive  irritation  of  the  nerve  end- 
ings and  the  consequent  prostration. 

From  a  lengthy  list  of  local  reme- 
dies, we  would  mention  only  the  fol- 
lowing :  (i)  Carron  oil  (equal  parts 
of  lime  water  and  olive  or  cotton 
seed  oil)  ;  (2)  lodoformized  vaseline 
(1.20  or  i.io);   (3)  Iodoform  gauze; 

(4)  Various  dry  powders  {a)  iodoform, 
with  bismuth  and  starch,  {b)  dermatol. 

(5)  Ointments  of  boric  or  salicylic 
acid  or  of  europhen,  and  (6)  the  Anti- 
septic bath. 


The  dressing  must  be  such  as  will 
allay  the  fearful  pain  and  irritation, 
and  at  the  same  time  favor  the  heal- 
ing of  the  wound.  The  first  require- 
ment is  better  met  by  the  dressings 
with  ointment  than  by  the  dry  dress- 
ing. The  latter,  however,  possesses 
this  advantage,  viz.,  that  it  does  not 
need  to  be  renewed  so  frequently, 
and  because  the  healing  process  goes 
on  more  quickly  under  a  dry  crust, 
though,  unfortunately,  pus  formations 
and  lymphangitis  have  sometimes  de- 
veloped beneath  these  powders.  Per- 
haps the  substance  which  will  most 
nearly  meet  both  requirements,  is 
iodoformized  vaseline,  but  where  it 
has  to  be  applied  for  weeks  over  an 
extensive  raw  suface,  there  will  al- 
ways be  danger  of  poisoning.  Unfor- 
tunately, this  condition  might  easily 
be  overlooked,  since  the  symptoms 
(restlessness,  sleeplessness,  sopor,  or 
delirium),  by  which  it  manifests  itself 
are  about  the  same  as  might  occur 
after  a  severe  burn.  For  this  reason 
many  authors  condemn  the  use  of 
iodoform  in  the  case  of  very  young 
children.  Where,  however,  we  em- 
ploy it,  we  may  obtain  some  informa- 
tion as  to  the  danger  of  toxic  effects, 
from  the  finding  of  an  excess  of 
iodine  in  the  urine.  Carron  oil,  which 
has  been  used  so  successfully,  and 
has  many  advocates,  has  lately  fallen 
into  disrepute,  not  only  on  the  ground 
that  it  is  not  antiseptic,  but  because 
it  even  aids  fermentation  and  facili- 
tates the  production  of  septic  material. 
The  use  of  carbolized  carron  oil  has 
met  with  little  favor,  and,  justly  so, 
because  it  is  doubtful  whether  the 
acid  can  be  used  in  quantities  suf- 
ficient to  do  any  good  without  run- 
ning the  risk  of  poisoning.  Wert- 
heimber,  in  an  article  in  the  Mim- 
chener  mediciniscJie    Wochcnchrifty  of 


ABSTRACTS  FROM  CURRENT  LITERATURE. 


63 


August  2,  1892,  recommends  the  com- 
bination of  thymol  with  carron  oil  in 
the  proportion  of  one  or  two  per 
cent.  His  experience  was  that  with 
this  combination  the  wound  remained 
free  from  odor,  and  showed  a  rapid 
tendency  to  heal.  The  burnt  surface 
was  washed  with  luke- warm  (sterilized) 
water,  and  strips  of  gauze,  saturated 
with  the  solution,  were  laid  over  it. 
The  gauze  was  in  turn  covered  with 
sterilized  cotton  and  secured  by  a 
roller  bandage.  As  the  patients  often 
complain  after  a  time  of  the  sticki- 
ness of  the  agent  after  a  week  or  so, 
he  is  accustomed  to  substitute  for  it 
the  following  ointment  :  Bismuth  sub- 
nitrate,  3ii ;  acid  boric,  3i ;  lanolin, 
^iiss.  By  using  a  pure  preparation 
of  bismuth,  he  has  never  seen  any 
signs  of  arsenical  poisoning.  We 
would  recommend  that  the  ointment 
be  spread  upon  gutta  percha  tissue 
rather  than  upon  any  textile  fabric. 

The  internal  treatment  is  of  great 
importance.  It  is  a  risky  procedure 
to  attemipt  to  allay  all  the  pain  with 
morphine,  as  in  such  cases  it  is  not 
difficult  to  bring  on  collapse.  In 
children  under  two  years  it  is  safer 
to  dispense  with  internal  sedatives 
altogether,  but  where  circumstances 
call  for  it  in  older  children,  we  need 
not  hesitate  to  diminish,  to  some  ex- 


tent, the  intense  irritation,  and  give 
the  patient  comparative  ease.  For 
this  purpose  small  doses  of  morphine 
or  chloral  hydrate  may  be  used  with 
caution.  We  may  give,  perhaps,  1-30 
to  1-15  grain  of  morphine  at  night, 
carefully  watching  any  tendency  to 
sopor,  which  would  indicate  the  ap- 
proach of  collapse.  If  the  child  is 
restless,  cannot  sleep,  and  shows 
signs  of  convulsions,  chloral  may  be 
preferable.  We  might  give  two  or 
three  grains  in  solution  three  times  a 
day,  increasing  or  diminishing  the 
dose  according  to  the  age  of  the 
patient  and  the  requirements  of  the 
case. 

Much  more  frequently,  however, 
than  sedatives  are  stimulants  needed. 
In  an  urgent  case  we  may  have  to 
give  injections  of  camphor,  whiskey, 
or  the  like,  but  where  the  danger  is 
not  immediate,  these  may  be  given 
by  the  month.  Perhaps,  for  children, 
the  best  of  all  stimulants  is  cham- 
pagne, given  in  small  quantities,  re- 
peated frequently.  The  patients  do 
not  dislike  it,  and  it  is  generally  well 
borne,  and  is  less  likely  than  other 
preparations  of  alcohol,  to  cause 
nausea  or  vomiting.  The  diet  should 
be  the  same  as  in  other  cases  of 
severe  traumatism. 
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A  Preliminary  Sign  of   Purtussis. 


Rev.  mens,  des  mal.  de  I'enfance,  March,  1892. 


HuGUiN  {Medec.  med.,  July  2,  1892) 
thinks  that  photophobia  with  dilata- 
tion of  the  pupils  is  a  preliminary  sign 
of  pertussis.  By  means  of  this  sign  he 
has  been  able  to  diagnose  pertussis 


before  the  characteristic  whoop.  In- 
crease of  lachrymation  and  conjunc- 
tivitis have  already  been  described  as 
preceding  the  attack. 
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PEDIATRIC  THERAPEUTICS. 
Nephritis  following  Skin  Disease. 


Rev.  mens,  des  mal.  de 

Leonida  Cunal  (An:  Ital.  de  Ped.y 
March,  1891)  reports  four  cases  of 
acute  nephritis  following  impetigoid 
eczema,  of  more  or  less  extensive 
area.  In  all  the  cases  the  urine  con- 
tained a  large  quantity  of  albumin, 
renal  tube  casts,  epithelium,  etc. 
Bouchard  has  thus  been  able  to  pro- 
duce albumin  experimentally  in  ani- 
mals, by  irritation  of  the  skin.  One 
of  the  cases  died,  but  no  post-mortem 


I'enfance,  Marcli,  1892. 

was  obtained.  Guaitu  has  also  re- 
ported a  fatal  case  consecutive  to  skin 
disease.  Decio  Felici  has  had  two- 
cases  of  nephritis  from  eczema.  He 
considers  that  the  eczema  allowed 
certain  pathogenic  organisms  to  enter 
the  circulation  and  thus  produce  the 
renal  irritation,  as  the  amount  of  skin 
involved  was  too  small  to  seriously 
interfere  with  the  normal  eliminating 
action  of  the  skin. 


PEDIATRIC  THERAPEUTICS. 


Infantile  Diarthceas. 

B.   Bismuth  salicylatis,  gr.  xxiv. 

Gummi  arabici,  3j. 

Sacchari  albi,  3j  ss. 

Aquae  destillatse,  ^vi. 

M.  Sig. — Shake  well  before  using.  Give 
one  to  two  teaspoonfuls  from  three  to  six 
times  a  day.— Z>r.  Mikhnevitch  in  Meditz- 
inskoie  Obozrenie. 

Diphtheria. 

R.   Potassii  permanganatis,  3j. 

Aquae  destillatae,  5j- 

M.  Sig. — Paint  the  affected  surface  every 
three  hours. 

B.    Soludonis  hydrogenis  superoxidatii, 
(two  per  cent.,)  ^ij- 

Glycerinae,  §ij. 

M.  Sig. — Teaspoonful  every  two  hours.— 
Dr.  Fez et sky. 

The  Dose  of  Santonin  for   Children. 

Dr.  Demme  {Revue  des  Maladies  dt 
LEnfance,  July,  1892)  considers  the  smallest 
efficient  and  perfectly  safe  dose  of  santonin 
to  be  from  one-sixth  to  half  a  grain,  or  from 
one  to  one  and  a  half  grains  a  day.  As  a 
vermifuge  he  associates  santonin  with  calo- 
mel, as : 


B.    Santonin,  gr.  iss-iij. 

Calomel  gr.  iij. 

Sacch.  lactis  3iss. 

Ft.  chart,  No.  IX. 

Take  one  powder  at  six,  seven  and  eight 
o'clock  in  the  evening  for  three  consecutive 
days. 

For  Disguising  the  Taste  of  Cod 
Liver  Oil. 
B.    Oleum  gaultheriae, 

Oleum  sassafras,  aa    4  parts, 

Oleum  aurantii  flores,  2  parts. 

M.  Sig.— One  drop  to  the  ounce  of  oil. — 
Gazette  degli  Ospitali. 

DiURETiN  IN  Infantile  Therapeutics.. 
Demme  {Annuaire  de  Therapeuttque, 
April  8,  1892)  recommends  the  following 
prescription  of  diuretin  as  a  good  diuretic 
for  children,  usually  showing  no  disagree- 
able after  effect,  acting  probably  on  the  epi- 
thelium ;  and  of  especial  value  in  scarlatinoid 
neperitis : 

B.    Diuretin,  gr.  xxii. 

Distilled  water,  f^  iii- 

Cognac,  gtt  x. 

Sugar,  gr.  xlv. 

M.  Sig. — To  be  taken  in  divided  doses  in 
twenty-four  hours. — Shnahie  Medicate.. 
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Vaginal  Hysterectomy  in  Cancer  of  the  Uterus/ 


BY    H.    J.    BOLDT,    M.D., 

NEW  YORK. 


When  I  read  a  short  article  on 
cancer  of  the  uterus  before  the  Gynae- 
cological Section  of  the  New  York 
Academy  of  Medicine,  in  April  of 
this  year,  I  proposed  to  add  some- 
thing on  the  technique  and  indica- 
tions at  an  early  date.  This  I  shall 
endeavor  to  do  before  you  now,  be- 
cause, from  a  body  of  such  specialists, 
I  expect  to  hear  words  by  which  we 
will  not  only  all  profit,  but  I  shall  also 
learn  the  stand  which  some  of  the 
leading  gynaecologists  in  this  country 
take  on  this  operation  for  cancer. 
That  the  technique  is  fully  as  import- 
ant as  the  indication  for  the  opera- 
tion is  apparent  from  the  difference 
in  the  rate  of  mortality  at  the  present 
time,  compared  with  that  ten  years  ago; 
and  yet  I  do  not  bind  myself  to  any 
one  method  of  doing  this  important 
life-prolonging  operation,  because,  as 
part  of  the  technique,  I  consider  ab- 


1  Read  before  the  American  Gynaecological  Society, 
Brooklyn,  1892. 
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solute  asepsis  one  of  the  most  import- 
ant factors. 

The  total  number  of  vaginal  extir- 
pations of  the  uterus  are  forty-four — 
with  three  deaths — due  to  operation. 
Of  these  there  were  three  cases 
who  had  independent  carcinomatous 
nodules  in  the  body  of  the  uterus ; 
that  is,  the  operation  was  done  for 
cancer  of  the  cervix  or  portio,  and  on 
cutting  the  uterus  after  removal,  the 
corporal  disease  was  discovered. 

I  shall  first  describe  the  method  to 
which  I  give  the  preference  from  a 
surgical  standpoint :  The  preparatory 
treatment  is  alike  in  all  cases ;  the 
bowels  are  thoroughly  emptied  on  the 
day  prior  to  operation,  and  a  warm 
bath  given,  if  possible.  Before  opera- 
tion the  symphisis  and  external  geni- 
tals are  shaved,  the  lower  part  of  the 
abdomen,  thighs,  buttocks,  external 
genitals  and  vagina  are  thoroughly 
scrubbed  with  a  ten  per  cent,  creolin  so- 
lution— Mollin  soap;  then  i:iooo  cor- 
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rosive  sublimate  solution,  after  which 
the  external  genitals  are  again  washed 
with  ether,  subsequently  with  alcohol, 
and,  finally,  again  with  sublimate  solu- 
tion. The  vagina  is  wiped  out  or  thor- 
oughly irrigated  with  plain  water.  The 
surroundings  of  the  vulva  are  guarded 
with  towels,  wrung  out  of  a  i  :  looo 
sublimate,  or  a  five  per  cent  carbolic 
acid  solution,  which  are  exchanged 
for  clean  ones  when  occasion  demands 
it.  It  is  self-understood  that  the 
operator  and  assistants  clean  them- 
selves just  as  scrupulously.  The  in- 
struments required  are  sterilized  by 
boiling  in  a  soda  solution'  for  fifteen 
or  twenty  minutes,  and  rinsed  off 
with  plain  water  two  or  three  times, 
after  which  they  are  placed  in  plain 
warm  water  for  use.  After  the  opera- 
tion proper  has  once  been  begun, 
only  plain  water  is  used.  In  cancer 
of  the  portio  and  cervix,  such  por- 
tions as  readily  break  down,  are  re- 
moved by  scissors  and  a  sharp  curette; 
then  the  volsella  forceps  are  used  to 
pull  the  uterus  down  ;  but  when  there 
is  no  structure  left  which  can  be 
grasped  by  volsella  forceps,  as  is  not 
infrequently  the  case,  the  vagina,  sur- 
rounding the  cervix,  is  grasped  an- 
teriorly with  one  or  two  bullet  for- 
ceps half  an  inch  or  further  from  the 
margin,  and  an  incision  is  made  as  far 
away  from  the  vagino  cervical  bound- 
ary as  is  thought  necessary  to  resect  the 
vagina;  then  the  mucosa  is  stripped 
down,  and  the  bladder  stripped  up 
and  off  a  short  distance,  when  we  can 
readily  place  a  volsella.  I  now  prefer 
to  open  the  cul-de-sac  of  Douglas, 
as  then  with  my  index  finger ;  I  can 
better  guide  my  needle  in  suturing 
the  base  of  the  broad  ligaments. 
After  opening  the  cul-de-sac,  the  peri- 
tonaeum is  attached  to  the  margin  of 


the  vagina  by  a  running  catgut  suture. 
Sometimes  I  suture  and  ligate  all 
around  the  cervix  before  cutting  the 
vagina,  however  only  when  the  uterus 
can  be  readily  drawn  down  and  is 
small,  and  a  sufficiently  large  vagina  is 
present.  The  operation  then  becomes 
'practically  bloodless,  an  important 
desideratum  in  a  patient. in  poor  phy- 
sicial  condition.  After  placing  a  liga- 
ture, the  tissues  are  cut,  the  uterus 
then  gradually  becomes  more  and 
more  movable ;  if  one  side  of  the 
parametria  is  thickened,  that  is  the 
side  which  ought  to  be  freed  first. 
The  base  of  the  broad  ligaments,  be- 
ing ligatured  end  cut,  we  will  have  no 
trouble  in  stripping  off  the  bladder 
entirely,  upward  and  sideward,  and 
then  the  peritoneum  is  at  once  se- 
cured to  the  anterior  edge  of  the  va- 
gina by  a  running  suture  of  No.  2  or 
3  catgut.  We  now  have  a  clear  field 
to  work.  Steadily,  first  on  one  side, 
and  then  on  the  other,  we  place  a 
ligature  and  catgut ;  the  uterus  can  be 
drawn  lower  and  lower  as  we  proceed. 
The  needle  is  introduced  near  the 
margin  of  the  vagina,  and  guided  by 
the  left  or  right  index-finger,  as  the 
case  may  be,  secures  as  much  of  the 
broad  ligament  as  is  deemed  proper  ; 
on  emerging  it  is  again  brought  out 
in  the  vaginal  margin,  thus  securing 
the  stumps  so  that  they  are  readily 
placed  completely  extraperitoneally 
subsequently.  This  also  aids  in  pre^ 
venting  the  ligatures  from  slipping 
off.  If  possible,  I  bring  out  the  tubes 
and  ovaries  without  first  detaching 
them  from  the  uterus.  In  cancer  of 
the  body,  I  invariably  remove  the 
adnexa  on  account  of  the  danger  of 
carcinoma  being  already  present, 
or  developing  subsequently.  In  can- 
cer of  the  portio  or  cervix,  I  prefer  to 
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leave  them,  unless  they  are  diseased, 
or  unless  the  patient  has  already 
passed  the  menopause,  because  ob- 
servation has  shown  that  their  physi- 
ological function,  after  vaginal  hys- 
terectomy, still  remains.  Certainly 
the  sudden  bringing  about  the  meno- 
pause has  had  in  my  own  cases  very 
disagreeable  efforts,  such  as  I  have 
not  noticed  when  the  glands  were 
left.  After  having  removed  the 
uterus,  which  is  done  under  almost 
constant  irrigation,  the  iodoform 
gauze;  tampon  or  sponge,  which  I 
usually  place  intraperitoneally  after 
opening  the  cul-de-sac  of  Douglas,  to 
prevent  the  intestines  and  omentum 
from  prolapsing  and  hindering  in  the 
work,  is  removed,  a  stream  of  warm 
water  is  now  used  to  irrigate  the 
pelvic  cavity.  The"  stumps  of  the 
broad  ligaments  are  now  drawn  upon 
with  the  bullet  forceps  sufficiently  to 
give  me  a  clear  view,  and  to  bring 
them  completely  intravaginal,  and 
then  a  full  curved  needle  is  intro- 
duced through  them  on  either  side,  en- 
tering anteriorly  through  the  vagino- 
peritoneal margin,  and  emerging  pos- 
teriorly in  the  same  manner,  and  the 
ligature  tied.  Now  the  opening  in 
the  vagina  still  remaining,  is  closed 
with  two  or  three  sutures,  and  another 
suture  is  passed  through  from  one 
broad  ligament  to  the  other  and  then 
tied.  All  remaining  ends  of  sutures 
are  now  cut  off,  the  vagina  irrigated 
with  Thiersch's  solution,  and  a  small 
strip  of  iodoform  gauze  introduced. 

This  is  the  most  pleasing  method 
to  me,  and  patients  so  operated  have 
been  dismissed  within  ten  days.  It 
is,  however,  frequently  varied  from 
according  to  the  case,  one  of  the  most 
frequent  diversities  being,  if  ligatures 
are  used  f^or  the  extirpation,  to  put  in 


a  small  strip  of  gauze  in  the  vaginal 
slit  still  left  and  drain  for  from  twen- 
ty-four to  forty-eight  hours.  This  is 
done  when  peritoneal  adhesions  have 
been  separated,  which  ooze  to  any  ex- 
tent. I  formerly  did  not  attach  the 
peritonaeum  to  the  vaginal  mucous 
membrane,  neither  was  I  particular 
about  attaching  my  stumps  in  the 
vagiija,  yet  my  patients  made  good 
recoveries ;  but  the  convalescence 
was  longer,  and  it  is  obviously  not  as 
surgical,  and  necessarily  from  a  theo- 
retical standpoint  more  dajigerous. 
The  gauze  drainage  in  such  cases  was 
left  from  a  week  to  ten  days,  and  it  was 
usual  to  see  temperatures  of  ioo°to  ioi° 
or  102°  F.  from  the  third,  to  the  eighth 
or  to  the  fourteenth  day — a  resorption 
fever.  When  it  is  easier  to  retroflex 
the  uterus,  or  to  antiflex  it  in  order  to 
secure  the  broad  ligaments,  it  is  done; 
this,  however,  very  seldom  occurs. 
In  cases  where  the  uterus  is  large, 
and  the  vagina  very  small,  the  latter 
is  dilated  with  a  colpeurynter  from 
two  to  three  days  before  the  intended 
operation.  I  have  found  this  as  ad- 
vantageous as  the  incisions  practiced 
by  some  operators  ;  in  the  one  case 
in  which  I  resorted  to  this  procedure. 
In  patients  who  have  had  attacks  of 
para — and  perimetritis,  and  where  the 
broad  ligaments  are  thickened  by  for- 
mer inflammatory  processes,  it  will  be 
found  that  the  operation  is  exceed- 
ingly difficult,  it  is  seemingly  almost 
impossible  to  get  the  uterus  lower 
down  in  the  pelvis,  in  such  cases  the 
incision  is  made  anteriorly,  and  then 
the  cul-de-sac  of  Douglass  opened,  the 
posterior  cut  made  laterally  to  its  full 
extent,  and  the  peritoneum,  if  conve- 
nient to  do  so  at  this  stage  of  the  op- 
eration, attached  to  the  margin  of 
the    vagina.     Now,    the    bladder    is 


68 


H.  J.  BOLDT. 


stripped  off  the  cervix  as  far  as  can 
be  conveniently  done,  and  guided  by 
the  finger,  a  clamp  is  placed  on  the 
base  of  the  broad   ligament   the  re- 
quired distance  away  from  the  cervix, 
and  the  parametria  cut  close  to  the 
inner  border  of  the  clamp,  the  same 
is  done  on  the  other  side.    It  will  now 
generally  be   found   that   the  uterus 
can  be  drawn  a  little  lower  down  to 
such  a  degree  that  the  bladder  can  be 
entirely  separated   from   the  cervix, 
when  the  remaining  part  of  the  broad 
ligament  can  be  included  in  the  next 
clamp  applied,  and  then  the  rest  of  the 
broad  ligament  is  cut.  The  same  course 
is  pursued  on  the  other  side,  and  any 
bleeding   pomts  which  may  still   be 
found  are  secured  by  smaller  haemos- 
tatic forceps.       The   handles    of    all 
forceps  are  securely  tied  with  silk  to 
prevent   them   from   springing   open 
subsequently,  and  the  vagina  lightly 
packed  with  iodoform  gauze,  a  strip  of 
which  is  also  wrapped  around  the  for- 
ceps to  prevent  pressure  on  the  soft 
parts,  a  heavy  pad  of  absorbent  cot- 
ton is  secured  to  the  vulva  by  a  T— 
bandage,  loosely  applied.     After  the 
lapse  of  twenty-four  to  thirty  hours, 
the  clamps  may  all  be  removed  with- 
out hesitation.   To  leave  them  longer 
is  injurious  to  the  soft  parts,  and  it  is 
entirely  unnecessary.      It  has    been 
urged  against  the  use  of  haemostatic 
forceps  that  when  they  are  taken  off, 
the   stumps   of  the  broad  ligaments 
will  retract,  and  thus  give  rise  to  the 
danger  of  septic  infection,  also  that 
along  the  handles  of  the  instruments 
septic   material  may  travel  into  the 
peritoneal  cavity.   However,  this  may 
hold  in  theory,  practice  has  disproved 
it,  in  my  experience.     I  have,  as  will 
be  seen  from  the  annexed  table,  given 
this  method  a  fair  and  impartial  trial, 
and  have  not  found  a  single  instance 


to  give  cause  for  regret.  It  is  posi- 
tively a  time-saving  method  ;  not  only 
that,  but  cases  will  be  found  operable 
with  clamps,  which  cannot  be  operated 
with  ligatures.  I  have  reference  to 
the  cases  in  which  the  parametria  are 
very  much  thickened,  because  we  can 
place  our  clamps  nearer  the  outer  part 
of  the  broad  ligament,  if  this  is  at  all 
infiltrated,  then  it  is  possible  to  place 
a  ligature.  Landau,  of  Berlin,  has 
done  hysterectomies  with  clamps  in 
six  minutes,  to  my  knowledge,  and 
Pean,  I  am  informed,  has  done  vaginal 
hysterectomy  in  four  or  five  minutes. 
I  have  myself  done  the  operation 
with  clamps  within  fifteen  minutes. 
My  only  reason  for  not  using  them 
always  is,  as  previously  stated,  that, 
first,  the  convalescence  is  longer^  and, 
secondly,  I  prefer  to  leave  a  com- 
pletely closed  wound,  from  a  surgical 
standpoint,  because  such  patients 
after  the  operation  are  in  as  good  con- 
dition as  a  woman  after  a  normal  con- 
finement. It  is  the  ideal  operation^  in 
my  opinion  ;  unfortunately,  however, 
it  is  not  our  fortune  always  to  get 
cases  in  which  we  are  able  to  carry 
out  this  procedure.  Another  reason 
for  preferring  to  close  the  peritoneal 
cavity  entirely  is  that,  in  my  opinion, 
there  is  less  likelihood  of  having- 
ileus ;  such  an  occurrence  has  been  re- 
ported by  Reichel.  Dr.  Coe  has  also 
reported  two  cases  of  ileus  after  the 
use  of  clamps.  Olshausen,  of  Berlin, 
treats  the  stumps  of  the  broad  liga- 
ments intraperitoneally,  and  closes 
the  peritonaeum  and  vagina  completely, 
but  confesses  in  his  discussion  before 
the  Tenth  International  Medical  Con- 
gress, that  several  patients  so  treated 
have  had  elevations  of  temperature, 
and  formation  of  abscess,  which  rup- 
tured into  the  vagina. 

One  of  the  principal  points  in  the 
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technique  of  the  operation  to  prevent 
a  recurrence  of  the  disease  in  cancer 
of  the  portio  and  cervix,  is  to  make 
the  primary  incision  a  good  distance 
away  from  the  apparently  diseased 
structures,  and  to  ligate  the  parame- 
tria, as  far  away  from  the  uterus  as 
possible.  I  cannot  let  the  technique 
of  the  operation  pass  without  again 
condemning  the  use  of  silk  as  ligature 
material,  either  for  this  operation,  or 
intra-abdominal  work  in  laparotomies. 
Why  is  silk  so  persistently  used  ?  I 
have  consistently  used  catgut  for  sev- 
eral years,  and  I  believe  that  I  am 
the  pioneer  of  its  use  in  this  country. 
Dr.  A,  P.  Dudley  is  the  only  urgent 
advocate  with  me  in  New  York  for 
any  length  of  time,  and  neither  of  us 
have  cause  to  regret  our  preference. 
Silk  ligatures  for  hysterectomy  are  a 
nuisance,  the  convalescence  is  pro- 
longed, it  is  no  more  secure,  and  can- 
not be  made  more  antiseptic  than  cat- 
gut. I  have  satisfactorily  proven  my 
stand,  both  in  the  actual  work,  and  in 
the  result.  Many  claim  that  silk  can 
be  more  securely  tied.  With  care, 
however,  catgut  can  be  tied  just  as 
securely,  and  if  a  ligature  holds  twen- 
ty-four to  thirty-six  hours,  all  danger 
of  haemorrhage  has  passed.  The  mis- 
take made,  and  which  makes  it  seem 
that  the  heavy  gut  cannot  be  so  se- 
curely tied  is,  that  two  twists  for  the 
first  knot  are  used  by  some  operators 
whom  I  have  seen.  One  twist  for  the 
first  knot  when  heavy  gut  is  used  is 
all  that  is  necessary,  but  it  must  im- 
mediately be  followed  by  the  second 
knot  and  too  much  tissue  must  not  be 
taken  into  the  ligature. 

To  answer  numerous  inquiries 
which  I  have  had  as  to  my  method 
of  preparing  and  using  gut,  I  will  give 
the  present  method.    The  best  quality 


of  gut  is  selected  in  the  numbers  de- 
sirable for  use,  which  for  heavy  liga- 
tures varies  from  Nos.  4  to  6,  for 
plastic  work  from  Nos.  2  to  4.  For 
two  weeks  or  longer  it  is  placed  in 
sulphuric  ether  and  the  jar  shaken 
daily  once  or  twice ;  then  it  is  re- 
moved and  for  a  few  hours — two  or 
three — wrapped  in  a  dry  sterilized 
towel  to  let  the  ether  evaporate.  It 
is  then  put  into  a  watery  solution  of 
corrosive  sublimate,  i  :  500,  for  from 
eighteen  to  twenty-four  hours,  from 
which  it  is  removed  to  be  put  into  a 
jar  of  .absolute  alcohol,  in  which  it  is 
boiled  in  a  water-bath  for  several 
hours,  the  paper  tied  over  the  jar  to 
cover  the  gut  is  pierced  at  several 
points  with  a  needle  to  prevent  an 
explosion.  Finally,  it  is  removed  and 
placed  in  another  jar  of  absolute 
alcohol.  For  an  operation  only  about 
as  much  gut  should  be  taken  out  and 
put  into  another  smaller  jar  of  absolute 
alcohol  or  dish  of  alcohol  as  will  pre- 
sumably be  used  for  the  operation,  to 
prevent  meddling  with  the  mother  jar 
unnecessarily. 

Complete  extirpation  of  the  uterus 
for  carcinoma  of  the  portio  vaginalis 
and  cervix  has  still  very  many  oppon- 
ents, and  in  the  midst  of  our  Society- 
some  of  our  ablest  operators  claim  that 
high  amputation  and  the  actual  cautery 
give  not  only  equal  but  far  superior 
results,  both  directly  and  indirectly. 
True,  the  statistics  with  the  galvano- 
cautery  of  such  conscientious  and 
competent  observers  as  our  worthy 
president  are  to  be  taken  into  serious 
consideration ;  the  same  those  of  our 
distinguished  colleague.  Dr.  Baker,  in 
favor  of  high  amputation,  not  to  speak 
of  the  number  of  other  very  eminent 
men  in  and  outside  of  our  Society 
who  offer  statistics  both  for  direct  and 
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remote  results,  so  that  I  am  aware  of 
the  difficult  task  before  me  to  con- 
vince many,  and  the  impossibility  of 
convincing  some  in  favor  of  complete 
extirpation  of  the  diseased  womb. 

Let  us  first  analyze  a  few  cases 
illustrating  the  relative  value  between 
high  amputation  of  the  cervix  and 
vaginal  hysterectomy.  Dinswahger^ 
describes  a  case  of  primary  carcinoma 
of  the  cervix,  which  had  independent 
of  this  carcinoma  of  the  corporal  endo- 
metrium. The  cervical  endometrium 
and  the  endometrium  of  the  lower 
uterine  segment  showed  no  trace  of 
malignant  disease. 

Carl  Ruge  and  Veit  ^  relate  a  case 
of  extensive  carcinomatous  destruc- 
tion of  the  cervical  canal,  but  uidepen- 
dently  of  this,  carcinoma  of  the  uterine 
mucosa.  In  the  same  journal.  Vol. 
XII,  Krysinski  describes  an  adeno- 
carcinoma of  the  vaginal  portion  of 
the  cervix  from  a  nullipara  of  50 
years,  with  the  same  condition  inde- 
pendent in  the  uterine  mucosa. 

In  the  Gynaecological  Society  of 
Berlin,  Paul  Ruge  exhibited  a  patient 
from  whom  he  extirpated  the  uterus, 
one  and  a  half  years  previously,  the 
specimen  of  which  he  presented  to 
the  same  Society  which  demonstrated 
two  distinct  carcinomata,  one  in  the 
cervical  canal,  below  the  os  internum, 
and  the  other  at  the  fundus  uteri. 

Another  case  of  independent  car- 
cinomatous nodule,  as  large  as  a  wal- 
nut, in  the  fundus  uteri,  in  a  case  of 
carcinoma  of  the  portio,  is  reported 
by  Leopold,  of  Dresden.^  C.  A. 
Stratz*  describes  a  modified  method 


of  vaginal  hysterectomy,  and  illus- 
trates it  by  a  patient,  aged  33  years, 
who  had  a  very  small  carcinomatous 
nodule  at  the  junction  of  the  mucosa 
between  the  vaginal  portion  of  the 
cervix  and  the  cervix  proper.  Above 
the  OS  internum,  in  the  body  of  the 
uterus,  an  independent  cancerous 
nodule,  already  breaking  down,  was 
found  on  examination  after  extirpa- 
tion of  the  uterus. 

In  a  discussion  on  the  operative 
treatment  of  cancer  of  the  uterus,  in 
the  Surgical  Society  of  Paris,  Terrier 
narrated  four  cases  of  his  own,  in 
which  clinically  the  malignant  growth 
was  limited  to  the  cervix.  Anatomi- 
cally, however,  independent  nodules 
were  found  in  the  body  of  the  uterus.^ 

Abel  and  Landau,  in  their  article 
on  the  relation  of  the  corporal  endo- 
metrium in  carcinoma  of  the  portio,^ 
in  the  anatomical  description  of  their 
second  case,  a  cauliflower  growth  of 
the  portio,  show  an  absolutely  inde- 
pendent cancer  of  the  body.  A  beauti- 
ful plate,  illustrating  the  specimen, 
accompanies  the  article.  Abel  de- 
scribes another  case  of  carcinoma  of 
the  cervix,  with  an  independent  car- 
cinoma in  the  fundus  uteri.^ 

Prof.  John  Williams,  in  his  mono- 
graph on  cancer  of  the  uterus,  p.  34, 
relates  the  case  of  a  woman,  aged  31 
years,  for  whom  he  did  a  supravaginal 
amputation,  in  December,  1884,  for 
cancerous  infiltration  of  the  cervix. 
One  year  subsequent  to  this,  he  was 
compelled  to  remove  the  rest  of  the 
uterus  on  account  of  recurrence  in 
the  body.  The  superficial  surface  of 
the  stump  and  vagina  were  healthy ; 
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deep  in  the  outer  side  of  the  uterine 
wall,  separated  by  normal  structure 
from  the  former  surface  of  operation, 
a  carcinomatous  nodule  was  found, 
having  the  identical  structure  of  that 
found  in  the  removed  cervix  one  year 
previous. 

Egon  V.  Braun,  in  the  February 
meeting  of  the  Vienna  Gynaecological 
Society,  demonstrated  the  uterus  of  a 
patient,  aged  40,  which  he  had  extir- 
pated for  a  cauliflower  growth  of  the 
portio  vaginalis.  Isolated  from  this, 
a  carcinomatous  nodule  of  the  medul- 
lary variety  was  found  high  up  in  the 
cervix. 

Schauta,  in  his  monograph,  relates 
a  case  of  a  woman,  aged  54  years, 
from  whom  he  extirpated  the  uterus 
for  an  excoriated  elevation,  not  larger 
than  a  pea,  which  bled  readily.  This 
carcinomatous  nodule  was  independ- 
ent ;  both  on  macroscopical  and  micro- 
scopical examination  it  went  into 
healthy  uterine  structure  above.  De- 
spite of  this,  he  extirpated  the  uterus 
on  May  2,  1887.  On  section  of  the 
organ,  a  typical  carcinomatous  nodule 
the  size  of  a  walnut,  was  found  in  the 
anterior  wall  of  the  fundus  ;  between 
this  nodule,  more  to  the  right  side, 
and  the  os  internum,  another  much 
smaller  and  flatter  nodule  of  the  same 
type  was  found. 

In  another  case,  in  which  the  uterus 
was  extirpated  for  myoma,  an  isolatea, 
medullary,  glandular  carcinoma  of  the 
uterine  body,  as  large  as  a  nut,  was 
found ;  the  rest  of  the  endometrium 
showed  the  anatomical  picture  of 
glandular  endometritis. 

G.  Winter,  in  the  meeting  of  the 
Berlin  Gynaecological  Society  of  Feb- 
ruary 12,  1892,  demonstrated  a  uterus 
which  he  had  removed  for  cancer  of 
the  portio,  to  which  it  seemed  limited. 


The  parametria  in  the  immediate 
vicinity  of  the  uterus  were  healthy ; 
however,  on  the  left  side,  against  the 
pelvic  wall,  a  carcinomatous  gland, 
the  size  of  a  walnut,  was  found ;  and 
in  the  right  parametria,  about  one 
ctr.  from  the  cervix,  a  carcinomatous 
nodule,  as  large  as  a  pea.  Lateral  to 
this,  against  the  pelvic  wall,  another 
carcinomatous  gland.  In  the  cervical 
substance,  near  the  os  internum,  two 
other  carcinomatous  nodules,  as  large 
as  a  pea,  were  also  found. 

All  were  separated  from  the  portio- 
cancer.  He  explains  the  separate 
findings  by  way  of  infection  from  the 
lymphatics. 

I  have  satisfied  myself  that  in  a 
certain  number  of  cases  of  seeming 
recurrences  that  it  is  not  in  reality  a 
recurrence,  but  that  the  disease  simply 
continues  from  some  of  the  particles 
of  neoplasm  left  behind,  which  can 
readily  be  overlooked,  the  tissues  of 
the  cervix  tearing  while  pulling  the 
uterus  down  with  volsellae.  Other 
cases  of  real  recurrence  take  place 
through  infection  with  carcinomatous 
material  in  healthy  tissue. 

Examples  of  this  are  seen  in  the  ex- 
tensive parametric  recurrences  after 
operations  for  cancer  of  the  portio, 
whether  the  operation  has  been  a 
supravaginal  amputation  or  a  total 
extirpation.  Such  infection  is  most 
likely  to  take  place  during  the  opera- 
tion. It  is  for  this  reason  that,  so 
far  as  my  personal  observation  goes, 
the  malignant  diseases  of  the*  corpus 
and  those  developing  high  up  in  the 
cervical  canal,  give  a  better  prognosis 
in  regard  to  recurrence  than  cancer 
of  the  portio  or  those  involving  the 
cervix  proper,  because  in  these  latter 
classes  we  come  directly  in  bloody 
contact  with  the  disease. 
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The  differential  diagnosis  between 
the  disease  when  brought  about 
through  infection  and  the  continu- 
ance from  some  remnants  left  at  the 
time  of  operation,  is  that  in  the 
former  the  manifestations  are  more 
general,  the  disease  taking  in  a  larger 
area  in  the  parametric,  where,  as  in 
the  latter,  it  is  in  the  beginning  more 
local  and  the  general  invasion  takes 
place  later. 

In  December,  1890,  a  multipara, 
age  41  years,  presented  herself  to  me, 
complaining  that  for  the  past  two 
months  she  had  always  "spotted" 
some  after  sexual  intercourse  from 
one  to  two  days.  Examination  re- 
vealed a  cauliflower  growth  apparently 
limited  to  the  portio  only — seemingly 
an  excellent  case  for  high  amputation. 
I  removed  the  uterus  on  December 
28,  and  found  independently  at  the 
fundus  a  carcinomatous  growth  half 
an  inch  in  diameter  and  elevated 
about  one-quarter  of  an  inch. 

Another  case  of  my  own  gives  the 
history  that  irregular  haemorrhage 
had  existed  for  several  months;  the 
patient's  age  is  39  years,  a  V  para. 
She  had  had  two  abortions  without 
being  able  to  ascribe  them  to  any 
particular  cause.  Examination  reveals 
a  small  suspicious  ulcer  on  the  left 
side,  in  the  line  of  a  cervical  tear. 
This  was  completely  excised  and  sent 
to  a  pathologist  for  examination  with 
some  pieces  of  friable  detritus  removed 
from  the  cavity  of  the  uterine  body. 
The  report  of  the  pathologist  was  to 
the  effect  that  the  excised  piece  con- 
taining the  suspicious  ulcer,  as  well  as 
a  portion  of  the  detritus  removed  with 
a  sharp  spoon  from  the  interior  of  the 
uterus,  was  a  typical  glandular  carcin- 
oma. The  two  affected  parts,  as  can 
be  readily  seen  in  the  specimen,  are 


independent  of  each  other  and  separ- 
ated by  a  considerable  area  of  healthy 
tissue.  The  total  extirpation  was  made 
three  days  subsequent  to  the  diagnos- 
tic excision  and  curetting.  The  speci- 
men is  also  of  value  as  an  aetiological 
factor  in  showing  the  probable  relation- 
ship between  laceration  of  the  cervix 
and  the  neoplasm. 

How  little  I  would  have  gained  by 
a  partial  operation  in  my  cases  is 
obvious.  These  are  only  some  of  the 
cases  of  independent  cervical  and 
corporal  disease  for  illustration. 

To  show  after  how  long  an  interval 
we  sometimes  have  recurrences  after 
partial  operations,  I  quate  the  case 
of  Dr.  Ernest  Fraenkel,  of  Dresden, 
and  give  the  particulars  more  in  full 
to  prove  that  Fraenkel  operated  as 
thoroughly  as  possible  in  such  opera- 
tions. The  patient,  a  III  para,  age 
33  years,  consulted  Dr.  Fraenkel  on 
June  21,  1881,  on  account  of  haemor- 
rhage and  a  fetid  discharge.  He 
found  on  examination  a  woman  con- 
siderably emaciated  with  a  cauliflower 
growth  of  both  lips,  beginning  to 
break  down.  Apparently  there  was 
a  perfectly  normal  cone  of  tissue  at 
the  base  of  the  portio.  The  para- 
metric, cellular  tissue  and  lymphatics 
seemed  unaffected,  and  the  uterus 
freely  movable.  On  June  25  Fraenkel 
operated.  The  uterus  was  well  drawn 
down,  the  incision  of  the  mucosa 
made,  and  the  supravaginal  amputa- 
tion, after  dissecting  out  the  cervix 
somewhat  further,  was  made  with  a 
slowly-cuttmg  galvano-cautery  knife. 
The  cut  surface  was  declared  in  the 
pathological  institute  to  have  been  in 
apparently  healthy  tissue.  After  the 
throwing  off  of  the  cautery  scab,  the 
first  chloride  of  zinc  cauterization 
after  Sims'  method  was  done  on  July 


VAGINAL  HYSTERECTOMY  IN  CANCER  OF  UTERUS.      73 


7,  and  another  one  on  August  7.  She 
was  kept  under  observation  until  May 

8,  1888,  and  was  then  apparently  in  a 
healthy  condition,  and  showed  no 
sign  of  recurrence.  When  seen  again 
by  Fraenkel  on  March  6,  1889,  recur- 
rence had  taken  place  in  the  anterior 
edge  of  the  scar,  and  she  died  on  July 
17,  1890,  of  the  disease.  Fraenkel 
gives  as  an  explanation  for  the  long 
absence  of  recurrence,  the  hard  scar 
tissue  produced  by  the  thorough  ac- 
tual and  repeated  potential  cauteriza- 
tion. This  explanation  has  always 
been  my  opinion  to  be  applicable  in 
nearly  all  cases  so  treated.  Of  course 
early  recurrences  after  partial  opera- 
tions can  be  cited  by  the  score,  as 
well  as  both  early  and  late  recurrences 
after  complete  extirpations.  The  case 
is  cited  principally  to  show  that  we 
have  not  as  yet  arrived  at  a  period 
when  we  can  declare  either  the  partial 
or  complete  operations  as  the  su- 
perior method  in  practice  in  appar- 
ently limited  disease.  In  theory  and 
with  reasoning  there  is  in  my  opinion 
no  doubt  of  choice,  but  vaginal  hys- 
terectomy is  too  new  an  operation 
to  condemn  it  as  the  inferior  method 
in  apparently  limited  cancer  as  has 
been  so  often  done.  The  utterance 
quoted  of  Mr.  Tait  and  his  followers 
that  vaginal  hysterectomy  for  cancer 
is  a  useless  operation  and  has  no 
place  in  surgery,  must  and  does  fall 
to  the  ground  the  moment  we  glance 
at  statistics.  True,  it  would  look 
very  bad  for  the  operation  if  the  same 
high  rate  of  mortality  was  still 
present  as  existed  formerly.  Prof. 
B.  F.  Schulze,  of  Jena,  in  the  citation 
of  his  nine  vaginal  hysterectomies, 
quotes  Hegar's  accumulated  statis- 
tics: 25  per  cent,  mortality  (direct 
results);   Sanger's,   out  of    133   pub- 


lished operations,  as  28.6  per  cent.,  and 
Schmidt's  continued  statistics  of  242 
total  extirpations  with  26.3  per  cent. 
Now,  the  results  are  different.  G. 
Winter  quotes  statistics  of  large 
German  clinics  ; 

Olshausen,  166  vag.  hysterectomies,  19  deaths 
Schauta,       65  "  "  5     " 

Fritsch,       103  **  **  10     '* 

Kaltenbach,  60  "  "  2.    " 

Leopold,        80  "         •  "•  4     *• 


Total,  474 


40 


which  equals  8.4  per  cent,  direct  mor- 
tality. Paul  Zweifel  ^  quotes  yy  vag- 
inal hysterectomies  done  in  Leipsig 
with  four  deaths,  or  5.2  per  cent,  mor- 
tality. Dr.  Joseph  Price,  I  think,  sta- 
ted in  a  discussion,  that  his  rate  of 
mortality  in  over  forty  cases,  was  less 
than  5  per  cent.  Dr.  H.  T.  Byfojd 
had  twenty  vaginal  hysterectomies, 
with  5  per  cent,  mortality.  This  shows 
that  as  the  technique  is  improved,  and 
the  experience  of  individual  operators 
increases,  the  mortality  rate  will 
constantly  diminish,  so  that  eventu- 
ally, I  hope,  the  operation  in  expe- 
rienced hands  will  come  down  to  3  or  4 
per  cent,  mortality  in  immediate  re- 
sults. But  this  is  not  all,  by  expe- 
rience in  technique  and  earfy  recogni- 
tion of  the  disease,  the  statistics  of 
remote  results  must  necessarily  im- 
prove also.  It  stands  to  reason  if 
the  organs  are  removed  as  soon  as 
malignant  disease  is  diagnosed,  and 
this  can  only  be  done  positively  in  its 
early  stages  with  the  aid  which  we 
gain  by  employing  the  microscope, 
that  then  we  have  a  right  to  hope  for 
and  expect  non-recurrence.  I  desire 
to  reiterate  that  to  guard  against  re- 
currence,  I   wish  to  emphasize  this 
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very  strongly,  we  must  keep  a  good 
distance  away  from  the  diseased  por- 
tio  and  cervix,  if  either  of  these  be 
the  primary  seat  of  the  neoplasm.  In 
some  recent  cases,  I  made  my  primary 
incision  about  one  and  a  half  to  two 
inches  distant  from  the  disease,  thus 
resecting  a  large  portion  of  the  vagina, 
although  it  was  seemingly  not  affect- 
ed. It  is  of  the  greatest  importance 
to  understand  the  condition  of  the 
pelvic  organs  in  the  respective  case 
as  thoroughly  as  possible  before  be- 
ginning with  our  operation,  and  this 
can  usually  be  learned  only  on  exam- 
ination made  under  an  anaesthetic. 
We  want  to  determine  the  mobility  of 
the  uterus,  whether  the  parametria 
are  infiltrated,  if  the  disease  has  en- 
croached upon  the  bladder  or  rectum, 
and  if  so,  to  what  extent,  if  adhesions 
are  present  posterior  to  the  uterus, 
and  their  nature ;  in  short,  we  want 
to  draw  the  line  of  limitation  whether 
the  case  is  one  still  fit  for  operation, 
or  rather  whether  we  can  do  our  cut- 
ting in  undiseased  structures.  Up  to 
within  two  years  ago,  I  held  the 
view  that  we  should  always  remove 
the  carcinomatous  uterus,  if  it  were 
a  surgical  possibility  even  if  we  were 
compelled  to  operate  in  tissues  al- 
ready infiltrated  by  carcinoma,  believ- 
ing (I),  that  the  life  of  the  patient 
would  be  prolonged  ;  (2)  that  the  suf- 
ferings would  be  diminished  ;  (3)  that 
no  uterus  being  present,  we  would 
have  no  bleeding,  and  little  or  no  dis- 
agreeable and  ichorous  discharges, 
and  that  on  the  whole,  the  patient 
would  go  to  her  death  in  a  comfortable 
condition.  This  view  is  still  held  and 
expressed  by  a  number  of  excellent 
operators,  but  I  for  one  have  changed 
my  opinion,  and  especially  during  the 
past  year  have  I  seen  enough  patients 


to  convince  me  that  my  change  in  at- 
titude assumed  is  well  founded.  The 
patients,  I  make  bold  to  assert  with 
posit iveness,  do  not  live  so  long  ;  sec- 
ondly, they  suffer  excrutiating  pain  ; 
thirdly,  there  is  fetid  discharge,  and 
some  haemorrhage  ;  fourthly,  they  are 
in  no  way  m.ore  comfortable  than  they 
would  be  if  a  total  extirpation  had 
not  been  done,  and  the  case  treated 
on  sound  surgical  principles.  To  the 
second  and  third  objections,  there 
are  some  exceptions,  I  admit.  I  have 
myself  seen  them  ;  hence,  the  support 
I  gave  to  the  operation  if  at  all  pos- 
sible. I  have  seen  patients  suffer 
such  intense  pain  in  the  pelvis,  rec- 
tum and  bladder  after  recurrences, 
and  "continuous  disease"  after  hys- 
terectomy, that  it  would  have  been  a 
blessing  for  the  patient  and  relatives 
to  see  life  ended.  By  continuous  dis- 
ease I  mean  a  continuation  of  the 
neoplasm  when  the  operation  is  done 
in  already  diseased  structures  ;  hence, 
it  is  not  a  recurrence.  It  is  not  my 
intention  to  speak  of  the  treatment  of 
inoperable  carcinoma,  but  I  am  safe 
in  saying  that  taking  two  cases  alike, 
both  only  a  trifle  too  far  advanced  for 
a  presumably  successful  vaginal  hys- 
terectomy, yet  the  surgical  possibility 
of  removing  the  uterus  remaining, 
that  I  can  keep  my  patient  alive 
longer,  and  in  a  more  comfortable  con- 
dition without  a  radical  operation, 
than  the  confrere  who  does  a  radical 
operation  on  the  other  case.  It  is  in 
my  judgment  not  even  a  surgical  pro- 
cedure to  operate  where  we  know  be- 
forehand that  we  must  necessarily 
work  in  diseased  structures,  barring 
the  fact  that  such  work  undoubtedly 
depreciates  the  value  of  the  opera- 
tion, both  in  the  eyes  of  the  laity,  and 
many  physicians,  and  the  not  unim- 
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portant  feature  that  the  mortality  in 
direct  results  must  be  largely  increased 
by  operating  on  such  cases. 

We  now  come  to  consider  points  in 
the  diagnosis  in  limiting  the  operation 
from  a  clinical  standpoint,  and  on  this 
question  I  place  myself  on  record  that 
I  discard "  the  terms  upper  and  lower 
line  of  limitation  for  total  extirpation 
for  cancer.  For  me  there  is  only  one 
line  ;  either  the  uterus  can  be  entirely 
removed  with  a  presumably  good  re- 
sult, i.  e.,  operating  in  healthy  struc- 
ture so  that  we  have  no  continuous 
invasion  of  the  neoplasm,  or  we  can- 
not remove  it.  No  matter  how  early 
the  disease,  and  how  limited  it  may 
appear,  my  invariable  rule,  if  the 
choice  of  operation  is  given  me,  is  to 
remove  the  organ  completely  ;  conse- 
quently the  lower  line  of  limitation 
must  fall. 

(i)  Does  a  movable  uterus  always 
indicate  operation .? 

(2)  Is  hysterectomy  contra-indicat- 
ed because  the  parametria  or  the 
folds  of  peritoneum  posteriorly  are 
thickened } 

(3)  Does  a  fixed  or  adherent  uterus 
contra-indicate  total  extirpation } 

(4)  Is  total  extirpation  of  the  uterus 
contra-indicated  when  the  disease  is 
apparently  limited  only. to  the  portio 
or  cervix  ? 

In  answer  to  the  first  question,  we 
can  say  that  generally  we  can  operate 
if  the  uterus  is  freely  movable,  but 
we  may  have  a  movable  uterus,  be- 
cause the  broad  ligaments  and  the 
utero-rectal  ligaments  are  not  infil- 
trated, yet  the  disease  may  have  in- 
volved the  bladder  to  such  a  degree 
that  a  radical  operation  is  out  of  the 
question.  In  such  cases  we  gain 
much  knowledge  from  the  use  of  the 
sharp  curette  just  prior  to  operation. 


We  gougeout  all  the  readily  removable 
structure  from  the  cervix,  and  if  the 
disease  has  passed  through  the  cervix 
into  the  cellular  tissue,  between  the 
bladder  and  cervix,  and  into  the  vis- 
cus,  it  is  now  readily  discernible;  it 
behoves  us  to  explore  the  bladder 
with  the  finger,  and  so  determine  the 
mobility  of  the  vesical  mucosa  and 
muscularis  over  the  diseased  part, 
which  can  be  readily  done  per  ure- 
thram,  after  dilating  the  urethra,  the 
patient  already  being  under  full  nar- 
cosis. If  we  find  that  but  a  very 
limited  portion  of  its  wall  is  involved, 
we  can  go  ahead,  that  being  in  my 
opinion  no  positive  contra-indication  ; 
only  we  must  be  enabled  to  remove 
all  of  the  diseased  part  without  inter- 
fering with  the  ureters,  and  be  able 
to  close  the  defect  at  the  time  of 
the  operation  completely,  the  same  as 
in  a  vesico  vaginal  fistula.  The  same 
indication  would  hold  good  for  a  mod- 
erate involvement  of  the  rectum  ;  this 
would  have  to  be  resected  in  the  same 
manner  as  in  cancer  of  that  structure. 
If,'  on  the  other  hand,  we  find  that 
the  bladder  or  rectum  is  already  in- 
volved to  a  greater  extent  than  we 
can  with  seeming  certainty  remedy 
by  removal,  we  have  no  business  to 
operate,  no  matter  how  movable  the 
uterus  is ;  our  sharp  curette,  the 
vesical  and  rectal  examination  have 
done  their  duty  in  clearing  up  the 
case.  Usually,  of  course,  such  inva- 
sions are  also  marked  by  other  signs 
of  advanced  disease,  yet  exceptions 
under  the  circumstances  cited  may 
occur. 

(2)  A  woman  may  have  passed 
through  one  or  more  attacks  of  para- 
or  perimetritis,  or  both,  brought  about 
by  traumatism,  or  connected  with  a 
puerperium,  and  the  uterus  as  a  con- 
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sequence,  becomes  more  or  less  im- 
movable, the  broad  ligaments  infil- 
trated, the  folds  of  Douglas'  sac  may 
be  in  a  like  condition,  and  yet  the  case 
is  not  only  justifiable,  but  demands 
vaginal  hysterectomy.  I  have  had 
such  conditions  myself.  Here,  the 
individual  experience  and  judgment 
of  the  operator  must  decide  whether 
such  infiltration  is  inflammatory  or 
carcinomatous.  The  examination  is 
best  made  with  one  or  two  fingers, 
one  in  the  rectum,  and  the  other 
hand  on  the  abdomen.  We  can  thus 
feel  and  map  out  the  pelvic  contents, 
determine  the  bulkiness  of  the  thick- 
ening, and  a  very  important  feature, 
to  which  Schauta  has  already  called 
attention,  we  feel  whether  these 
thickenings  are  possessed  of  elas- 
ticity ;  if  so,  it  speaks  for  an  inflam- 
matory infiltration.  Carcinomatous 
infiltrations  have  a  peculiar  resistance, 
and  are  generally  more  bulky.  Here, 
I  believe,  the  superiority  of  touch  is 
on  the  side  of  the  operator  who  has 
practiced  pelvic  massage  according-  to 
Brandt's  method,  to  any  extent.  All 
this,  it  is  understood,  necessitates 
narcosis  for  the  purpose  of  precision. 
In  addition,  the  sharp  curette  will 
aid  materially  in  diagnosis  ;  it  will  de- 
termine, by  the  friability  of  the  tis- 
sues, how  far  the  disease  reaches  ;  if 
it  is  a  carcinomatous-  infiltration,  the 
curette  will  decide  it,  the  tissues  un- 
der such  circumstances  breaking  down 
under  the  use  of  the  curette  beyond 
the  limits  of  the  cervix.  The  use  of 
the  curette  to  remove  carcinomatous 
structure  three  or  four  days,  or  even 
longer,  prior  to  the  time  of  the  inten- 
ded operation  is,  in  my  opinion,  to  say 
the  least,  useless;  on  theoretical 
grounds,  it  has  been  argued  that  its 
use  will  open  the  avenues  for  infection 


by  the  neoplasm,  the  vessels  and  lym- 
phatics being  laid  bare  by  its  work  of 
destruction,  so  that  it  is  preferable  to 
make  use  of  this  instrument  only  when 
the  operation  is  intended  to  be  com- 
pleted at  the  time. 

(3)  A  fixed  uterus,  invaded  by  can- 
cer, does  not  contra-indicate  the  total 
extirpation,  unless  the  disease  has 
gone  beyond  the  limits  for  operation. 
The  fixation  may  be  due  entirely  to 
inflammatory  adhesions,  and  in  this 
class  of  cases,  as  well  as  in  the  former,, 
when  the  broad  ligaments  only  are  in- 
filtrated from  the  results  of  inflamma- 
tion, I  would  suggest  the  use  of 
clamps ;  we  will  find  their  use  far 
superior  to  ligatures  under  such  cir- 
cumstances. 

(4)  If  it  can  be  positively  shown 
that  the  cancer  is  limited  only  to  the 
portio-vaginalis  or  lower  part  of  the 
cervix  proper,  then  the  total  extirpa- 
tion per  vaginam  would  be  contra- 
indicated.  Although  it  is  a  recog- 
nized fact  that  cancer  having  its 
primary  seat  in  the  cervix  or  vaginal 
portion  of  the  cervix,  has  no  tendency 
to  extend  to  the  body  of  the  uterus  at 
an  early  period,  but  will  invade  first 
the  circumcervical  tissues,  yet,  on  the 
other  hand,  I  have  shown,  by  the  cita- 
tion of  a  few  cases,  that  it  may  exist 
independently  in  different  parts  of  the 
uterus,  as  proved  by  the  examination 
of  specimens  in  which  only  malignant 
disease  of  the  portio  or  cervix  was 
suspected,  and,  as  Fritsch  has  stated 
the  proof  that  such  was  the  case  in 
only  one  instance,  is  sufficient  evi- 
dence to  invariably  remove  the  uterus 
entirely  in  all  cases.  I  hold  the  same 
view,  in  connection  with  numerous 
other  operators,  that  a  partial  opera- 
tion is  only  permissible  when  we  can 
also  make  the  diagnosis  clinically  that 
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the  portio  or  cervix  alone  are  affected, 
and  this,  to  my  knowledge,  cannot  be 
done. 

Formerly,  when  more  supravaginal 
amputations  were  made,  I  have  no 
doubt  that  not  infrequently  carcinoma 
already  existing  in  the  body  of  the 
uterus  was  considered  as  a  recurrence 
of  the  disease  when  it  began  to  mani- 
fest itself  clinically.  No  proof  that 
such  was  not  the  case  can  be  offered, 
because  the  respective  operators  had 
no  opportunity  to  examine  the  uterus. 
It  may  be  argued  that  to  make  the 
diagnostic  curetting,  as  I  had  done  in 
my  case,  would  settle  the  question. 
No,  it  will  not.  If  the  curetting  re- 
sult shows  cancer,  it  only  proves  that 
the  corpus  is  affected,  but  in  the  ab- 
sence of  the  anatomical  diagnosis,  it 
is  by  no  means  positively  certain  that 
it  is  not  present ;  hence  I  take  the 
stand  that  the  entire  uterus  should  be 
removed,  even  if  seemingly  the  dis- 
ease is  only  in  its  beginning  at  the 
portio  or  cervix. 

Among  the  contraindications  for 
removal  of  the  carcinomatous  uterus 
per  vaginam  alone,  besides  the  too 
great  size  of  the  organ,  another  is 
mentioned  by  Schauta — an  unusual 
degree  of  deformity  of  the  pelvis  to 
such  an  extent  that  the  uterus  is  held 
above  the  pelvic  inlet,  and  it  becomes 
impossible  to  bring  it  down  and  to 
work  with  instruments  about  the 
organ. 

Schauta,  in  his  monograph,  quotes 
a  case  of  such  a  kind  from  his  clinic, 
brought  about  by  osteomalacia.  The 
fundus  of  the  enlarged  uterus  was,  as 
the  result  of  the  deformity,  held  per- 
manently on  a  line  with  the  umbilicus. 
In  such  cases  we  must  necessarily 
resort  to  Freund's  operation. 

What   are   the    remote   results   of 


vaginal  hysterectomy  for  cancer.? 
This  is  verily  the  most  important 
question ^of  the  day,  it  having  already 
been  satisfactorily  settled  that  the 
immediate  results  are  sufficiently  good 
in  the  hands  of  competent  surgeons 
to  warrant  the  operation,  although 
Dr.  Krug,  in  his  discussion,^  states 
that  operators  otherwise  experienced 
have  a  high  mortality  from  this  opera- 
tion. Krug  has  probably  considered 
the  direct  mortality  of  the  past,  prob- 
ably that  given  in  the  statistics  of 
Sarah  Post.  That  has  changed  within 
the  past  few  years,  and  American 
operators,  and  to  these  principally  he 
seemingly  had  reference,  have  results 
equally  as  good  on  an  average  as  our 
conf^rers  abroad.  We  cannot,  of 
course,  count  the  work  of  this  or  that 
physician,  who,  for  reasons  of  his 
own,  undertakes  such  work  without 
being  fully  equipped  in  every  detail, 
and  who  does  not  make  pelvic  work 
his  life  study,  and,  in  addition,  has 
insufficient  material  at  his  disposal  to 
keep  him  in  constant  surgical  practice. 
To  settle  this  question  of  remote 
results  more  definitely  another  quarter 
of  a  century  must  pass,  for  two  rea- 
sons: 

(i)  The  technique  of  the  operation 
in  one  respect  is  only  being  developed 
to  its  full  extent  during  the  past  few 
years — i.  e.y  to  operate  sufficie^itly  far 
away  from  diseased  structures. 

(2)  All  physicians  are  not  yet  in 
the  habit  of  making  diagnoses  of  the 
disease,  very  early  which  is  the 
favorable  time  to  operate  to  get  good 
subsequent  results';  but  already  we 
have,  in  my  opinion,  enough  reliable 
statistical  data  to  place  vaginal  hys- 
terectomy for  cancer  on  the  list  of 


1  N.  Y.  Med.  Monatschr.,  May,  1891. 
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necessary  operations  for  the  prolonga- 
tion of  life.  I  shall  only  cite  a  few  of 
those  reported :  . 

Winter's  report  without  recurrence 
after  the  lapse  of  two  years  : 

Olshausen .......  47.5  per  cent. 

Schauta 47.5    "      " 

Fritsch 47.5    "       " 

After  lapse  of  Fritsch  had 

I  year       57.0  per  cent,  without  recurrence. 

4  "  45.0    "      "        ■    '■' 

5  "  36.0    "      " 

After  lapse  of  Ho/meier  had 

1  year       53.6  per  cent,  without  recurrence. 

2  "  40.0    "      "  "  " 

3  "  37-5    "       " 

4  "  33-0    "       " 

Leopold,  of  Dresden,  reports  that  of 
eighty  vaginal  hysterectomies  for  can- 
cer done  more  than  two  years  ago, 
forty-five,  or  56.25  per  cent.,  are  living 
and  have  no  recurrence. 


That  all  will  continue  to  remain 
without  recurrence  is  not  probable, 
yet  it  is  obvious  that  the  life  of  each 
one  has  been  prolonged,  and  it  is  also 
to  be  expected  that  the  probability  of 
recurrence  after  five  years'  freedom  is 
not  so  very  great. 

To  show  how  important  this  opera- 
tion should  be,  it  is  only  necessary  to 
consider  how  many  deaths  from  can- 
cer of  the  uterus  occur,  and  also  to 
view  the  number  of  patients  who  have 
their  life  prolonged  by  its  early  per- 
formance. For  the  first  purpose,  the 
statistics  of  Glatter  are  perhaps  the 
most  valuable  of  any  in  our  posses- 
sion, embracing  all  deaths  of  women 
from  21  years  of  age  and  upwards 
which  occurred  in  Vienna  for  a  period 
of  eight  years,  viz. :  1862-69. 


Ages 

21-25 

.6-30 

ir-ic 

36-40 

AJ-Ai 

>ift-Cr> 

51-55 

56-60 

61-65 

66-70 

70-76 

76-80 

80 

i 

Total  deaths 

3859 
4 

3703* 
39 

3094 
45 

3245 
.   118 

285^ 
133 

2765 
183 

2579 
142 

2725 

loS 

2890 
59 

2955 
60 

2724 
25 

1964 
13 

1679 
6 

Died  of  cancer  of  the  uterus 

More  than    Out  of  Cases.    Living  without  recurrence. 


3  years 

58 

34 

58.6  per  cent. 

4     " 

42 

25 

59-5    "      " 

5     " 

30 

18 

60.0    "      " 

6     " 

9 

6 

66.6    ^'      " 

7     " 

2 

2 

lOO.O     "        " 

Schauta  has  out  of  two  cases  oper- 
ated in  1886,  one  without  recurrence: 


II  cases 

13  " 

14  " 


8  without  recurrence. 


5  years 
4     '• 
3     " 
and  two  not  heard  from. 

I  have  had  five  cases  operated  on 
more  than  five  years  ago,  two  without 
recurrence ;  one  died  from  effect  of 
operation  (ureters  probably  tied),  leav- 
ing 50  per  cent,  without  recurrence  : 

Cases.  Without  recurrence. 

4    done  4  years  ago      3      75.0  per  cent. 

4       "     3      "        "        3      75-0    "      '•' 
10       "     2      "        "        5 
One  death  from  shock  of  operation,  leaving 
only  nine  cases -55.5  per  cent. 


These  statistics  show  that  from  the 
thirty-sixth  to  the  sixtieth  year  carci- 
noma of  the  uterus  is  most  prevalent, 
and  from  the  forty-sixth  to  the  fiftieth 
year,  the  period  when  it  is  still  more 
liable  to  occur.^  An  examination  of  the 
reports  of  various  life  insurance  com- 
panies, shows  an  average  mortality  of 
5.5  per  cent,  from  cancer  of  the  uterus 
in  women.  For  the  second  purpose, 
the  number  of  patients  surviving  the 
operations  without  recurrence  after 
two  years  must  be  considered,  for  it  is 
generally  conceded  that  a  patient 
with  cancer  of  the  uterus  does  not 
live  longer  than  from  one  to  two  years 
after  the  invasion  of  this  dreadful  dis- 
ease, unless  something  is  done  for 
them. 


iSee  reports  in  Annals  of  GYNiECOLOGY  and 
PiEDiATRY,  April,  1892,  p.  385,  Ibid.,  August,  1892. 
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The  number  of  patients  who  pre- 
sent themselves  with  carcinoma  uteri, 
already  in  an  inoperable  condition,  is 
far  too  great  to  pass  by  without  causing 
reflection  as  to  how  the  number  can 
be  diminished. 

In  the  city  of  Berlin,  according  to 
Winters's^  statistics,  in 

1883,  26.8  per  cent,  cases  were  operable 

1884,  25.7 

1885,  25.9    " 
1886,32.3    " 
1887,30.4 
1888,29.3 
1889,35.8 
1890,  46.3    " 

In  this  country  the  ratio  of  still  oper- 
able carcinomata  is  very  much  less, 
although  I  have  been  unable  to  ob- 
tain exact  data  from  the  different  op- 
erators; it  may  be  safely  estimated  that 
even  intercurrent  bleeding  from  the 
genitals  after  the  cessation  of  the 
menstrual  life,  is  of  the  utmost  im- 
portance, and  invariably  should  cause 
the  suspicion  that  cancer  may  be  pres- 
ent. Pain  is  not  an  early  symptom, 
and  I  do  not  remember  an  instance  of 
operable  carcinoma  when  it. was  pres- 
ent as  an  early  symptom  pathognomo- 
nic of  the  cancer.  In  all  cases  in  my 
experience  where  sufficient  pain  to 
cause  alarm  proceeding  from  the  neo- 
plasm, was  present,  the  disease  was 
already  too  far  advanced  for  radical 
operation.  The  family  physician  at 
the  present  time  when  so  much  oppor- 
tunity is  afforded  him  through  instruc- 
tion in  private  clinics  and  postgradu- 
ated  schools  should  be  able  to  make 
an  ordinary  gynaecological  diagnosis, 
and  should  always  insist  on  an  exam- 
ination in  a  patient  presenting  anyone 
of   the  symptoms  alluded  to,  and  if 


1  Ibid. 


any  doubt  exists  as  to  the  condition 
present,  the  conscientious  physician 
should  send  the  respective  patient  to 
a  specialist.  The  macroscopical  ap- 
pearance in  early  cases  is  not  sufficient 
but  the  microscope  should  be  used.  I 
beg  to  express  my  best  thanks  and 
appreciation  to  Dr.  George  Linden- 
meyer, .  assistant  pathologist  to  St. 
Mark's  Hospital,  for  the  valuable  ser- 
vices he  has  rendered  me  in  this  re- 
spect. In  a  suspicious  ulcer  of  the 
portio  vaginalis,  excise  a  wedge  shaped 
piece  of  the  structure  for  examina- 
tion ;  in  suspected  corporal  disease,  I 
dilate  the  cervix  and  gouge  out  2^  piece 
with  a  sharp  curette^  from  the  interior 
sufficiently  large  to  make  a  section. 
Generally  the  dilatation  is  sufficient  to 
permit  the  exploration  of  the  interior 
with  my  finger.  That  all  the  haem- 
orrhage from  such  patients  is  not  due 
entirely  to- the  cancer  is  evident  from 
the  research  made  by  Abel,  of  Berlin, 
followed  by  Fraenkel,  Eckhard,  and 
Taurenhaus,  who  have  shown  that  in 
carcinomatous  uteri,  the  uterine  muc- 
cosa  undergoes  such  serious  changes, 
that  were  these  to  exist  alone,  minus 
the  cancer,  she  would  have  uterine 
bleeding.  This  fact  can  be  proven  in 
nearly  all  uteri  extirpated  for  carci- 
noma, the  pathological  changes  can 
generally  be  diagnosed  anatomically 
as  either  glandular,  interstitial,  or  in- 
tense hyperplastic  endometritis. 

I  now  give  my  .own  table  of  vaginal 
hysterectomies  for  cancer:  because 
cancer  will  always  remain  the  princi- 
pal indication  for  the  total  extirpation 
of  the  uterus  per  vaginam ;  therefore, 
I  exclude  the  combined  operations, 
and  the  vaginal  hysterectomies,  done 
for  other  purposes,  of  which  I  shall 
speak  on  a  future  occasion. 
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Date  of 
Operation. 

i 

< 

3 

2 

ature     or 
imps    for 
oad    liga- 
nts. 

Remote  results. 

S 

t^ 

.^o^i 

Q 

hJ 

I.  Aprils,  1887  . 

C.  R. 

39 

No 

Cervix 

Ligature 

Recovery 

No  recurrence  when  examined  by  her  physician 
in  October,  1891. 

2.  May  2,  1887.. 

M.  C. 

SI 

Yes 

Cervix 

Ligature 

Recovery 

No  recurrence  April  16,  1892. 

3.  June  15,  1887  . 

4.  Julys,  1887  •• 

Kupfer. 

It 

Yes 

Cervix 

Ligature 

Death. 

Ureters  probably  tied. 

Thaler. 

Yes 

Cervix 

Ligature 

Recovery 

Recurrence  in  scar  in  December  1888;  has  since 

died. 
Recurrence  in  December,  1887,  in  the  scar;  has 

5.  Aug.  4,  1887.. 

Kurz. 

42 

Yes 

Cervix 

Ligature 

Recovery 

since  died. 

6.  Jan.  22,  1888  . 

7.  Jan.  29,  1888  . 

S.  B. 

49 

Yes 

Cervix 

Ligature 
Clamps 

Recovery 

No  recurrence  January  4,  1892. 

Hartwig. 

40 

Yes 

Portio 

Recovery 

Recurrence;   death  from  disease  in  January, 

1891. 
No  recurrence  April  16,  1892. 

8.  Mar.  4, 1888.. 

L.  S. 

37 

Yes 

Cervix 

Clamps 

Recovery 

9.  June  10, 1888. 
10.  Feb.  5, 1889  . . 

D.  S. 

tl 

Yes 

(..'ervix 

Clamps 

Recovery 

No  recurrence,  as  per  letter,  April  iS,  1892. 

M'Kerv'y 

Yes 

Cervix, 

Clamps 

Recovery 

Death  took  place  about  one  year  later  from  re- 

Body& 

current  disease. 

Ovaries. 

11.  Feb.  24,1889  . 

12.  June  18,  1889. 

H.  K. 

35 

No 

Cervix 

Clamps 

Recovery 

No  recurrence  April  16,  1892. 

P.G. 

34 

Yes 

Body 

Clamps 

Recovery 

No  recurrence  in  April,  1892 ;  it  is  seen  about 

once  in  six  to  eight  weeks  in  dispensary. 

13.  Oct.  31,  1889  . 

L.  A.  S. 

60 

Yes 

Body 

Clamps 

Recovery 

No  recurrence  when  last  seen  six  m  nths  later; 
she  moved  to  Ohix)  and  has  not  been  heard 
from  since. 

14.  Mar.  5,  1890.. 

Smith. 

40 

Yes 

Caulifl'r 
of  Portio 

Ligature 

Recovery 

Recurrence  in  February,  1891;  death  resulted 
in  the  autumn  of  1891 

IS    Mar.  7,  1890.. 

L    Y. 

46 

Yes 

Cervix  & 
Vagina 

Ligature 

Recovery 

No  recurrence  March  7, 1892;  about  one  inch  of 
vagina  involved. 

16.  Mar.  26.  1890. 

M.Y. 

39   Yes 

Cervix 

Forceps 

Recovery 

Recurrence  March  17,  1^92 

17.  May  9  1890.. 

M.W. 

J4   Yes 

Cervix 

Forceps 

Recovery 

No  recurrence  January  S.  1892. 

18.  June  8,  1890.. 

Berg. 

43 

Yes 

Body 

Forceps 

Death. 

Died  of  shock;  she  had  been  curetted  three  times 
before  evidence  of  malignancy  was  deter- 
mined, and  was  in  a  very  low  condition  when 
operated.                          ,                 ,     , 

Recurrence  found  within  three  months  in  scar; 

19.  Oct.  ir,  1890  . 

Braun. 

37 

No 

Portio  & 

F'rc'ps  & 

Recovery 

Vagina 

Ligature 

she  since  died. 

20.  Nov.  I,  1890.. 

M.H. 

48 

Yes 

Cervix-& 
Portio 

Cervix  & 
Portio 

Cervix  & 
Body 

Portio  & 

Forceps 

Recovery 

No  recurrence  in  March,  1892. 

21.  Nov.  15,  1890. 

E.G. 

52 

Yes 

Forceps 

Recovery 

No  recurrence  January  15,  1892. 

22.  Dec.  5,  i?9o.. 

T.  H. 

69 

Yes 

Forceps 

Recovery 

No  recurrence  April  20, 1S92. 

23.  Dec.  28,  1890. 

Schmidt. 

41 

Yes 

Forceps 

Recovery 

There  was  present  an  independent  cancerous 

Body 

nodule  in  the  body  of  the  uterus;  recurrence  in 
scar  April  18,  n.92- 

24    Mar.  14,  1891. 

A.B. 

48 

Yes 

Cervix 

Forceps    Recovery 

No  recurrence  March  11,  if'92. 

25    Mar.  16,  1891. 

E.  Z. 

47 

Yes 

Cervix 

Forceps  !  Recovery 

Mo  recurrence  in  March,  1892  (seen  in  chnic). 

26.  June  3,  1891.. 

E.  D. 

54 

Yes 

Cervix 

Forceps    Recovery 

No  recurrence  April  9,  1892. 

27.  June  5,  1891.. 

28.  Tune  16,  1891. 

H.  N. 

41 

Yes 

Cervix 

Ligature    Recovery 

No  recurrence  April  14,  ^^92- 

B.  K. 

30 

Yes 

Portio 

Ligature    Recovery 

No  recurrence  March  iv  1892 

29.  Julys,  1891  .. 

D   W. 

73 

Yes 

Cervix 

Forceps  j  Recovery  Died  of  pneumonia  about  three  months  later. 

^  The  records  of  age,  children,  etc,  were  mis- 

placed in  the  hospital,  and  cannot  be  found, 

Mrs.  W.  had  no  recurrence  in  October,  1891. 

-    but  was  not  seen  or  heard  of  since;  the 

1     letters  of  inquirv  have  not  been  answered. 

30.  July  13,  1891  . 

31.  July  20,  1891  . 

Mrs.  W. 
Mrs.  G. 

? 

? 
? 

Body 
Portio 

Clamps 
Clamps 

Recovery 
Recovery 

1     The  other  patient  has  not  been  seen  or 

J     heard  of  since  she  left  the  hospital. 
From  shock. 

32.  Dec.  17,  1891  . 

Duncan. 

61 

Yes 

Cervxi  & 

Clamps  & 

Death. 

Vagina 

Ligature 
Clamps 

33.  Tan.3,  i8Q2  .. 

34.  Jan.  10,  1S92  . 

M.R. 

SO    Yes 

Body 

Recovery 

1 

K.  D. 

57   Yes 

Body 

Ligature   Recovery 

1 

3^.  Feb- 4,  '892  .. 

C.S. 

51 

Yes 

Body 

Ligature    Recovery 

^Too  early  to  report  on  remote  results. 

36.  Mar.  24,  1892. 

D.  H. 

4*5 

Yes 

Body 

Clamps  &j  Recovery 
Ligature \ 
Ligature  1  Recovery 

J 

37.  April  27,  1892. 

F.  F. 

48 

No 

Cervix 

38.  May  16,  1892  . 

B.  McD. 

48 

Yes 

Body 

Ligature   Recovery 

39.  May  18,  1892  . 

Brandt. 

71  lYes 

Cervix 

Ligature    Recovery 

Patient   died  of   intercurrent    disease   subse- 

40. June  iS,  1892. 

J.B. 

40 

Yes 

Portio  & 
Cervix 

Clamps 

Recovery 

quently.                       ,         .           .,,        ,    ,1 
Disease  continues  and  patient  will  probably 
die  in  a  few  months. 

41.  Aug.  8,  1892.. 

T.  B. 

39 

Yes 

Portio  & 

Body 

Portio 

Ligature 

Recovery 

42.  Aug.  27  i'~92. 

MP. 

36 

Yes 

Ligature 

Recovery 

Complicated  with   myomata.    double    hydro 
salpinx  and  cystic  ovaries;  patient  discharged 
from  the  hospital  on  the  eighth  day  and  left 

her  bed  on  the  fourth. 

43.  Aug.  30,  1892. 

.    T.  S. 

39 

Yes 

Cervix 

Ligature !  Recovery 

44.  Sept.  5,  1892  . 

McH, 

31 

No 

Corpus 

Ligature 

Recovery 

1 

44  cases  with  three  deaths  ;  6.81  per  cent,  direct  mortality. 


VAGINAL  HYSTERECTOMY  IN  CANCER  OF  UTERUS.     8i 


It  now  remains  only  for  me  to 
notice  the  operation  by  resection  of 
the  sacrum  by  Kraske's  method.  Can- 
didly I  do  not  believe  that  any  can- 
cerous uterus  which  cannot  be  re- 
moved per  vaginam,  or  in  very  ex- 
ceptional instances  by  the  combined 
method,  is  fit  for  the  operation  at  all. 
I  personally  have  so  far  not  seen  a 
single  instance  of  cancer  of  the  uterus 
which  I  could  not  remove  per  vaginam 
if  it  was  a  case  in  my  opinion  not 
already  too  far  advanced  for  radical 
operation,  excepting  those  uteri  which 
were  entirely  too  large,  owing  to  other 
conditions  existing  as  complications, 
and  excepting  also  my  abdominal  ex- 
tirpations for  cancer — Freund's  opera- 
tion. The  same  may  be  said  of  the  para- 
sacral method  of  Zuckerkaudland 
Woelfler.  Kraske's  method,  also  advo- 
cated by  Hochenegg  and  Hegar,  is 
supposed  to  be  indicated  in  such  cases 
when  the  parametria  are  so  much 
infiltrated  that  the  uterus  could  not 
be  drawn  down  for  the  application  of 
ligatures,  why  not  use  clamps  in  such 
cases  ? 

Another  word  regarding  the  length 
of  time  consumed  by  the  operation 
with  ligatures.     I  have  seen  the  state- 


ment made  that  the  uterus  can  be 
extirpated  in  from  fifteen  to  twenty 
minutes  by  ligatures,  and  that  it  takes 
equally  long  with  clamps.  It  is  in- 
comprehensible to  me  how  a  uterus 
can  be  removed  in  such  short  time  if 
done  in  the  manner  which  I  have  de- 
scribed as  "the  ideal  method,"  and  I 
do  not  think  it  matters  a  great  deal 
whether  half  an  hour  longer  is  used. 
If  the  organ  described  by  such  re- 
spective operators  has  been  removed 
in  such  brief  period,  it  must  have 
been  very  movable,  so  that  it  could 
be  readily  approached,  and  I  believe 
that  only  the  broad  ligaments  were 
tied  then  and  the  other  details  of  the 
work  passed.  Now,  in  such  cases,  the 
organ  can  be  removed  in  very  much 
less  time  if  clamps  are  used,  and  if 
circumstances  exist  that  an  operation 
must  be  finished  in  such  a  brief  period, 
that  is  the  method  I  should  advise  to 
adopt. 

I  close  with  this  question:  What 
conceivable  reason  can  be  given  why 
a  partial  operation  in  a  case  of  carci- 
nomatous disease  of  the  portio  vagi- 
nalis guards  more  from  a  recurrence 
of  the  disease  than  the  complete  ex- 
tirpation of  the  organ  ? 
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In  this  day  of  progress  with  the 
late  and  correct  literature  at  our 
command  on  pelvic  surgical  diseases, 
and  the  frequent  Opportunities  for 
demonstrating  the  true  pathology 
and  intelligent  surgical  procedure  for 
the  relief  of  the  same,  it  would  seem 
hardly  necessary  or  prudent  to  enter 
into  a  discussion  on  this  topic,  lest 
the  reader  tire  of  recapitulations. 

That  the  proper  surgical  treatment 
of  these  cases  is  decidedly  unsettled 
in  the  minds  of  some  of  our  recog- 
nized leading  writers,  no  one  will 
doubt  for  an  instant  after  reading  the 
late  articles  published  in  a  few  of  our 
medical  journals.  It  seems  to  me 
that  the  disputed  points  are  capable 
of  demonstration  beyond  the  shadow 
of  a  doubt  as  to  the  correct  or  incor- 
rect course  to  be  pursued  in  the  man- 
agement of  this  class  of  cases. 

It  is  not  necessary  that  ill-feeling 
and  jealous  strife  enter  into  the  dis- 
cussion of  a  scientific  subject,  yet  it 
is  perfectly  just  to  be  emphatic  and 
dictatory  in  discussing  subjects  settled 
by  a  long  and  varied  experience, 
either  by  the  writer  himself,  or  by 
others  whose  teachings  are  known  to 
be  correct  and  whose  results  are  ac- 
cepted and  recogni-zed  is  as  near  perfect 
as  it  is  possible  to  be  obtained  in 
treating  the  class  of  cases  being  dis- 
cussed. A  discussion  of  these  mooted 
points  by  the  members  of  this  organi- 


zation will,  I  am  sure,  be  of  much 
benefit,  not  only  to  the  members,  but 
to  the  profession  all  over  the  world 
as  well.  The  good  work  done  by  this 
society  and  its  individual  members 
since  its  organization  has  not,  I  assure 
you,  been  confined  by  the  walls  en- 
closing the  rooms  in  which  your 
meetings  have  been  held.  Your  ut- 
terances have  been  published  far  and 
near  and  are  accepted  as  truths 
learned  by  experience. 

Accidents  and  other  untoward  re- 
sults in  a  large  series  of  cases  in  the 
hands  of  any  one  operator  should  not 
form  a  part  of  his  deductions,  as  being 
a  noticeable  factor  in  the  causation 
of  a  high  mortality  and  low  percent- 
age of  cures,  or  relief  of  conditions 
demanding  operative  procedure.  A 
failure  should  not  lead  to  the  con- 
demnation of  the  methods  of  others, 
but  to  an  investigation  of  their  tech- 
nique. If  an  operator  has  decidedly 
different  and  worse  results  in  a  series 
of  cases,  from  another  surgeon  doing 
the  same  class  of  work,  he  should 
pause  and  examine  his  methods,  com- 
pare his  mortality,  see  other  men 
operate,  and  if  an  improvement  in 
technique  or  method  is  found  he  is  in 
duty  bound  to  his  Maker,  his  patients, 
himself  and  to  surgery  to  accept  these 
methods,  to  follow  them  and  to  teach 
them  to  others. 

It   is  good  results,   restoration  to 
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health,  removal  of  the  offending  cause, 
and  as  near  a  nil  mortality  as  it  is 
possible  to  obtain  that  we  want,  and 
all  ideas  of  yielding  to  other  fancies 
should  be  abandoned.  We  should 
not  at  the  risk  of  sacrificing  these 
cardinal  motives  be  too  conservative. 
Conservatism  is  a  grand  principle, 
but,  unfortunately,  in  the  hands  of 
skillful  men,  this  rule  is  only  too 
frequently  responsible  for  a  destruc- 
tive, or  a  complicative  delay,  if  I  may 
use  such  a  term.  Conservatism  is 
2. prophylactic  if  early  and  intelligently 
applied.  It  is  as  equally  injurious  if 
used  with  this  same  idea  in  view  in 
cases  where  experience  and  time  have 
demonstrated  its  futility. 

Many  scores  of  uncalled  for  opera- 
tions are  being  performed  on  the 
pelvic  organs  of  women  all  over  the 
world.  Who  is  it  performing  them.? 
Is  it  the  men  of  eminence,  who  have 
by  years  of  hard  study  and  patient 
work  at  the  operating  table  and  dis- 
secting room  gained  reputation  as 
operators  of  ability,  or  is  it  the  six 
weeks'  post-graduate,  who  has  just 
purchased  a  multiim  in  pafvo^  uni- 
versal specialist  operating  bag?  I 
have  seen  an  aspirant  for  gynecic  fame 
occupy  twenty  minutes  of  valuable 
time  in  going  through  a  thin  abdomi- 
nal wall.  Here  conservatism  is  good. 
Conservatism  here  would  have  con- 
served. The  patient  died  of  "chronic 
surgery."     Not  the  fault  of  surgery. 

Time  will  not  permit  my  dwelling 
at  length  on  the  minute  pathological 
changes  taking  place  in  the  various 
pelvic  organs  in  the  inflammatory, 
pelvic  diseases.  I  shall  take  as  a  text 
endometritis  and  salpingitis  from  any 
cause,  and  after  briefly  dwelling  on  the 
pathology  and  complications  as  a  re- 
sult of  these  diseases,  compare  the  re- 


sults obtained  by  the  various  methods 
recommended  for  relief  of  same. 

The  pelvic  cellulitis  theory,  while 
having  a  few  followers,  has  less  and  less 
in  number  each  year,  since  Goupil  and 
Bernutz  proved  conclusively  by  post- 
mortems that  the  peritonaeum  is  the 
structure  involved  in  the  so-called 
cellulitis  or  periuterine  phlegmon  of 
Nonat.  The  truthfulness  of  the  teach- 
ings of  Goupil  and  Bernutz  is  being 
demonstrated  daily  on  the  operating 
table.  A  writer  in  support  of  his  posi- 
tion that  cellulitis  has  no  aetiological 
relationship  with  tubal  disease,  cites 
two  cases  occurring  in  childen  under 
ten  years  of  age.  Tubercular  salpin- 
gitis and  infectious  vaginitis  in  children 
are  diseases  met  with  at  this  age  and 
are  two  recognized  causes  of  tubal 
disease.  The  same  author  cites  a 
case  occurring  in  a  woman  past  the 
menopause,  who  had  a  "pelvic  ab- 
scess." She  had  suffered  for  years 
with  a  senile  vaginitis,  and  a  third 
case  by  the  same  writer  had  married  a 
second  time  and  late  in  life  a  man 
much  younger  than  herself,  and  the 
writer  mentioned  these  facts  as  bearing 
on  the  cause  of  this  condition  in  his 
patients.  A  more  beautiful  picture 
could  not  have  been  depicted  illustra- 
ting the  relationship  existing  between 
the  cause  and  effect  in  a  class  of 
cases  of  what  is  now  by  most  opera- 
tors recognized  as  inflammatory  tubal 
disease,  and  its  companion  localized 
pelvic  peritonitis  following  an  infec- 
tious endocolpitis. 

"  In  eighty  laparotomies  (writes  a 
late  author)  I  have  never  been  able  to 
find  a  mass  of  inflammatory  pelvic 
cellular  tissue  independent  of  the  hy- 
perplasia of  the  peritonaeum  or  inflam- 
matory adhesions  around  structures 
or  diseased  appendages."     This  has 
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been  my  experience  in  some  two  hun- 
dred cases,  either  in  my  own  practice 
or  in  that  of  other  operators  whom  I 
have  assisted  at  time  of  operation. 
This  experience,  although  a  small  one, 
as  compared  to  those  who  number 
their  cases  by  the  thousand,  yet 
brings  evidence  along  the  same  line, 
and  helps  to  establish  and  maintain  a 
true  position  taken  by  the  advance 
guards  and  aids  in  weakening  the  old 
breastworks  which  have  so  long  acted 
as  barriers  to  progress.  Those  of  a 
progressive  tendency  who  do  and 
speak  what  a  large  experience  has 
taught  them  to  be  correct  are  occa- 
sionally assailed  and  charges  made 
that  they  are  dictatory  and  dogmatic. 
I  believe  the  time  has  fully  arrived  to 
be  emphatic,  and  if  necessary  dicta- 
tory, in  making  converts  to  truths 
where  life  is  in  the  balance  and  where 
one's  declarations  may  turn  the  scale 
in  favor  of  restored  health. 

The  Fallopian  tubes  are  a  part  of 
the  uterus  developed  alike  from  the 
Miillerian  duct,  and  it  is  reasonable  (it 
is  true)  to  suppose  that  any  disease 
which  is  not  strictly  local  in  its  char- 
acter would  involve  the  whole  of  the 
mucous  surface  by  an  extension  by 
continuity.  There  is  a  time  in  inflam- 
matory infectious  diseases  of  the  en- 
dometrium, when  an  early  and  vigorous 
curetting  and  antiseptic  irrigation 
would  cure  or  abort  the  disease,  or 
prevent  its  extension,  but  it  is  a  fact 
that  this  period  is  past  before  the  dis- 
ease is  recognized.  Cases  are  tided 
over  critical  periods  by  curetting,  etc., 
but  who  can  predict  the  number  of 
these  cases  that  will  drift  into  the 
hands  of  the  surgeon  with  diseased, 
destroyed  and  useless  tubes  and  ova- 
ries to  be  removed,  the  trouble  all 
dating  back  to  the  attack  for  the  cure 


of  which  the  curetting  was  done.  The 
disease  is  located  in  the  tubes  the 
same  as  in  the  uterus,  and  its  exten- 
sion by  continuity  if  checked  at  all 
is  by  the  ending  of  the  surface  lined 
with  columnar  epithelium  or  the  fail- 
ure to  find  an  empty  Graafian  follicle 
in  which  to  engraft  an  ovarian  abscess. 
This  is  true  of  gonorrhoeal  salpingitis, 
but  very  few  cases  are  not  of  a  mixed 
infection.  A  closure  of  the  abdomi- 
nal ostium  may  check  the  disease  for 
a  while. 

The  home  of  the  gonococci  is  in 
localities  lined  with  columnar  epithe- 
lium, but  it  is  indeed  rare  to  find  a 
pure  and  simple  case  of  gonorrhoeal 
salpingitis.  The  ever  present  patho- 
genic bacteria  find,  like  the  cockoo, 
a  fertile  soil  along  the  path  pursued 
by  the  destructive  march  of  gonor- 
rhoea, and  rapidly  produce  their  in- 
roads into  the  peritonaeum  producing 
a  fatal  or  recurring  attacks  of  local- 
ized pelvic  peritonitis.  This  is  the 
manner  of  extension.  The  bacteria 
taken  up  by  the  lymphatics  or  blood- 
vessels are  either  destroyed  quickly 
by  the  phagocytes  or  produce  the 
characteristic  symptoms  of  septic  in- 
toxication. These  are  the  cases  where 
by  limiting  the  number  of  germs  or 
ptomaines  absorbed  the  curetting 
may  save  life,  but  it  does  not  save  the 
tubes  from  a  subsequent  or  continu- 
ous destructive  process  leading  to  a 
closure  of  the  abdominal  and  uterine 
openings.  Leakage  takes  place  in  the 
majority  of  instances  and  results  in 
an  adhesive  and  protective  local  pelvic 
peritonitis.  You  cannot  tell  whether 
the  attack  is  going  to  be  a  general  or 
local  one,  but  it  is  usually  a  local  one 
with  recurring  attacks  following  the 
slightest  leakage.  The  curetting  of 
uterus  does  not  reach  the  tubes.  The 
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adherent  omentum  and  the  portion  of 
peritonaeum  found  diseased  are  not  tra- 
versed by  the  lymphatics  and  veins 
from  the  uterus.  I  have  repeatedly 
examined  the  leaflets  of  the  broad 
ligaments  in  cases  where  prior  to  the 
operation,  a  vaginal  examination  de- 
tected a  mass  of  so  called  cellulitis, 
but  at  the  operation  an  adherent  bowel 
and  omentum  surrounding  a  pus  tube 
the  size  of  a  small  sausage  were  re- 
vealed ;  I  say  I  have  examined  closely 
for  cellulitis  in  these  cases  but  have 
failed  to  find  it.  The  broad  ligaments 
were  clear  and  as  thin  as  parchment. 

These  diseased  and  useless  tubes 
filled  with  pus  crossed  by  many  cica- 
tricial strictures  cannot  be  drained  by 
any  procedure  short  of  a  division  from 
uterus  to  pavillion  and  even  then  it 
would  require  much  pains  and  care  to 
cleanse  the  inside  of  the  tube  by  scrap- 
ing it,  by  sight  with  the  specimen  in 
hand.  Admitting  that  this  can  be 
done,  you  have  a  sequestrum  left  in 
your  hand  the  former  possessor  of 
which  is  much  better  from  having 
parted  with  it. 

Functional  organs  are  what  we 
should  strive  to  save.  Nature  intended 
it  this  way.  When  an  organ  is  useless 
or  has  completed  its  function.  Nature 
either  removes  that  organ  or  refuses 
to  supply  it  with  its  former  nourish- 
ment and  permits  it  to  starve  or 
atrophy.  The  thymus  and  mammary 
glands,  ovaries  and  uterus  are  illustra- 
tions of  physiological  retrogression. 
Nature  abhors  all  disease  processes 
and  wages  war  on  every  occasion 
against  intruders.  She  has  a  superior 
force  to  combat  when  she  attacks  a 
sequestrated  Fallopian  tube.  It  is 
here  the  surgeon  should  come  to  the 
rescue.  Do  not  encourage  the  reten- 
tion of  a  sequestrum   by  aspirating 


through  the  vault  a  pyosalpinx  or 
ovarian  abscess.  You  cannot  drain 
these  cases  and  cure  them.  They 
will  have  fistulae  for  months  with  re- 
currences for  years,  and  your  patient 
will  drag  out  a  miserable  existence. 
You  do  not  find  a  healthy  tube  bound 
down  in  a  mass  of  adhesions.  Where 
you  find  cicatricial  or  adhesive  bands 
over  a  Fallopian  tube  requiring  re- 
moval or  breaking  up,  there  you  will 
find  also  a  tube  diseased  to  such  an 
extent  that  its  removal  is  demanded 
to  prevent  further  mischief. 

Conservative  and  preservative  tubal 
aspiration  and  incision  (salpingos- 
tomy) have  not  met  with  many  con- 
verts or  followers.  Catheterizing  the 
tubes  to  cure  or  relieve  pyo-  and 
hydro-salpinx  is  a  failure,  as  the  path- 
ological condition  present  prevents  its 
execution,  or,  if  performed  success- 
fully, thwarts  its  prime  object — a  cure. 

I  believe  the  conservative  writer 
who  says :  "  Any  obstacle  when  we 
can  safely  do  so  (italics  mine)  should 
be  placed  in  the  way  of  the  laparo- 
tomist,"  does  more  harm  than  good, 
when  at  the  same  time  he  places  a 
curette  in  the  hands  of  many,  who 
cannot  discriminate  between  a  case 
suitable  for  a  curetting  or  for  a  lapar- 
otomy or  both.  I  write  this  with  all 
due  respect  to  the  diagnostic  ability 
of  Xho^  painstaking  g^w^xdX  practitioner. 
I  have  known  within  a  week  two  cases 
to  be  curetted  (J)  in  the  office  of 
physicians  and  permitted  to  walk 
home  within  an  hour  afterwards. 
There  are  suitable  cases  for  a  curet- 
ting and  proper  ways  of  carrying  it 
out. 

It  is  not  a  procedure  of  a  trifling 
character.  No  writer  has  said  so.  It 
is  a  major  surgical  operation,  and  the 
same  precautions  should  be  exercised 


86 


A.  H.  CORDIER. 


in  performing  it.  No  one  should 
curette  a  uterus  walled  in  by  diseased 
appendages  without  at  the  same  time 
removing  the  adnexa,  save  in  the  excep- 
tional acjite  septic  cases  where  the 
curettiftg  is  done  to  save  life  from 
systemic  poisoning  and  the  patient's 
condition  is  such  as  to  prohibit  a  lapar- 
otomy at  same  time.  This  is  rare, 
indeed.  The  work  here  is  incomplete 
and  must  be  finished  by  the  removal 
of  the  diseased  masses  sooner  or  later 
if  you  would  cure  your  patient. 

Dr.  Montgomery,  of  Philadelphia,  a 
Fellow  of  this  Society,  at  its  last 
meeting,  in  discussing  a  paper  by  Dr. 
McMurtry,  so  beautifully  pictured  the 
march  of  this  secondary  or  continuous 
septic  invasion  by  continuity  that  I 
quote  from  him  at  length  to  give  sup- 
port to  my  position  taken  in  this 
paper : 

"A  young  lady  less  than  a  week 
following  confinement  had  a  tempera- 
ture of  103°  F.,  and  in  a  few  days  it 
run  up  to  106°  F.  .  .  .  Intrauterine 
injections  used,  temperature  con- 
tinued high.  Careful  examination 
failed  to  find  that  the  disease  had  pas- 
sed to  the  abdominal  cavity.  Tissues 
were  not  infiltrated  (\t2i\ics  mine).  The 
doctor  curetted  patient.  Temperature 
subsided  to  normal  for  fifty  hours. 
After  this,  for  four  weeks,  tempera- 
ture varied  from  100°  to  101°,  when  it 
again  run  up  to  106°.  The  doctor 
failed  to  find  any  evidence  of  infection 
beyond  the  uterine  cavity.  Uterus 
curetted  again  ;  no  improvement.  At 
a  loss  decided  to  open  the  abdomen. 
Right  ovary  twice  as  large  as  normal. 
Left  ovary  was  found  four  times  its 
normal  size,  with  a  flake  of  lymph  on 
its  anterior  surface  and  with  a  flake  of 
similar  character  protruding  from  its 
orifice.  No  points  of  suppuration  in 
cellular  tissue.   Appendages  removed. 


Left  ovary  contained  an  abscess. 
Temperature  soon  became  normal. 
The  patient  recovered." 

Many  cases  of  septic  infection  fol- 
lowing labor  are  cases  of  autoinf  ection, 
often  having  its  source  in  the  tubes. 
The  placental  site  is  a  favorite  place 
for  absorption.  Here,  as  in  Dr.  Mont- 
gomery's case,  no  procedure  short  of 
a  removal  of  the  bacterial  hot-bed  will 
save  the  woman.  Had  I  not  seen  a 
score  or  more  cases  within  the  year 
illustrating  the  correctness  of  my 
statements  relative  to  incomplete  or 
unfinished  pelvic  operations,  my  posi- 
tion would  not  be  so  well  sustained  by 
experience. 

I  have  within  the  last  two  weeks 
seen  an  old  stationary  Q)  salpingitis, 
quickly  converted  into  one  of  an 
acute  character,  attended  by  much 
suffering  and  danger,  following  the 
dragging,  pulling  and  curetting  of  a 
uterus,  fixed  by  old  inflammatory 
bands,  omentum  and  tubes.  This 
case  was  not  curetted  by  a  so-called 
or  recognized  tyro. 

It  is  not  the  number  of  laparotomies 
performed  or  tabulated  that  should 
bring  to  the  gynaecologist  wide  spread 
reputation  as  an  abdominal  surgeon 
of  ability,  but  the  number  of  recov- 
eries from  the  immediate  results  of 
the  operations  and  the  total  number 
of  cases  relieved  or  cured  by  the 
operative  procedure. 

This,  and  this  only,  should  place 
the  estimating  seal  on  one's  worth. 
If  an  operator  performs  seventy  ab- 
dominal operations  and  has  a  death 
rate  of  35  per  cent,  in  this  age  of  ab- 
dominal work,  his  percentage  of  re- 
coveries is  certainly  not  a  desirable 
one  to  use  as  a  comparison  of  one's 
work  when  wishing  to  refer  to  it  as 
a  criterion  of  his  successes. 

The  men  who   are   operating  for 
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pus,  and  not  for  the  relief  of  symp- 
toms onfyy  generally  find  pus.  The 
cases  falling  into  the  hands  of  the 
surgeon  for  an  operation,  have  usually 
been  treated  without  improvement, 
with  all  remedies,  both  constitutional 
and  local,  the  application  of  which 
has  been  carried  out  with  a  care  and 
a  thoroughness  by  the  family  phy- 
sician that  makes  the  further  use  of 
these  methods  or  remedies  only  prove 
their  uselessness. 

That  there  is  a  refinement  of  diag- 
nostic skill  in  the  examination  of 
these  cases  no  one  will  deny,  yet, 
early  in  the  history  of  chronically  in- 
flamed appendages,  the  question  as  to 
the  exact  character  of  the  case  is  fre- 
quently undecided,  and  the  patient, 
with  rare  exceptions,  will  have  had 
the  benefit  of  this  doubt  a  long  time 
ere  the  operator  examines  the  case. 

It  is  fortunate  that  the  majority  of 
women  suffering  from  tubal  disease 
of  an  inflammatory  character  are  wo- 
men whose  occupations  are  such  as 
to  demand  from  the  surgeon  the 
quickest  and  surest  route  to  restored 
health.  I  say  fortunate  because  they 
submit  to  the  operations  early,  and 
are  cured  quickly  with  the  lowest  rate 
of  mortality  and  less  failure.  It  is 
the  wealthy  who  suffer  long,  who  re- 
fuse relief  from  operative  methods, 
and  in  this  class  of  patients  the  mor- 
tality is  comparatively  high.  Due 
mostly  to  delay  of  radical  surgical 
work,  and  to  complications  produced 
by  prolonged  tinkering  and  procras- 
tination. 

There  is  nothing  gained,  and  much 
risk  encountered  by  fruitless  attempts 
to  preserve  diseased  and  useless 
organs. 

I  present  a  specimen  (see  Plate  I, 
Fig.  i),  for  your  examination,  removed 


afew  weeks  ago.  This  sequestrum  was 
removed  from  the  pelvis  of  a  lady  25 
years  of  age,  who  had  had  a  chronic 
salpingitis  and  pyosalpinx.  She  was 
curetted  to  cure  this  so-called  cellu- 
litis by  preventing  the  farther  absorp- 
tion of  septic  material  by  the  en- 
dometrium. Her  case  was  quickly 
converted  into  one  attended  with  suf- 
fering and  great  danger.  The  manipu- 
lations, dragging,  etc.,  on  the  uterus 
and  tubes,  caused  a  leakage  resulting 
in  an  acute  pelvic  peritonitis.  An 
early  and  thorough  operation  saved 
her  from  the  immediate  danger  fol- 
lowing the  curetting,  and  will  restore 
her  to  perfect  health.  No  other  pro- 
cedure would  have  done  this. 

I  present  here  a  beautiful  speci- 
men (see  Plate  I,  Fig.  2),  of  an 
ovarian  abscess  and  pyosalpinx.  I 
had  the  pleasure  of  assisting  Dr.  Jos. 
Price  in  this  operation. 

This  patient  had  been  treated  for 
nine  weeks  for  typhoid  fever.  When 
admitted,  she  had  a  temperature  of 
105°  F.,  pulse  140,  delirious,  sordes 
on  teeth,  tongue  dry  and  thick.  Ex- 
amination showed  fluctuating  masses 
low  down  against  vaginal  vault,  fixed 
uterus. 

In  fact,  this  case  presented  a  con- 
dition locally  indicating  vault  drain- 
age, as  per  rules  laid  down  by  some 
writers.  The  specimen  was  removed^ 
pelvis  was  full  of  pus ;  irrigated  and 
drained ;  patient  restored  to  perfect 
health.  I  leave  it  to  the  good  judg- 
ment and  experience  of  the  members 
present,  as  to  whether  the  course  pur- 
sued in  this  case  was  a  wise  one.  No 
vaginal  vault  fistula  would  ever  close 
while  this  sequestrum  remained  in  the 
pelvis. 

I  beg  leave  to  submit  to  your  con- 
sideration for  discussion  the  following: 
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(i)  Our  endeavors  should  be  so 
directed  in  the  treatment  of  this  class 
of  cases,  as  to  effect  the  most  cures 
in  the  shortest  period,  even  at  the  ex- 
pense of  a  sacrifice  (?)  of  diseased  and 
useless  organs. 

(2)  Very  few,  if  any,  pelvic  absces- 
ses are  suitable  cases  for  vault  drain- 
age. 

(3)  Pelvic  abscesses  are,  in  the  great 
majority  of  instances,  secondary  to 
tubal  and  ovarian  diseases.  Trau- 
matic cases  being  the  rare  exception. 

(4)  In  cases  where  (admitting  the 
existence  of  such),  the  abscesses  are 
the  result  of  lymphatic  absorption, 
the  tubes  will  be  found  diseased  also, 
by  the  extension  of  the  disease  from 
the  uterus  by  continuity,  and  will  re- 
quire removal  also. 

(5)  With  our  present  diagnostic 
skill,  a  differential  diagnosis  is  im- 
possible as  to  whether  we  have  to 
deal  with  a  condition  suitable  for 
vault  drainage  or  not,  as  per  rules 
and  indications  laid  down  be  some 
advocates  of  this  procedure. 

(6)  Imperfect  and  incomplete  oper- 
ations are  poor  conservative  agents, 


and  are  sure  to  disappoint  the  patient 
and  bring  censure  to  the  surgeon. 

(7)  Breaking  up  all  adhesions  and 
removal  of  all  diseased  masses  brings 
the  speediest  and  surest  cures.  Ad- 
hesions are  sources  of  much  suffering 
and  danger,  and  any  operation  is  un- 
finished that  does  not  liberate  all  im- 
prisoned sound  organs  and  remove  all 
diseased  structures. 

(8)  Time  and  expense  demand  in 
many  cases  the  quickest  route  to  com- 
plete recovery.  A  low  death  rate  at- 
tends the  operations  performed  on 
the  poorer  classes.  Early  surgery  and 
absence  of  prolonged  tinkering  are 
the  factors  in  the  successes  in  this 
class  of  patients. 

(9)  If  a  woman  escapes  the  dangers 
to  life  from  inflamed  uterine  append- 
ages, she  has  left  crippled  and  useless 
organs  liable  to  relapses. 

(10)  Uterine  appendages  are  not 
necessary  to  a  woman's  healthy  exist- 
ence. Useless  diseased  organs  are 
sources  of  invalidism,  and  dangerous 
to  harbor.  Healthy  organs  should 
not  be  removed. 


Chronic  Abscess  due  to  Appendicitis.^ 


BY  J.    M.    BALDY,    M.D., 

PHILADELPHIA. 


*  Mrs.  K.  was  brought  to  me  last 
spring  by  her  physician  for  an  opinion 
regarding  a  rapidly  growing  tumor  in 
the  right  inguinal  region.  It  had  first 
been  noticed  two  years  previously  as 
a  small  protrusion  from  or  in  the 
region  of  the  external  inguinal  ring. 

1  Read  before  the  Obstetrical  Society  of  Philadelphia, 
October  6,  1892. 


A  truss  had  been  applied  under  the 
impression  that  the  tumor  was  a  her- 
nia. It  had  grown  but  little  during 
the  next  two  years,  and  only  began  to 
increase  in  size  since  the  first  of  the 
present  year,  since  which  time  it  had 
grown  rapidly  and  was  the  size  of  a 
large  foetal  head  when  the  patient  was 
seen  by  me  late  in  the  spring.     The 
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position  of  the  tumor  was  to  the  right 
of  the  median  line.  It  extended  from 
the  iliac  crest  to  several  inches  above 
the  umbilicus.  It  was  apparently  cir- 
cumscribed and  felt  like  a  very  tense 
cyst  with  thick  contents  or  a  soft  my- 
omatous tumor.  It  was  growing  so 
rapidly  that  from  week  to  week  its  in- 
crease in  size  was  quite  perceptible  to 
the  naked  eye.  The  patient  had  lost 
considerable  flesh  and  was  in  general 
ill  health.  The  past  history  as  to  the 
origin  of  the  growth  was  extremely 
uncertain  ;  there  was  a  doubtful  fam- 
ily history  of  malignancy.  Taking  all 
the  facts  into  consideration  I  was  of 
the  opinion  that  the  growth  was  a  sar- 
coma, possibly  cystic.  With  this  un- 
derstanding the  woman  entered  the 
Gynecean  Hospital  for  an  operation, 
which  was  made  several  days  later. 
So  thoroughly  satisfied  was  I  that  the 
growth  was  a  circumscribed  tumor 
that  I  made  a  long  incision  over  the 
top  of  it,  intending  to  enucleate  it. 
As  I  dissected  down  on  the  growth  I 
was  somewhat  puzzled  at  not  finding 
a  cyst  wall,  and  while  carefully  look- 
ing for  one  was  astounded  to  see  pus 
suddenly  gush  from  under  my  knife. 
The  opening  which  had  been  made 
was  quickly  enlarged,  and  something 
like  a  quart  or  more  of  pus  was  evac- 
uated, the  tumor  at  the  same  time  dis- 
appearing. A  carefu]  investigation 
revealed  the  following :  The  cavity 
from  which  the  pus  had  been  emptied 
was  between  the  skin  and  muscles,  the 
connective  tissue  having  almost  disap- 
peared. At  the  extreme  lower  end  of 
this  cavity  an  opening  was  found,  pass- 
ing behind  the  muscles  at  their  attach- 
ment to  the  iliac  bone  anddipping  down 
into  the  region  of  the  head  of  the  cae- 
cum, where  a  large  cavity  was  formed, 
the  walls  of  which  were  evidently  made 


up  of  coils  of  intestines  adherent  to- 
gether. Both  cavities  were  lined  with 
a  thick  pyogenic  membrane,  great 
masses  of  which  could  be  torn  away. 
Irrigation  was  practiced  most  thor- 
oughly, and  two  drainage  tubes  were 
placed ;  one  extending  down  behind 
the  muscles  into  the  abdominal  cav- 
ity ;  the  other  in  that  portion  of  the 
cyst  between  the  muscles  and  skin. 
The  incision  was  closed  its  full  length. 
The  recovery  was  slow  but  good. 
There  is  still  a  slight  oozing  from  the 
sinus  track,  which  is  gradually  becom- 
ing less  and  less. 

After  the  patient's  recovery  I  was 
by  careful  examination  enabled  to 
elicit  the  information  that  some  three 
or  four  years  ago  she  had  an  attack  of 
inflammation  in  the  region  of  the 
tumor,  deep  in  towards  the  back, 
which  caused  her  an  illness  of  several 
weeks,  but  which  gradually  and  en- 
tirely left  her.  She  knew  nothing 
more  of  it  until  the  hernia,  as  she 
called  it,  appeared  and  until  I  ques- 
tioned her  closely  had  not  connected 
the  two  together  as  cause  or  result. 
The  original  attack  was  undoubtedly 
an  appendicitis,  and  the  pus  cavity  had 
existed  in  a  partial  quiescent  state 
for  years,  until  some  irritation  arose, 
sufficient  to  cause  its  rapid  develop- 
ment. Whether  the  truss  had  any- 
thing to  do  with  this  or  not  is  doubt- 
ful, as  she  had  worn  it  for  almost  two 
years,  off  and  on,  without  any  indica- 
tion of  trouble. 

Had  I  elicited  the  facts  of  the  pri- 
mary attack  of  inflammation  before 
the  operation  I  might  possibly  have 
come  to  a  more  correct  diagnosis  in 
this  case,  and  yet  it  seems  to  me  more 
than  doubtful,  even  had  I  known  of 
the  attack,  that  I  should  have  arrived 
at  a  correct  conclusion.     The  occur- 
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rence  of  an  abscess  of  this  kind  re- 
maining quiescent  for  such  a  length 
of  time  being  so  unusual ;  the  lack  of 
symptoms  connecting  the  two  occur- 
rences, the  acute  attack  of  appendici- 
tis, and  the  appearance  of  the  sup- 
posed hernia;  the  existence  of  the 
apparent  hernia  for  so  long  and  finally 
its  sudden  and  rapid  growth ;  the  non- 
elevation  of  temperature  and  pulse, 
all  tended  to  deceive.  On  the  other 
hand  the  chances  of  sarcoma  were 
quite  good.  A  small  growth  which 
remained  quiescent  or  grew  but  slowly 
for  a  long  while,  suddenly  taking  on 
rapid  growth,  with  all  the  appearance 
and  position  of  such  a  tumor,  cer- 
tainly furnishes  a  sufficient  excuse  for 
the  mistake,  a  mistake  which  resulted 
in  no  practical  harm. 

MALIGNANT   PERITONEAL   CYST. 

I  call  the  tumor  in  this  case  by  the 
above  title  because  I  do  not  know 
what  else  to  call  it.  I  have  never 
seen,  nor  have  I  ever  heard  of  any- 
thing like  it  in  all  my  experience  in 
abdominal  surgery.  To  the  present 
day  I  am  unable  to  say  just  what  the 
pathological  condition  was.  I  will 
explain  to  the  best  of  my  abilities  the 
condition  of  affairs  as  I  found  them, 
in  the  hope  that  some  of  the  members 
of  the  society  may  enlighten  me. 

Mrs.  M.  H.  applied  to  me,  during 
July  last,  for  relief  from  an  abdominal 
growth.  At  first  sight  she  appeared 
to  be  suffering  from  a  parovarian 
cyst.  So  plain  did  the  diagnosis 
seem,  that  I  took  her  before  my  class 
at  the  Polyclinic  and  demonstrated  to 
the  gentlemen  present  the  appearance 
and  diagnosis  of  this  disease.  The 
woman  was  of  fair  size,  had  lost  flesh 
and  suffered  from  indefinite  bad  feel- 
ings, due  apparently  to  the  size  of  the 


growth.  The  abdominal  walls  were 
thin,  as  was  also  the  cyst  walL  The 
cyst  contents  were  apparently  of  a 
watery  character.  The  uterus  and 
both  ovaries  could  be  palpated  and 
were  apparently  free  from  the  tumor. 
I  presumed  the  tumor  to  be  entirely 
free  from  adhesions,  and  demon- 
strated this  fact  to  the  class  by  pick- 
ing up  the  abdominal  wall  and  moving 
it  over  the  surface  of  the  cyst.  The 
rapidity  of  the  growth  was  noted  and 
supposed  to  corroborate  the  diagnosis. 
There  was  no  marked  cachexia  or 
emaciation. 

At  the  operating  table  I  again 
stated  that  I  was  dealing  with  a  par- 
ovarian cyst  and  that  the  operation 
would  be  a  simple  and  quick  one. 

Much  to  my  astonishment,  when  I 
cut  down  to  the  cyst,  I  found  it 
densely  adherent  to  the  parietal  peri- 
toneum.. With  difficulty  only  could 
I  find  the  point  of  division  at  which 
to  begin  the  separation.  This  I  made 
slowly  and  cautiously,  as  my  hand 
seemed  to  be  passing  through  con- 
nective tissue,  as  though  I  were  strip- 
ping off  the  peritonaeum  from  the 
abdominal  wall.  Many  times  during 
the  process  did  I  examine  my  ground 
carefully  and  anxiously,  and  could 
not  satisfy  myself  as  far  as  my  eyes 
were  concerned  but  that  I  was  be- 
tween a  cyst  wall  and  the  parietal 
peritonaeum,  and  yet  all  the  time  my 
sense  of  touch  warned  me  that  this 
was  not  true.  Finally,  after  an  ex- 
tremely bloody  five  minutes  the  flanks 
were  reached  on  both  sides,  the  pubic 
arch  below  and  the  upper  limit  (the 
diaphragm)  of  the  tumor  above.  At 
all  of  these  points  I  was  met  by  a  re- 
sistance such  as  one  would  meet  with 
if  they  had  separated  two  layers  of  a 
strong  fascia  up  to  its  bony  insertion. 
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I  was  considerably  nonplussed,  but 
determined  to  push  ahead  somewhere 
and  get  into  the  abdominal  cavity  if 
necessary  to  find  my  landmarks,  and 
find  if  the  posterior  part  of  the  tumor 
and  the  intestines  were  so  adherent 
as  the  anterior  part  and  the  parietal 
peritoneum  apparently  were.  Gradu- 
ally and  cautiously  I  worked  one 
finger  through  a  weak  point  in  the 
right  flank,  and  after  making  the  first 
break  found  it  pass  easily,  apparently 
breaking  adhesions,  until  it  reached 
the  spinal  column  and  rested  on  the 
large  vessels,  it  being  completely  pos- 
terior to  the  tumor.  No  intestines 
had  as  yet  been  felt  or  seen.  I  with- 
drew the  hand  and  now  tried  to  break 
into  the  abdominal  cavity  at  the 
upper  limits  of  the  tumor,  feeling 
that  somehow  or  other  I  had  made  a 
great  mess  of  what  appeared  at  first 
sight  to  be  an  easy  piece  of  work. 
In  this  attempt  my  finger  entered  the 
cyst  itself,  and  I  emptied  therefrom 
a  large  quantity  (a  gallon  or  more)  of 
darkish,  flaky  fluid.  The  interior  of 
the  cyst  was  soft  and  velvety,  and 
was  studded  all  over  with  either  tu- 
bercular or  malignant  nodules,  from 
the  size  of  a  millet  seed  to  that  of  a 
pea.  Through  the  posterior  wall 
■could  be  seen  coil  after  coil  of  intes- 
tines; in  fact  the  posterior  wall 
seemed  to  be  made  up  of  these  coils, 
held  together  by  the  soft  velvety 
membrane  grasping  each  and  every 
coil  as  closely  and  uniformly  as  their 
peritoneal  covering.  It  was  impos- 
sible to  move  the  cyst  wall  from  the 
intestinal  coils  so  closely  adherent 
were  they. 

I  was  now  at  a  complete  loss  to  ex- 
plain the  condition,  and  frankly  stated 
to  the  gentlemen  present  that  I  did 
not  know  exactly  what  I  was  dealing 


with  or  what  to  do  with  it.  While 
talking,  my  finp^ers  were  playing  about 
over  the  inside  of  the  cyst  in  hope 
that  I  might  find  something  to  explain 
matters,  when,  much  to  my  surprise, 
they  sank  into  the  pelvis  and  came  in 
contact  with  what  appeared  to  be  the 
pelvic  organs.  I  supposed  at  first 
that  I  had  inadvertently  perforated 
the  cyst  wall  and  had  thus  entered 
the  pelvic  cavity.  A  careful  examina- 
tion proved  this  to  be  incorrect.  I  at 
once  lengthened  the  opening  in  the 
cyst  down  towards  the  pelvis,  and 
easily  demonstrated  to  all  the  gentle- 
men present  (there  being  some  ten  or 
fifteen)  that  all  the  pelvic  organs  were 
inside  the  cyst  and  were  covered  with 
exactly  the  same  kind  of  lining  and 
nodules  as  was  the  rest  of  the  cyst. 
The  uterus,  both  ovaries  and  both 
tubes  were  there  intact.  The  ovaries 
had  both  undergone  cystic  degenera- 
tion, the  cysts  being  as  large  as 
oranges.  To  the  side  of  both  ovaries 
and  apparently  growing  from  them 
were  papillomatous  masses  ;  the  tubes 
were  shortened  and  thickened,  the 
fimbriated  ends  were  both  perfect, 
but  short  and  stumpy ;  the  uterus  was 
quite  large  and  heavy.  The  whole 
pelvic  cavity  formed  part  of  the  cyst 
cavity,  the  bladder  bulging  into  it 
from  in  front.  Neither  the  rectum 
nor  sigmoid  fiexture  of  the  colon  could 
be  detected  in  the  cyst.  Through 
other  parts  of  the  cyst,  as  has  been 
said,  the  intestines  (as  far  as  I  can 
remember,  the  small  intestines)  could 
be  seen  and  felt.  Other  abdominal 
organs,  such  as  the  liver  and  stomach, 
could  also  be  felt,  and  were  adherent 
to  the  cyst  wall. 

A  drainage  tube  was  placed  in  each 
flank  between  the  cyst  wall  and 
abdominal  wall,  and  a  third  one  was 
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placed  inside  the  cyst  to  the  bottom 
of  the  pelvis.  The  patient's  recovery 
was  slow  but  satisfactory.  She  still 
has  a  sinus  into  the  pelvis,  which  will 
probably  never  close,  and  which  dis- 
charges a  variable  amount  of  thin 
fluid  from  time  to  time.  The  nodules 
can  yet  be  seen  against  the  posterior 
surface  of  the  cyst  wall  through  the 
tube  opening,  which  is  as  large  as 
one's  thumb-nail.  The  patient  has 
gained  largely  in  flesh,  and  is  a  much 
better  woman,  but  far  from  well.    She 


does  not  seem  to  have  any  very  well 
defined  suffering,  but  feels  generally 
unwell  and  lacks  strength  and  energy. 
She  returns  periodically  to  have  the 
sinus  dressed,  and  I  shall  most  likely 
be  able  to  obtain  the  specimen  some 
day. 

The  only  explanation  I  am  able  ta 
make  of  the  case  is,  that  there  was  a 
congenital  anomalous  distribution  of 
the  peritonaeum,  which  later  in  life 
took  on  malignant  changes. 


A  Case   of    Twin   Pregnancy,    Complicated   by   a   Large 
Myoma  in  the  Right  Broad  Ligament — Abdominal 
Section  and  Removal  of  Three  Tumors — 
Abortion — Recovery.^ 


BY    WILLIAM   J.    TAYLOR,    M.D. 

PHILADELPHIA,   PA., 


Surgeon  to  St.  Agnes'  Hospital ;  Assistant  Surgeon  to  the  Orthepcedic  Hospital 
and  Infirmary  for  Nervous  Diseases. 


Just  four  years  ago  I  had  the  honor 
of  exhibiting  to  this  society,  at  its 
meeting,  held  October  4,  1888,  three 
tumors  which  I  had  that  day  removed 
by  abdominal  section.  A  large  myoma 
from  the  right  broad  ligament,  and 
two  smaller  sub-peritoneal  myomata 
from  the  posterior  and  upper  surface 
of  the  uterus. 

The  case  was  in  many  respects 
unique,  and  elicited  very  free  discus- 
sion and  much  adverse  criticism. 

At  that  time  a  short  statement  of 
the  case  was  made,  and  the  steps  of 
the  operation  described,  but  I  trust 
that  a  further  report,  with  the  subse- 


1  Read  before  the  Obstetrical  Society  of  Philadelphia, 
October  6th,  1892. 


quent  history  of  the  patient,  may 
prove  of  interest. 

Much  that  I  now  state  concerning 
the  operation  itself  will  be  found  in 
the  published  transaction  of  that 
meeting.  So  long  a  time  has  elapsed,, 
however,  since  that  report  was  made> 
that  I  must  ask  the  indulgence  of  the 
members  then  present,  for  repeating^ 
myself,  in  order  that  all  the  facts  im 
the  case  may  be  understood. 

Isabella  McM.,  aged  30  years,  was 
married  on  May  7,  1888.  She  had 
always  been  healthy,  and  for  many 
years  had  worked  on  a  farm  in  Ire- 
land, frequently  doing  the  work  of  a 
man  in  the  fields. 

May  20  was  the  date  of  her  last 
menstruation,  which,  up  to  this  time, 
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"had  always  been  perfectly  regular. 
Within  a  month  she  began  to  suffer 
from  nausea  and  vomiting,  and  con- 
sidered herself  pregnant. 

By  the  end  of  June  she  had  a  little 
pain  in  the  right  side,  which  steadily 
grew  worse.  On  August  21  she 
sailed  for  America,  and  during  the 
voyage  was  very  sea-sick.  While  on 
board  ship  she  suffered  from  retention 
of  urine,  which  was  only  relieved  by 
the  use  of  a  catheter.  Shortly  after 
landing  here  she  suffered  again  from 
retention  of  urine,  which  was  relieved 
by  a  catheter. 

When  I  was  called  to  see  her  about 
October  i,  she  was  fairly  well  nour- 
ished, but  her  face  showed  unmistak- 
able signs  of  great  suffering.  Her 
general  condition  was  very  poor.  She 
was  restless  and  unable  to  sleep. 
There  was  constant  nausea  and  sick 
stomach,  and  she  was  able  to  retain 
food  only  in  small  quantities. 

The  tongue  was  dry,  harsh  and 
somewhat  coated.  The  pulse  was 
rapid,  120  per  minute,  and  very  weak. 
There  was  diarrhoea  which  had  lasted 
for  several  days.  The  urine  con- 
tained albumen.  She  complained  of 
great  pain  in  the  abdomen,  especially 
in  the  right  side.  The  bladder  was 
very  irritable.  There  has  been  no 
bleeding  nor  discharge  from  the 
uterus. 

The  breasts  showed  well-marked 
signs  of  pregnancy,  and  contained 
milk.  The  abdomen  was  enlarged, 
and  in  the  right  iliac  region  was  a 
mass  about  the  size  of  a  small  cocoa- 
nut,  which  was  hard,  fixed  and  pain- 
ful. This  tumor  had  been  growing 
very  rapidly  and  was  becoming  more 
painful  each  day.  Believing  that  I 
probably  had  to  deal  with  an  extra- 
uterine pregnancy,  and  as  her  general 


condition  was  bad  and  rapidly  grow- 
ing worse,  I  called  Prof.  W.  W.  Keen 
and  Dr.  Barton  C.  Hirst  to  see  her 
with  me  in  consultation. 

The  diagnosis  was  obscure.  Was 
the  mass  in  the  right  iliac  region  an 
extrauterine  foetus,  or  was  it  a  rapidly 
growing  myoma  ? 

It  was  very  dense,  and  the  pulsa- 
tions of  the  aorta  could  be  distinctly 
heard  with  a  stethoscope  at  any  point 
over  the  surface  of  the  tumor. 

Its  rapid  growth,  for  it  had  mark- 
edly increased  in  size  within  the  past 
few  weeks,  led  me  to  suppose  that  it 
might  be  a  tubal  pregnancy,  although 
many  of  the  usual  symptoms  were 
absent. 

Very  little  could  be  learned  by  vagi- 
nal examination,  and  every  attempt 
caused  great  pain. 

Dr.  Hirst  was  able  to  recognize 
positively  the  presence  of  a  foetus  in 
the  enlarged  uterine  cavity,  but  we 
were  unable  to  make  a  positive  diag- 
nosis of  the  mass  in  the  right  side. 
Her  condition  was  very  bad  and  rap- 
idly growing  worse ;  if  anything  was 
to  be  done  it  must  be  done  at  once  in 
order  to  save  the  woman's  life. 

An  exploratory  abdominal  section 
was  decided  upon,  and  she  was  re- 
moved to  St.  Agnes'  Hospital  and 
prepared  for  operation  by  baths,  vagi- 
nal douches,  shaving  of  the  abdomen 
and  pubes,  and  thorough  disinfection 
of  the  abdomen. 

The  next  day,  October  4,  1888,  at 
2.30  P.M.,  with  the  assistance  of  Prof. 
W.  W.  Keen  and  Dr.  Joseph  Fox,  and 
in  presence  of  Drs.  Hirst,  Parvin, 
Mears,  Oliver,  Roberts  and  the  mem- 
bers of  the  House  Staff,  I  made  a 
median  incision  and  at  once  opened 
the  peritonaeum. 

Two  large  tumors  immediately  pre. 
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sented  which  were  joined  below,  but 
were  separate  above.  The  tumor  to 
the  left  was  the  pregnant  uterus, 
which  was  soft,  elastic  and  dark  in 
color.  That  to  the  right  was  the  new 
growth. 

The  great  mass  of  the  tumor  was 
between  the  layers  of  the  broad  liga- 
ment, or  true  intraligamentous  my- 
oma. The  left  tube  and  ovary,  were 
easily  found,  and  were  normal.  On 
the  right  side  it  was  at  first  impossi- 
ble to  recognize  the  ovary  and  tube, 
but  on  enlarging  the  wound  and  pass- 
ing the  hand  deep  down  into  the  pel- 
vis, they  were  found,  and  were  normal. 
The  veins  were  enormously  enlarged, 
thus  making  matters  still  more  for- 
midable. Dr.  Keen  with  great  diffi- 
culty was  able  to  lift  the  upper  por- 
tion of  the  tumor  partially ,  through 
the  abdominal  opening,  while  I  made 
an  incision  through  the  upper  layers 
of  the  broad  ligament,  and  through 
the  capsule  of  the  tumor.  By  this 
means  I  was  enabled  to  enucleate  the 
tumor  by  peeling  off  the  capsule  until 
I  arrived  at  its  attachment  to  the 
uterus,  which  was  over  a  space  of 
three  or  four  inches  in  diameter.  The 
weight  of  the  tumor  then  caused  the 
uterine  tissue  to  tear,  and  haemor- 
rhage was  very  free.  Dr.  Keen 
grasped  the  pedicle  with  the  thumbs 
and  fingers  of  both  hands  while  I 
quickly  stripped  off  the  remaining 
portion  of  the  capsule  and  removed 
the  tumor.  Haemorrhage  was  very 
free,  alarmingly  so  for  a  moment,  from 
the  walls  of  the  capsule  and  from  the 
uterine  tissue.  This  was  controlled 
by  means  of  haemostatic  forceps, 
which  were  replaced  as  soon  possible 
by  catgut  ligatures.  At  a  few  points 
it  was  necessary  to  embrace  the  bleed- 
ing area  with  a  continuous  suture  of 


catgut.  The  redundant  portion  of  the 
capsule  was  then  cut  away,  and  after 
all  bleeding  had  been  controlled,  the 
edges  were  brought  together  with  a 
continuous  catgut  suture.  A  glass 
drainage  tube  had  been  placed  down 
into  the  cavity  from  which  the  tumor 
had  been  removed,  and  its  free  end 
brought  out  of  the  abdominal  wound. 

There  were  two  subperitoneal  my- 
omata,  about  an  inch  and  a  half  in 
diameter,  which  I  also  removed,  one 
from  the  upper  and  one  from  the  pos- 
terior surface  of  the  uterus.  In  liga- 
turing the  base  of  one  of  these,  the 
capsule  was  torn  and  very  free  bleed- 
ing occurred ;  the  other  I  enucleated 
after  a  simple  incision  of  its  capsule. 
There  were  several  small  bodies,  pre- 
sumably myomata,  dotted  here  and 
there  over  the  surface  of  the  uterus, 
about  the  size  of  my  little  finger  nail. 
These  I  did  not  attempt  to  remove. 

These  three  tumors,  which  I  bring 
here  again  to-night,  weighed  in  all 
three  pounds  fourteen  ounces. 

Microscopic  examination  of  a  sec- 
tion of  the  large  tumor  was  kindly 
made  for  me  by  Dr.  F.  A.  Packard, 
who  pronounced  it  to  be  a  typical 
myoma. 

The  patient  reacted  nicely  from  the 
shock  of  the  operation,  which  was  one 
of  great  difficulty  and  consumed  much 
time,  especially  in  the  arrest  of  haem- 
orrhage. 

For  some  days  her  condition  was 
most  favorable,  but  on  the  sixth  day 
from  the  date  of  the  operation  she 
began  to  show  symptoms  of  aborting 
and  suffered  intense  pain  for  some 
hours,  especially  in  the  region  of  the 
wound.  For  this  reason  and  in  the 
fear  that  persistent  and  active  uterine 
contraction  might  do  serious  damage, 
and  as  the  os  uteri  was  widely  dilated 
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and  a  foot  of  a  foetus  presented,  ac- 
tive interference  was  decided  upon. 
Dr.  Keen,  who  was  most  kind  in  giv- 
ing me  aid  and  council  throughout  the 
case,  assisted  me  in  removing  a  foetus 
of  a  little  over  four  months'  develop- 
ment, along  with  its  membranes  and 
placenta.  As  it  was  impossible  to 
distinguish  with  the  finger  in  the  in- 
terior of  the  uterus  anything  further, 
we  concluded  it  was  emptied — but  in 
this  we  were  in  error.  Our  manipu- 
lations were  of  necessity  very  limited, 
for  fear  of  doing  damage  to  the 
wound. 

The  next  day  something  went 
wrong  in  the  heating  arrangements  of 
the  room  in  which  she  was  lying. 
This  was  soon  followed  by  a  chill  and 
a  sharp  attack  of  pleurisy  of  the  right 
side.  On  the  eighth  day,  and  second 
from  the  first  abortion  she  was  deliv- 
ered spontaneously  of  another  and 
second  foetus  which  was  alive  and 
lived  for  one  hour.  Up  to  this  time 
we  had  no  suspicion  of  a  twin  preg- 
nancy. On  the  twelfth  day  her  left 
leg  became  swollen  and  painful,  and  a 
well  marked  condition  of  phlegmasia 
dolens  developed. 

From  this  time  on  her  recovery  was 
slow  but  satisfactory,  and  she  left  the 
hospital  in  a  good  condition.  Swel- 
ling of  the  left  leg,  however,  occurred 


and  required  her  to  wear  a  bandage 
constantly. 

Some  time  after  she  left  the  hos- 
pital a  persistent  diarrhoea  set  in, 
which  finally  became  a  true  membra- 
nous enteritis,  large  numbers  of  intes- 
tinal casts  were  passed. 

She  became  very  much  exhausted, 
and  the  pulse  became  weak  and  rapid. 
Nothing  in  the  way  of  drugs  or  diet 
seemed  to  do  her  any  good,  and  finally 
in  despair  all  treatment  was  stopped, 
and  in  time  recovery  took  place. 

She  subsequently  became  pregnant, 
and  on  December  13,  1889,  a  little 
over  fourteen  months  from  the  date 
of  the  operation,  she  was  delivered  of 
a  fine  boy,  now  alive  and  well.  I  did 
not  attend  her  in  her  confinement, 
but  learned  from  her  that  she  was  in 
labor  for  about  sixteen  hours,  and  that 
she  had  intense  pain. 

The  perinaeum  was  badly  lacerated. 
Again  she  became  pregnant  and  was 
delivered  of  a  healthy  girl  on  August 

13,  1891. 

She  now  comes  to  me,  September 

14,  1892,  suffering  with  a  torn  cervix, 
and  badly  lacerated  perinaeum,  and 
almost  complete  prolapse  of  the  uterus. 

The  abdominal  scar  is  in  perfect 
condition,  and  there  is  no  evidence  of 
trouble  at  that  point. 


Hard  Growths  of  the  Uterus.^ 
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Hard  tumors  of  the  womb  are  re- 
ceiving the  attention  not  only  of  spe- 
cialists but  of  general  practitioners. 

1  Read  before  the  Obstetrical  Society  of  Philadelphia, 
October  6,  1892. 


Many  of  us  need  only  formulate  the 
deduction  of  our  experience,  however 
limited  that  may  be,  to  appreciate  the 
gravity  of  these  cases  and  the  impor- 
tance of  the  most  careful  and   sci- 
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entific  surgical  investigation.  The 
results  already  attained  by  many  emi- 
nent men  of  the  profession  are  highly 
gratifying.  Many  of  these  tumors  are 
of  varied  and  entirely  different  patho- 
logical appearance  and  would  seem  to 
have  originated  from  different  causes 
or  conditions,  but  experience  presses 
the  conviction  that  they  all  have  their 
beginning  in  fibroid  changes.  We  can- 
not account  for  the  many  changes  and 
varying  conditions  of  these  growths, 
but  we  can  appreciate  how  they  baffle 
medical  and  complicate  surgical  treat- 
ment. We  know  that  fibroid  disease 
is  not  limited  to  the  womb ;  that  we 
have  it  in  the  walls  of  the  heart,  car- 
diac fibrosis,  and  in  numerous  other 
organs  and  muscles  of  the  body.  With 
the  very  first  indication  of  such  a 
pathological  condition  our  investiga- 
tion should  begin. 

Unfortunately  we  rarely  see  these 
cases  early  enough  in  their  history  to 
know  much  of  their  earlier  pathologi- 
cal changes.  It  is  when  general  health 
has  ended  and  the  disease  has  assumed 
the  mastery,  that  the  surgeon  is  called 
in.  These  tumors  in  anatomical  struc- 
ture are  of  low  vitality  and  prone  to 
develop  rapidly  into .  malignant  forms 
of  disease.  A  hard  nodular  uterus  of 
many  years  growth  will  suddenly  de- 
velop malignant  disease  in  one  nodule 
and  a  rapid  growth  of  enormous  size 
will  soon  result  fatally  or  greatly  com- 
plicate an  operation  for  its  removal. 
The  encouraging  outlook  for  the  more 
successful  treatment  of  these  fibroid 
troubles  comes  of  the  fact  that  the 
general  practitioner  has  reached  the 
point  of  considering  it  worth  his  while, 
in  the  interest  of  innumerable  suf- 
ferers, to  investigate  these  diseases 
and  to  call  in  timely  assistance. 

I  have  carefully  examined  over  one 


hundred  hard  tumors  after  removal 
to  ascertain  as  near  as  possible  the 
maryier  of  their  growth  and  develop- 
ment. In  the  true  fibroma  we  have 
but  a  trace  of  muscular  fibre  and  but 
little  connective  tissue,  and  most  of 
that  in  its  capsule.  The  vascular  sup- 
ply is  almost  entirely  in  the  capsule, 
with  small  vessels  running  into  the 
tumor,  but  the  capsule  is  highly  vas- 
cular, and  as  the  tumor  advances  in 
size  its  vascularity  increases. 

In  the  myomatous  tumors  we  find  a 
different  arrangement  of  the  blood 
supply,  as  the  vessels  not  only  are 
very  numerous  and  large  in  the  pedi- 
cle, but  they  are  of  large  calibre  and 
tortuous  all  through  the  tumor.  From 
the  very  beginning  of  a  myomatous 
growth  to  its  maturity,  or  the  destruc- 
tion of  the  patient,  the  blood  supply 
is  ever  increasing,  and  the  growth  of 
the  tumor  rapid  in  comparison  to  the 
pure  fibroma  of  the  hard  nodular  va- 
riety, and  the  muscular  element  can 
without  trouble  be  demonstrated.  In 
myomatous  growths  the  development 
of  the  tumor  is  more  even,  and  re- 
minds us  more  of  a  pregnant  condi- 
tion, while  the  nodular  variety  could 
not  be  confounded  so  easily  with'nor- 
mal  gestation.  The  muscular  or  myo- 
matous variety  is  more  apt  to  be  dif- 
fused, or  one  face  of  the  uterus  covered 
with  the  growth  and  the  uterine  canal 
passing  half  round  the  tumor,  but  I 
have  yet  to  see  the  tumor  that  occu- 
pied the  entire  walls  of  the  womb. 

The  nodular  variety  has  its  begin- 
ning, in  most  instances,  in  the  mus- 
cular structure  of  the  uterus  and  may 
travel  in  its  growth  either  to  the  uter- 
ine cavity  or  in  the  direction  of  the 
peritoneal  cavity;  the  latter  is  the 
direction  usually  taken  by  these 
growths,  as  there  is  least  resistance 
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and  greater  freedom  for  development. 
In  either  direction  they  may  be  pedun- 
culated. It  is  rather  rare  to  see  a 
true  hard  fibroid  single  ;  most  of  them 
are  multiple,  with  one  nodule  of  large 
size,  and  a  number  of  small  ones  sur- 
rounding the  main  tumor,  and  it  is  in 
the  large  tumor  that  we  find  the 
changes,  such  as  malignancy  and  fatty 
degeneration  and  cedematous  changes 
going  on ;  it  is  these  changes  that 
make  all  solid  tumors  dangerous  to 
the  individual  so  incumbered. 

When  these  tumors  travel  in  the 
direction  of  the  uterine  cavity  they 


may  be  safely  born  and  the  individual 
relieved  of  her  troublesome  tenant. 

I  have  operated  on  six  patients  for 
large  fibroid  tumors  by  the  extraperi- 
toneal method ;  all  recovered,  and  all 
are  yet  living.  Four  of  the  six  were 
nodular  fibroid  tumors  undergoing 
rapid  sacomatous  changes,  in  two  nod- 
ules ;  and  in  assisting  Dr.  Joseph 
Price  in  his  work,  I  have  also  found  a 
number  undergoing  the  same  rapid 
malignant  changes.  It  is  this  condi- 
tion that,  in  many  cases,  drives  the 
patient  to  operative  interference. 


A  Large  Collection  of  Pus  between  the  Layers  of  the 
Broad  Ligament  Complicating  Pregnancy.^ 
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The  patient  was  a  middle  aged  wo- 
man in  the  fifth  month  of  pregnancy. 
It  had  been  a  number  of  years  since 
she  had  been  pregnant  before.  She 
came  to  the  hospital  from  Coatesville, 
under  the  care  of  Dr.  Spratt.  She 
had  been  confined  to  bed  about  eleven 
weeks  and  was  desperately  ill.  A 
large  tumor  could  be  made  out  along- 
side the  womb,  for  which  an  abdomi- 
nal section  was  performed.     Between 

1  Read  before  the  Obstetrical  Society  of  Philadelphia, 
October  6,  1892. 


the  layers  of  the  right  broad  ligament 
a  cystic  tumor,  containing  about  two 
quarts  of  pus,  was  incised  and  evacu- 
ated. The  sac  was  sewed  to  the  ab- 
dominal wall  and  thus  drained.  The 
woman  recovered.  It  is  likely  that 
the  tumor  was  a  suppurating  utero- 
ligamentary  cyst.  The  case  is  remark- 
able as  complicating  pregnancy,  and 
as  a  very  unusual  termination  of  a 
monolocular  broad  ligament  cyst, 
which  usually  contains  a  clear,  limpid 
fluid,  not  at  all  prone  to  septic  changes. 
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Ectopic  Pregnancy — Report   of  Cases.^ 


BY   JOSEPH    PRICE,  M.D., 

PHILADELPHIA. 


Mk  President: — In  presenting  this 
small  group  of  unique  specimens,  il- 
lustrating beautifully  all  the  interest- 
ing features  of  early  tubal  pregnancy, 
I  shall  refer  in  this  brief  discussion 
of  tubal  pregnancy  only,  as  I  believe 
it  to  be  the  only  variety  primarily. 
After  rupture  it  may  be  found  any- 
where, in  pelvis  or  abdomen.  We 
need  simplicity  in  our  surgical  nom- 
enclature. I  wish  to  refer  briefly  to 
some  of  the  most  prominent  features 
of  this  murderous  accident.  First, 
that  it  is  common  and  on  the  increase ; 
second,  that  it  is  easy  of  recognition ; 
third,  that  there  is  for  it  but  one 
treatment.  Now  in  regard  to  its  fre- 
quency :  A  vast  number  of  gynaecol- 
ogists admit  that  it  is  a  much  more 
common  accident  now  than  a  few 
years  ago.  They  also  admit  that  it  is 
a  much  more  serious  calamity  than  a 
few  years  ago.  Pathological  condi- 
tions favoring  its  occurrence  are  dis- 
tressingly common  and  on  the  in- 
crease. A  few  years  ago  tubal  preg- 
nancy was  almost  unknown  to  a  large 
number  of  gynaecologists.  Now  I 
find  they  are  reporting  six  to  ten 
cases  yearly.  "  I  have  not  the  slightest 
doubt  but  that  such  cases  are  much 
more  common  in  city  life  than  in 
healthy  rural  districts.  This  fact  I 
can  demonstrate  by  my  own  cases  and 
also  by  the  work  of  my  brother,  who 


1  Read  before  the  Obstetrical  Society  of  Philadelphia, 
September  i,  1892. 


does  a  large  number  of  operations  for 
ruptured  tubal  pregnancy.  Its  early 
recognition  or  diagnosis :  Years  ago 
while  doing  a  large  number  of  sec- 
tions for  pus,  I  was  constantly  on  the 
alert  for  pus  cases,  and  repeatly  failed 
to  recognize  ruptured  tubal  preg- 
nancy. The  objective  symptoms  and 
history  in  walking  or  dispensary  cases 
were  so  similar  that  I  had  not  as  yet 
learned  how  to  differentiate.  The 
pain  and  haemorrhage  were  common 
symptoms.  Now  I  work  by  a  method 
of  exclusion,  looking  first  for  tubal 
pregnancy  as  the  most  serious  and 
dangerous  trouble  woman  can  suffer 
with :  Second,  for  appendicitis ;  third, 
for  pus  in  tubes  or  ovaries;  fourth, 
for  suppurating  dermoids,  twisted 
pedicle,  etc.  Now  I  rarely  fail  to 
recognize  tubal  pregnancy  when  it 
exists.  Just  here  it  is  only  fair  to  say 
that  the  general  practitioner  has  given 
and  is  giving  this  vital  subject  much 
careful  reading  and  thoughtful  con- 
sideration. He  is  generally  the  first 
to  see  this  class  of  cfeses,  and  the  skill- 
ful general  practitioner  is  not  slow  in 
recognizing  the  existing  trouble,  or 
when  in  doubt  as  to  his  diagnosis  the 
pressing  danger  of  delay,  and  is 
prompt  to  call  in  surgical  aid.  When 
the  character  of  these  cases  is  under- 
stood, the  suffering  and  danger  to  life 
involved  is  considered,  the  general 
practitioner  cannot  fail  to  be  im- 
pressed with  the  importance  of  the 
fullest  knowledge  of  the  subject. 
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Radical  vs.  Conservative  Treatment  of  Salpingitis. 


BY    M.    B.    WARD,    A.M.,    M.D., 

TOPEKA,   KANSAS. 

Professof  of  GyncBcology^  Kansas  Medical  College. 


Progression  in  thought,  investiga- 
tion and  action,  has  had  to  contend 
with  that  most  enticing  and  unmean- 
ing term,  conservatism,  for  all  past 
ages. 

No  time  in  the  history  of  man,  has 
any  one  attempted  to  demonstrate 
that  the  old  way  is  not  the  right  way, 
that  old  pathology  is  wrong  pathol- 
ogy, that  old  methods  should  be  ob- 
solete, because  modern  thought,  mod- 
ern investigation  and  modern  methods 
have  proven  them  wrong,  but  he  has 
had  to  contend  with  every  man  who 
has  not  been  able  to  keep  up  with  the 
procession. 

This  fact  of  itself  is  the  natural  re- 
sult of  heredity.  If  grandfather  A. 
has  taught  his  children  and  grand- 
children, and  they  their  children  and 
grandchildren,  that  the  moon  is  made 
of  green  cheese,  it  would  be  very  diffi- 
cult indeed  to  convince  the  offspring 
of  the  fifth  generation  that  their  fore- 
fathers were  entirely  mistaken. 

We  are  confronted  at  this  present 
time  with  problems  so  radically  differ- 
ent in  every  particular  to  the  doc- 
trines taught  by  all  past  generations, 
especially  so  far  as  concerns  the  path- 
ology and  treatment  of  pelvic  disor- 
ders, that  we  should  be  very  liberal, 
broad  guaged  and  charitable  in  our 
criticisms  of  those  who  have  become 
so  wedded  to  the  teachings  of  the 
past,  that  they  will  not  and  perhaps 
cannot,  if  fhey  would,  see  the  truth 
and  the  light. 

It  is  quite  customary  for  members 


of  our  profession  to  charge  all  the 
wrongdoing  to  the  other  fellow.  This 
may  be  of  use  in  a  general  way  to 
those  seeking  to  know  the  truth,  but 
personally,  I  despise  this  manner  of 
criticism  which  sees  virtue  in  every 
act  of  one's  own  life,  but  nothing  that 
is  commendable  in  the  actions  of 
those  who  are  inclined  to  differ  from 
him. 

Of  all  the  medical  literature  that  it 
has  been  my  pleasure  to  read,  a  recent 
article  published  in  the  American 
Journal  of  Obstetrics  (July  1892),  by 
one  of  the  leading  teachers  of  Amer- 
ica, contains  more  ambiguous  expres- 
sions than  any  essay  which  has  come 
to  my  knowledge.  I  do  not  mean  by 
this  that  the  author  made  a  single 
direct  contradiction,  but  I  do  say  that 
when  this  article  is  analyzed  in  all 
its  bearings,  the  reader  is  left  in 
doubt  regarding  the  author's  mean- 
ing. 

The  article  seems  to  have  been 
written  and  published  for  one  purpose, 
which  is  plainly  apparent,  viz.,  to  put 
in  an  unpleasant  light  before  the  med- 
ical profession  of  the  world,  the  char- 
acter of  surgical  work  which  has  been 
and  is  still  being  done  by  Lawson 
Tait,  Joseph  Price  and  their  fol- 
lowers. 

The  author  of  the  article  mentioned 
has  a  perfect  right  to  challenge  the 
work  done  by  these  gentlemen  of  the 
profession,  provided  there  is  ground 
for  such  a  challenge.  He  would  be 
a    narrow-minded    man    indeed    who 
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would  not  concede  the  right  of  a  pro- 
fessional brother  to  challenge,  in  a 
friendly  way,  the  methods  of  his  col- 
leagues, but  the  challenging  party 
should  have  a  well-grounded  reason, 
or  he  may  have  in  time  to  succumb 
to  the  inevitable  power  of  truth,  and 
be  obliged  to  beat  a  dishonorable  re- 
treat. 

The  writer  of  this  article  has  no 
desire  to  assume  the  role  of  a  mouth- 
piece to  defend  the  character  of  work 
being  done  by  Dr.  Price  and  hundreds 
of  others  of  the  American  profession, 
so  far  as  concerns  their  methods  of 
treating  pelvic  diseases.  But  as  a 
teacher  of  gynaecology  in  a  small 
western  college,  I  desire  to  protest 
against  the  teachings  of  this  eminent 
author,  because  I  heartily  and  emphat- 
ically believe  that  the  doctrine  taught 
in  the  article  mentioned,  and  in  books 
printed  and  sent  over  the  country  by 
this  and  other  authors  of  the  same 
school  of  thought,  are  wrong  in 
principle,  wrong  in  fact,  and  will 
lead  the  students  who  follow  the  dic- 
tates of  such  teaching  to  do  vastly 
more  harm  than  good. 

How  natural  it  is  indeed,  for  men 
who  follow  the  same  line  of  work,  for 
instance,  practice  gynaecology  exclu- 
sively or  otherwise,  to  think  he  is  the 
only  one  who  never  removes  the  ute- 
rine appendages  until  every  other 
known  method  of  treatment  has  been 
exhausted. 

Moreover  how  natural  it  is  for  one 
to  judge  a  colleague,  residing  in  his 
own  or  adjoining  city,  with  insincer- 
ity of  purpose,  because  they  do  a 
large  amount  of  operative  gynaecol- 
ogy. 

It  seems  to  me  that  an  expression 
of  the  kind  found  on  page  2  of  the 
article  mentioned :  "  My  results  can 


bear  comparison  with  those  of  my  col- 
leagues who  profess  to  think  lightly 
of  the  operation,  and  who  do  it  at  a 
moment's  notice  and,  I  often  think, 
without  sufficient  justification  or  dis- 
crimination," is  unjust. 

How  unkind  indeed  would  it  sound 
should  I  say  to  my  class,  that  other 
operators  who  are  doing  more  work 
than  myself,  and  who  are  having  bet- 
ter results  than  I  can  hope  to  have 
from  my  present  experience,  are  doing 
unjustifiable  and  indiscriminate  pelvic 
work. 

What  right  have  I  to  say  this  unless 
I  know  it  to  be  a  fact,  and  how  could 
I  know  it  without  a  personal  knowl- 
edge of  the  work  done  by  the  parties 
referred  to.  Let  us  call  a  halt  to  all 
this  kind  of  criticism  which  is  unjust, 
unwise  and  misleading  in  every  way 
to  those  who  are  listening  to  our  teach- 
ings, and  it  will  certainly  react  against 
the  usefulness  of  the  profession  in 
general. 

It  has  been  a  pleasure  and  a  privi- 
lege which  I  have  frequently  em- 
braced, to  allow  my  patients  to  read 
various  articles  printed  in  medical 
journals,  especially  regarding  the 
methods  of  treating  cases  similar  to 
those  presented  in  their  person.  But, 
when  an  article  of  this  kind  is  pub- 
lished, which  condemns  everybody 
and  their  methods  but  those  who  fol- 
low the  methods  of  the  author,  I  have 
but  one  course  to  pursue,  and  that  is 
to  put  it  away  in  one  corner  where  it 
cannot  be  found.  In  this  connection 
the  writer  finds  another  occasion  to 
exercise  charity  towards  the  author  on 
account  of  the  fact  of  his  unfavorable 
surgical  results. 

Out  of  several  thousand  patients 
whom  he  has  had  the  honor  to  treat 
for  well  marked  diseased  appendages, 
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he  has  found  it  necessary  to  operate 
on  only  sixty-three,  and  of  that  num- 
ber very  many  of  them  were  not  re- 
lieved of  their  suffering.  I  could  not 
be  so  ungenerous  as  to  say  that  the 
fault  was  with  the  operator,  because 
I  do  not  know  anything  about  that, 
but  I  am  thoroughly  convinced  that 
if  the  results  obtained  by  Dr.  Price 
and  hundreds  of  other  American 
operators  should  be  so  unfavorable  as 
those  mentioned,  they  too  would  be 
of  the  opinion  that  any  thing  but  an 
operation  would  be  most  desirable. 
To  those  of  us  who  have  had  favorable 
results  in  almost  every  case  on  whom 
it  has  been  found  necessary  to  do  an 
an  operation,  such  teaching  has  no 
weight  and  cannot  do  the  least 
harm. 

Positive*  knowledge  means  a  knowl- 
edge which  comes  from  personal  ex- 
perience and  attested  by  the  lapse  of 
time.  It  is  possible,  however,  for  us 
to  be  mistaken,  because  sufficient 
time  has  not  elapsed  to  prove  the  as- 
sertion which  we  shall  endeavor  to 
make,  that  our  work  is  what  we  claim 
for  it.  But  in  this  connection  I  am 
reminded  of  a  little  experience  re- 
cently had  with  an  old  bachelor.  The 
old  gentleman  was  making  a  deed  to 
some  property,  and  was  asked  by  the 
attorney  if  he  was  a  bachelor.  He 
quickly  replied,  while  a  broad  grin 
spread  over  his  face,  that  "  he  could 
not  tell  whether  he  was  or  not,  be- 
cause he  did  not  know  how  old  one 
should  be  to  be  called  a  bachelor,  but 
he  was  at  least  eighty-two  years  old 
and  had  never  been  married." 

It  would  be  better  for  all  concerned 
if  the  word  "conservatism,"  as  ap- 
plied to  surgery,  could  be  blotted  out. 
Perhaps  it  would  not  be  wise  to  say 
that  it  means  nothing,  but  we  can  say 
that    its  meaning    is  so  misleading, 


that  when  one  has  written  an  article 
with  "conservatism"  as  its  title,  the 
readers  are  no  wiser  after  reading  it 
than  they  were  before.  The  only  pos- 
sible good  to  come  from  an  article 
based  upon  conservatism  is,  to  make 
one  skeptical  regarding  any  treatment 
so  far  as  positive  results  are  con- 
cerned. 

There  is  no  reason  why  the  word 
"  scientific  "  is  not  on  all  occasions  a 
better  term,  because  it  implies  some- 
thing. If  one  should  write  an  article 
entitled  "  Scientific  Treatment  of  Sal- 
pingitis," he  would  at  once  be  expected 
to  prove  why  his  treatment  is  scien- 
tific, but  should  he  fail  so  consum- 
mately to  prove  the  part  that  science 
has  played  in  the  treatment,  as  has 
the  author  in  trying  to  prove  the  part 
that  conservatism  has  played  in  the 
treatment  of  a  large  number  of  cases, 
I  am  of  the  opinion  that  his  point 
would  not  be  proven.  For  instance, 
the  author  says,  "  My  experience  has 
shown  me  that  in  a  large  majority  of 
these  cases,  local  treatment  if  suffi- 
ciently persevered  in  will  relieve  the 
symptoms  more  or  less  if  not  entirely, 
and  that  many  of  these  patients  will 
eventually  recover." 

What  would  become  of  the  opera- 
tion for  removal  of  diseased  append- 
ages if  the  operator  could  not  make 
a  better  showing  than  we  are  led  to 
believe  the  author  has  made  in  the 
treatment  of  his  cases  ?  The  answer 
is  obvious : 

One  fact  is  very  apparent,  viz.,  he 
must  be  an  exceedingly  popular  gynae- 
cologist who  can  command  such  a  vast 
following,  and  yet  not  be  able  to  tell 
his  patients  that  the  treatment  gives 
promise  of  positive  results  and  per- 
manent restoration  to  health,  so  far 
as  concerns  the  diseased  organs. 

This  brings  us  to  the  most  import- 
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ant  point  relative  to  this  whole  sub- 
ject, viz.,  does  this  so-called  conserva- 
tive treatment  of  chronic  salpingitis, 
with  a  history  of  suffering  and  inva- 
lidism for  months,  and  perhaps 
years,  due  entirely  to  this  condition, 
promise  anything  definite  or  satisfac- 
tory ? 

The  author  of  the  article  referred 
to  has  certainly  failed  to  show  by  the 
results  obtained  that  he  has  succeeded 
in  doing  anything  more  than  to  relieve 
the  symptoms,  and  perhaps  not  always 
that.  The  definite  statement  that  he 
has  cured  four  cases  out  of  forty- 
seven,  and  that  thirty-eight  were  im- 
proved and  five  unimproved,  with  an 
average  duration  of  treatment  of  three 
weeks,  is  a  record  which  to  me  seems 
entirely  unsatisfactory ;  and  it  must 
be  remembered  at  the  same  time  that 
these  patients  were  in  a  hospital  where 
all  the  precautions  necessary  to  make 
success  where  success  is  possible, 
could  be  and  no  doubt  were  taken.  It 
must  be  remembered  also,  that  the 
author  brought  to  the  aid  of  these 
patients  many  years  of  experience 
and  a  degree  of  skill  not  to  be 
obtained  in  many  places  in  this  coun- 
try. 

Given  the  same  number  and  char- 
acter of  patients  to  be  treated  at  the 
office  of  a  physician,  though  he  had 
had  a  large  experience  and  training 
in  this  line  of  work,  and  reasoning  from 
analogy,  the  results  would  not  have 
been  even  as  good  as  recorded  by 
the  author. 

I  think  we  could  say  without 
any  question  of  successful  contradic- 
tion, that  not  one  in  ten  of  the  pa- 
tients mentioned  in  this  paragraph, 
would  have  been  benefited  even  if 
treated  at  our  offices  and  then  allowed 
to  go  to  their  homes  and  attend  to 


their  household  and  other  duties. 
Then  again,  the  question  would  nat- 
urally be  asked,  why  could  not  the  or- 
dinary practitioner  treat  these  patients 
at  their  homes,  confine  them  to  their 
beds  for  three,  six  or  nine  weeks,  as  is 
found  necessary  in  order  to  obtain  a 
cure,  the  same  as  they  do  where  an 
operation  has  been  performed.  Again, 
the  answer  is  most  apparent.  Patients 
cannot  be  kept  confined  to  their  beds 
unless  something  can  be  promised 
that  is  definite  in  the  future,  except  it 
be  in  hospital  practice.  These  are 
questions  that  come  home  to  all  of 
us,  and  we  should  not  teach  in  med- 
ical colleges,  and  publish  in  medical 
journals  doctrines  and  customs  that 
cannot  be  carried  out  on  the  plains  as 
well  as  on  the  hill  tops. 

Conservatism  implies  a  method  of 
treatment  which  does  not  work  radi- 
cal changes  in  nature's  functions. 
Therefore,  if  a  tube  is  enlarged  to  the 
size  of  a  banana,  and  perhaps  sealed 
at  both  extremities,  with  mucus  or 
pus  in  its  cavity,  it  would  be  non-con- 
servative treatment  to  remove  this 
offending  organ,  hence  the  only  treat- 
ment we  can  suggest  to  have  the  ope- 
ration classed  with  conservative  sur- 
gery, is  to  aspirate  this  body  and  drain 
through  the  vagina. 

I  am  not  prepared  to  say  this  is  not 
scientific,  because  it  is  possible  that  in 
the  hands  of  some  who  are  skilled  in 
this  class  of  work  it  could  be  done 
scientifically,  but  to  call  this  conser- 
vatism is  deceiving  ourselves  and 
certainly  those  who  are  to  follow  our 
teachings. 

In  the  course  of  a  long  and  exten- 
sive practice,  there  will  occasionally 
come  to  the  physician  for  treatment 
patients  who  have  tubal  trouble  that 
can  be  so  easily  defined  through  the 
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vagina  that  aspirating  the  tube  would 
not  be  especially  dangerous ;  but  in 
the  vast  majority  of  cases  such  an 
operation  from  a  diagnosis  so  obscure 
as  many  of  our  diagnoses  must  be, 
the  operation  could  not  be  called  con- 
servative, because  it  would  be  too 
dangerous. 

Without  any  desire  to  be  sarcastic 
or  personal  in  any  manner,  I  am  con- 
strained to  add  that  the  vaginal  aspi- 
ration of  any  tubal  trouble  with  the 
danger  of  a  fistula  as  a  result,  and 
perhaps  the  necessity  of  wearing  for 
weeks  and  months  a  drainage  tube, 
would  not  be  called  conservative  treat- 
ment in  the  West,  and  would  in  all 
probability  bring  the  physician  into 
the  courts  to  answer  to  a  suit  of  mal- 
practice. 

Again,  we  may  add  that  it  is  possible 
to  find  occasionally  a  woman  who  has 
such  a  dread  of  a  surgical  operation, 
that  she  will  meekly  submit  to  the 
most  tortuous  and  continued  treat- 
ment that  it  is  possible  to  imagine. 
The  case  referred  to  is  an  example  of 
this  character  of  cases.  "Blisters, 
iodine,  glycerine,  hot  Sitz  baths,  hot 
douches,  persistent  local  use  of  gal- 
vanism for  months,"  and  yet  after  all 
this  course  the  patient  is  only  symp- 
tomatically  cured. 

I  submit  to  the  good  judgment  of 
any  physician  who  may  hear  or  read 
this  essay,  if  that  kind  of  treatment 
can  be  called  conservative. 

As  this  article  is  not  intended  to  be 
a  **  resume"  of  my  pelvic  work,  I  shall 
studiously  avoid  reporting  cases,  but 
I  cannot  refrain  from  saying  in  the 
most  emphatic  terms  possible,  that 
the  patients  who  have  subjected 
themselves  to  abdominal  section  for 
the  removal  of  diseased  appendages, 
have  recovered   their  former  health 


with  the  exception  of  a  single  patient 
and  she  was  greatly  improved,  and 
the  average  treatment  was  only  four 
weeks.  Some  of  these  cases,  to  be 
sure,  have  been  quite  recent,  some  of 
them  two  years,  and  nearly  all  of  them 
came  to  me  confirmed  invalids,  be- 
cause no  other  class  of  cases  are 
going  to  apply  to  a  surgeon  for  an 
operation.  Every  patient  operated 
on  has  been  told  plainly  the  dangers 
of  the  operation,  but  they  have  at  the 
same  time  been  informed  that  the 
operation  promised  in  nearly  every 
case  restoration  to  health  so  far  as 
ill  health  is  caused  by  diseased  pelvic 
organs. 

Within  the  next  few  months  I  shall 
embrace  the  opportunity  of  reporting 
my  cases  in  detail,  and  will  most  gladly 
furnish  the  addresses  of  all  my  pa- 
tients to  any  physician  who  may  desire 
to  hear  from  their  own  pen. 

What  I  say  of  my  own  work  can 
be  said  of  the  work  of  others  who  are 
doing  many,  many  times  more  work 
than  I,  and  perhaps  finding  worse  con- 
ditions than  it  is  possible  to  find  in 
this  section  of  the  country. 

Six  months  of  continuous  treatment 
by  skilled  physicians  with  the  patient 
well  under  control,  will  relieve  the 
gravest  symptoms,  and  yet  no  one  for 
a  moment  thinks  that  any  local  treat- 
ment however  persistently  carried  out, 
will  cure  a  pyosalpinx  or  an  ovarian 
abscess,  or  loosen  the  profound  adhe- 
sions present  in  cases  of  diseased  ap- 
pendages and,  therefore,  the  treatment 
must  be  radical,  removing  the  entire 
offending  body  in  order  to  promise 
with  any  certainty  whatever,  that 
are  going  to  receive  permanent  ben- 
efit. 

The  most  unfortunate  part  of  the 
author's   essay  is   the  paragraph   in 
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which  he  says :  "  I  am  sorry  to  say 
that  so  far  as  actual  cure  is  concerned, 
the  palliative  treatment  referred  to  in 
the  above  lines  is  by  no  means  as  sat- 
isfactory as  I  could  wish  it  to  be,  but 
still  I  feel  that  if  by  these  remarks  I 
can  induce  those  of  my  colleagues, 
particularly  the  younger  generation 
who  have  not  yet  grown  to  believe 
that  they  know  everything  and  that 
they  are  infallible,  to  be  more  conser- 
vative with  the  knife  and  will  try  to 
preserve  to  a  woman  her  distinctive 
organs  as  long  as  possible,  I  shall  be 
able  to  endure  with  equanimity  the 
criticism  which  I  shall  undoubtedly 
receive  from  some  of  the  gentlemen 
referred  to  with  whom  I  do  not  agree." 

The  unfortunate  part  of  this  para- 
graph is  the  fact  that  the  author  con- 
demns himself,  because  he  gives  us  no 
satisfaction  regarding  the  results  of 
his  conservative  treatment.  The  next 
unfavorable  feature  of  the  paragraph 
is  his  inference  that  all  gynaecologists 
who  believe  in  radically  curing  women 
who  have  failed  to  be  cured  in  any 
other  way,  are  classed  with  those  who 
"  know  everything  and  are  infallible." 
This  may  be  conservative  criticism, 
but  to  my  mind  it  is  most  radical  and 
uncalled  for. 

No  lover  of  his  profession  will 
quietly  accept  this  edict  of  the  author 
without  a  protest,  because  others  are 
entitled  to  be  considered  as  honest 
and  conscientious  in  their  aims  as  are 
those  who  have  obtained  great  emi- 
nence in  the  profession.  We  all  may 
err  in  our  judgment,  and  the  judg- 
ment of  those  of  us  who  have  not  had 
much  experience  does  not  count  for 
much,  and  yet  so  far  as  it  goes, 
when  results  are  in  the  balance,  it 
should  be  considered  as  having  some 
value. 


It  is  the  writer's  opinion,  therefore, 
that  there  is  a  happy  medium  between 
local  treatment  and  operative  surgery 
when  diseased  pelvic  organs  are  to  be 
considered.  There  is  no  ironclad  law 
or  rule  that  can  be  formulated.  The 
only  way  that  we  can  arrive  at  a  satis- 
factory method  is  to  tell  the  patient 
what  she  may  expect  from  local  treat- 
ment, and  give  her  to  understand  the 
length  of  time  necessary  before  any 
promsei  of  relief  by  local  treatment 
can  be  given,  and  say  to  her  that  the 
operative  treatment  will  send  her 
home  in  three  or  four  weeks  in  a  con- 
dition to  regain  health  within  a  few 
months,  and  let  her  use  her  own  judg- 
ment. 

The  only  disadvantage  likely  to  ac- 
crue is,  that  unless  we  can  promise 
the  patient  very  marked  relief,  if  not 
an  entire  cure  from  a  three  or  four 
months  siege  of  local  treatment, 
they  will  not  submit  to  any  treat- 
ment at  all  except  it  be  an  opera- 
tion. 

If  we  did  not  know  anything  about 
operating,  and  were  ignorant  of  the 
marvellous  results  obtained  thereby, 
we  would  say  to  the  patients  as  we 
did  years  ago,  the  only  thing  for  you 
to  do  is  to  place  yourself  in  the  hands 
of  some  one  in  whom  you  have  con- 
fidence and  undergo  a  course  of 
treatment. 

Now,  we  know  that  it  is  not  as  a 
rule  the  best  plan  for  a  patient,  and 
knowing  this  fact  we  are  bound  to 
give  the  patient  the  benefit  of  that 
treatment  which  promises  them  the 
most  with  the  minimum  of  danger 
and  in  the  shortest  time.  Conserva- 
tive (?)  treatment  cannot,  and  I  believe 
will  not  meet  the  requirements  of 
these  cases. 
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Reflex  Disturbance  Attributable  to  Chronic  Cervical 

Endometritis. 


BY  W.   F.    METCALF,    M.D., 

DETROIT,   MICH. 


All  of  us  have  to  deal  with  so- 
called  diseases,  which  we  feel  sure 
are  but  the  reflex  phenomena  of  ob- 
scure pathological  conditions.  The 
three  cases  which  I  here  attempt  to 
report  have  come  to  me  with  this 
meaning. 

Case  I. — Mrs.  S.,  aged  34  years, 
mother  of  three  children,  called  at 
my  office  January  7,  1890.  Her  last 
child  was  born  five  years  before  that. 
Shortly  afterward  she  suffered  from 
attacks  of  nervousness  and  palpitation 
of  the  heart.  During  that  year,  1886, 
she  had  two  convulsions,  called  by 
the  attending  physician  epileptic.  A 
peculiar  feeling,  she  said,  would  be- 
gin about  the  waist-line  and  pass  up- 
ward until  she  became  unconscious 
and  fell.  She  did  not  choose  an  easy 
place  to  fall ;  often  it  would  be  against 
a  stove.  These  attacks  increased  in 
frequency,  until  when  I  saw  her  in 
January,  1890,  she  had  one  or  two 
every  week.  As  she  was  much  de- 
pressed after  these  convulsions,  the 
attending  physician  ordered  whiskey 
so  frequently  that  the  habit  of  taking 
it  was  becoming  so  fixed  upon  her 
that  her  husband  at  one  time  arranged 
to  send  her  to  a  retreat  for  inebriates. 
Her  parents  are  German  people,  both 
living  and  in  good  health.  She  ap- 
peared robust,  slept  well,  had  a  good 
appetite,  her  bowels  were  regular  and 
she  complained  only  of  a  pressure  on 
the  top  of  her  head.  Upon  examina- 
tion of  the  pelvic  organs  I  found  a 
laceration  of  the  perineum,  many  cic- 


atrices in  the  cervix  and  the  cervical 
canal  filled  with  a  muco-purulent  dis- 
charge. I  made  application  of  iodine 
and  carbolic  acid  (equal  parts)  to  the 
lining  of  the  cervical  canal,  used  boro- 
glyceride  tampons,  and  instructed  her 
to  use  hot  douches  (three  quarts  each) 
of  1-10,000  bichloride  of  mercury 
solution  twice  daily.  I  repeated  ap- 
plications to  the  cervix  every  second 
day  during  one  intermenstrual  period. 
During  this  month  she  did  not  have 
a  single  convulsion.  One  of  her 
children  was  then  taken  sick,  when 
treatments  of  the  mother  were  ne- 
glected for  two  weeks.  She  then  had 
two  convulsions,  with  two  days  inter- 
vening. A  few  more  treatments  were 
given,  followed  by  operation  upon  the 
cervix  and  perineum.  She  has  not 
had  a  convulsion  since — i.  ^.,  for  fifteen 
months. 

Case  II. — Miss  V.  E.,  aged  22  years, 
came  to  my  office  August  28,  1890,  to 
be  treated  for  acne  of  the  face,  with 
which  she  had  been  troubled  for  about 
three  years.  Note  here,  her  bowels 
were  regular  and  digestion  good. 
Upon  inquiry  I  found  she  suffered 
from  dysmenorrhoea.  She  did  not 
wish  to  submit  to  an  examination  of 
the  pelvic  organs,  so  I  turned  my  at- 
tention to  the  local  treatment  of  the 
face.  I  evacuated  the  purulent  and 
cheesy  contents  of  her  inflamed  glands 
and  gave  her  various  applications. 
She  also  took  saline  laxatives.  This 
treatment  was  carried  on  until  Feb- 
ruary 2,  1 89 1 — i.  e.,  for  five  months, 
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with  no  permanent  improvement. 
I  then  made  an  examination  of  the 
pelvic  organs,  found  the  cervix  uteri, 
at  the  margin  of  the  os,  eroded 
and  the  cervical  canal  filled  with  a 
tenacious  purulent  substance.  I 
curetted  the  lining  membrane  of  the 
cervix  uteri,  and  then  made  applica- 
tions every  second  day  as  in  the  pre- 
ceding case,  used  boro-glyceride  tam- 
pons and  ordered  large  hot  douches. 
As  the  uterine  disease  improved,  the 
face  improved.  I  continued  this  treat- 
ment until  August  7 — i.  e.y  for  about 
six  months,  without  change,  except 
that  a  longer  and  longer  time  inter- 
vened between  the  cervical  applica- 
tions as  improvement  presented  itself. 
The  skin  of  her  face  on  that  day  was 
free  from  pimples  and  presented  a 
healthy  appearance. 

Case  III. — To  this  case  I  wish  par- 
ticularly to  call  your  attention.  Miss 
M.  A.,  aged  30  years,  had  been  treated 
for  rosacea  in  various  ways  for  five  or 
six  years.  The  skin  of  the  face  had 
become  much  thickened  in  patches. 
These  patches  were  fiery  red  during 
the  menstrual  periods.  There  were 
no  other  untoward  symptoms  at  these 
periods. 

She  avoided  society  because  she 
was  ashamed  of  her  face.  Her  diffi- 
dence increased  from  month  to  month. 
On  the  morning  of  August  3,  1891, 
she  dressed  as  for  her  morning  house- 
hold duties,  took  a  Bible  under  her 
arm  and  went  out.  She  was  picked 
up  by  the  patrol  and  taken  to  the 
Woodbridge  Street  police  station.  I 
was  called  to  see  her,  and  found  her 
lying  on  the  bed  looking  steadily  at 
her  open  Bible.  She  appeared  to  be 
keeping  her  eyes  upon  one  particular 
verse.  The  matron  said  she  would 
not  speak  to  any  one.     I  took  her  to 


her  home,  when  the  following  account 
was  drawn  from  her  by  continued 
questioning  :  "  Last  night  I  could  not 
sleep.  I  thought  there  was  trouble 
arising  between  the  Protestants  and 
Roman  Catholics,  and  that  I  had 
been  the  cause  of  it.  A  voice  kept 
telling  me  to  go  to  Mrs.  R.  and  point 
out  the  truth  to  her.  When  I  left 
home  I  took  twenty-five  cents  with, 
me  to  pay  street  car  fare,  but  before 
I  reached  the  car  I  dropped  it  and  it 
rolled  through  a  crack  in  the  sidewalk.. 
I  did  not  try  to  get  it  because  a  voice 
kept  telling  me  to  keep  my  face 
straight  toward  the  object  of  my 
journey,  and  to  speak  to  or  look  at  no* 
one.  When  I  reached  my  friend's- 
house  I  was  told  that  the  lady  I  wished 
to  see  was  not  there ;  then  that  voice 
told  me  I  must  stay  there  and  keep 
my  eyes  upon  that  passage  until  the 
judgment  day.  Some  men  came  and 
took  me  away  in  a  wagon.  I  would 
not  speak  to  them,  but  kept  my  eyes 
on  the  book."  During  this  question- 
ing she  would  frequently  express 
great  fear  at  being  the  cause  of  all 
this  trouble.  She  feared  that  all  her 
people  would  be  blamed  and  punished 
for  it.  She  had  undergone  a  com- 
plete transformation.  Before  she  was 
neat,  tidy  and  diligent,  always  caring 
for  her  friends.  She  was  now  ema- 
ciated and  weak,  negligent  and  untidy^ 
but  unconsciously  witty  and  sarcastic^ 
She  would  walk  around  the  room  and 
talk  incoherently  to  herself.  She 
was  watched  day  and  night.  She 
would  seldom  answer  a  question  or 
finish  a  sentence.  She  was  very  con- 
fidential about  matters  that  were  of 
no  import.  Her  mind  had  apparently 
lost  its  balance.  It  had  not  force 
enough  to  arrange  its  impressions^ 
but  it  seemed  a  whirlpool  of   unor- 
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dered  sensations.  She  would  begin 
to  talk  about  one  thing  and,  before 
she  finished  the  first  sentence,  would 
change  to  another  subject.  Some- 
times she  would  give  an  incomplete 
answer  to  a  question  several  minutes 
after  it  had  been  asked. 

I  endeavored  to  supply  this  needed 
force  experimentally  by  alcoholic 
stimulation.  I  found  it  required 
about  two  ounces  of  the  best  whiskey 
every  hour  or  two.  I  have  given  her 
half  a  pint  in  one  evening  to  compel 
sleep.  She  showed  no  symptom  of 
intoxication  at  any  time,  except  pro- 
found sleep. 

About  eight  weeks'  treatment  by 
tonics  and  feeding,  her  condition  not 
being  improved,  she  was  sent  to  the 
country,  where  she  remained  three 
months  without  benefit.  While  in 
the  country  she  needed  watching  con- 
stantly. She  tried  to  escape  at 
various  times.  When  she  returned  I 
made  examination  of  the  pelvic  or- 
gans.     I  found  them  perfectly  de- 


veloped and  normal,  except  for  a 
chronic  endotrachelitis  ;  the  discharge 
was  very  slight  and  albuminous.  I 
made  a  thorough  application  of  iodine 
and  carbolic  acid.  The  next  day  she 
was  much  better.  After  the  second 
treatment  I  saw  her  sister,  who  said 
that  the  patient  was  taking  an  in- 
terest in  the  affairs  of  the  household 
and  was  her  old  self  again.  I  saw 
her  last  on  April  8,  when  the  disease 
of  her  face  was  scarcely  noticeable 
and  her  sanity  was  completely  re- 
stored. 

Probable  conclusion. — The  epileptic 
convulsions,  the  acne  vulgaris,  the 
rosacea  and  the  insanity  were  all  due 
to  irritation  of  the  cervix  uteri. 

Emmet  attributes  the  reflex  dis- 
turbance to  pressure  of  cicatricial 
tissue  upon  the  nerve  endings.  May 
not  these  troubles  be  due  to  cervical 
inflammation,  which  is  present  when 
cicatrices  exists  }  This  report  of  cases 
points  to  the  latter  cause. 
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Vomiting  in  Pregnancy. 

Cincinnati  Medical  News. 


Tincture  iodi, 
Chloroformi, 


aa.  p.  aeq. 


M.  Sig. — Take  five  drops  in  a  little  water, 
at  meal-time,  morning  and  evening. 

.'  .  .  Where  the  vomiting  is  in- 
cessant examination  of  the  uterus  is 
imperative.  Displacement  where  found , 
generally  retroflexion,  must  be  cor- 
rected and  the  organ  held  in  place  by 


suitably  adjusted  pressure. — From  pa- 
per read  before  Massachusetts  Medical 
Society. 

Operative  procedure,  or  abortion,  is 
rarely  called  for.  When  all  other  means 
have  failed  then  the  patient  should  be 
etherized  and  the  whole  interior  of 
the  uterus  curretted  and  washed  out 
with  antiseptic  solution. — From  Dis- 
cussion 07t  above  paper. 
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Puritus  Vulvae. 


Dr.  W.  S.  Dishacre  says  peper- 
azine  (  C4  H,o  N,  )  gives  relief  in  the 
unpleasant  symptoms  of  this  disease 


when  given  alone  or  with  hydrochloric 
acid. 


A  New  Substitute  for  Iodoform. 


(Berlin  Letter  of 

A  GREAT  number  of  substitutes  for 
iodoform  have  been  from  time  to  time 
brought  out,  and  though  each  in  its 
turn  has  Jjeen  considered  in  certain 
circles  to  fulfil  all  requirements,  it  has 
not  always  been  successful,  and  it  is, 
therefore,  with  great  interest  that  one 
hears  of  any  fresh  proposal  in  this 
direction.  The  latest  of  these  is  thio- 
phene,  which,  though  discovered  as 
far  back  as  1883,  by  Victor  Meyer, 
has  not  come  into  prominence  as  a 
remedial  agent  until  the  last  few 
months. 

Two  interesting  papers  upon  the 
subject  appeared  in  the  Therap.  Mo- 
natshefte  of  February,  by  Drs.  Edward 
Spiegler  and  August  Hock,  both  of 
Vienna.  The  first  of  these  gave,  in 
some  detail,  an  account  of  the  dis- 
covery of  the  compound,  and  then 
discussed  the  question  of  its  position 
in  the  aromatic  hydro-carbon  series, 
finally  concluding  that  it  was  benzine 
in  which  one  of  the  three  acetylene 
groups  was  replaced  by  an  atom  of 
sulphur.  Its  formula  C  4  H  4  S,  and  it  is 
closely  related  to  furfuran  and  pyrrol ; 
physically,  it  is  a  bright,  colorless, 
limpid  oil,  nqn-miscible  with  water, 
having  a  very  slight  odor,  and  a  boil- 
ing point  of  84°  C. 

Physiological  researches  on  dogs  by 
A.  Heffter  showed  it  was  without  in- 
jurious effect,  even  in  doses  of  i.  to 
2.  grammes,  and  that  it  was  eliminated 
in  the  urine,  continuing  for  two  days 
after  a  two-grain  dose  per  os,  but  for 
only  one  day  after  a  one-grain  dose. 


Bulletin  of  Pharmacy.) 

The  urine,  after  administration,  was 
found  to  contain  less  sulphates,  the 
quantity  of  sulphonates,  however,  re- 
maining unchanged.  Heffter  con- 
sidered that  it  probably  retarded  the 
decomposition  of  albumen. 

The  two  thiophene  compounds  that 
have  been  considered  therapeutically 
until  now  are  thiophene  di-iodide  and 
sodium  thiophene  sulphonate.  The 
latter  is  a  white  crystalline  powder, 
of  a  slightly  unpleasant  odor,  which  is 
not,  however,  noticeable  in  a  five  to 
ten  per  cent,  ointment,  made  with 
equal  parts  of  lanolin  and  vaselin.  It 
has  been  tried  in  thirty  cases  of 
prurigo  with  success,  the  desired  re- 
sult being  obtained  in  the  course  of  a 
week;  the  stronger  ointment  (ten  per 
cent.)  was  found  more  effective  than 
the  weaker  one.  It  has  the  advantage 
of  being  non-poisonous  and  non-irri- 
tant, so  that  precautions  are  not  neces- 
sary in  employing  it,  as  is  the  case  with 
beta-naphthol  in  prurigo,  when  accom- 
panied by  nephritis  and  acute  eczema. 

Thiophene  di-iodide  formed  the 
special  subject  of  Dr.  Hock's  paper, 
and  it  was  employed  in  the  aseptic 
treatment  of  wounds  made  during 
operations,  and  by  Dr.  Hock  in  cases 
of  suppurating  wounds,  caries,  mas- 
titis, etc.  Regarding  the  method,  of 
application,  it  was  either  laid  dry  upon 
the  wound  in  the  form  of  a  powder, 
and  then  covered  with  ordinary  white 
gauze,  or  else  an  antiseptic  ten  per 
cent,  gauze  was  prepared  from  a  solu- 
tion, as  follows : 
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B.     Thiopbeni  bi-iodati,  3  v. 
Alcoholis  rectificati,  ]  _  _  . 

Athens  sulphurici,    j  ^^  ^  '^^' 

Glycerini,  3  i.     M. 

To  this  solution  was  now  added  a 
few  minims  of  saffranin  tincture,  in 
order  to  indicate  the  regular  distribu- 
tion of  the  solution  through  the  ma- 
terial, and  at  the  same  time  to  render 
the  gauze  distinct  from  others. 

The  odor  of  the  gauze  is  pleasant 
and  aromatic,  and,  being  less  power- 
ful than  that  of  iodoform,  it  does  not 


cling  to  the  hands  and  clothes  in  such 
a  disagreeable  manner;  the  gauze 
must  be  preserved  in  well-closed  ves- 
sels on  account  of  the  volatility  of  the 
remedy.  The  powder  sometimes 
causes  a  slight  burning  sensation  when 
first  applied  to  the  wound,  lasting  only 
about  twenty-five  or  thirty  minutes, 
but  the  gauze  does  not,  and  in  either 
case  deodorization  is  more  effectual 
than  with  iodoform. 


Death  from  Pulmonary  Embolism  Following  Operation  for 

Appendicitis. 


The  present  interest  in  this  disease 
and  operation  prompts  an  abstract 
from  a  paper  by  Francis  J.  Shepard, 
M.D.  {Medical  Record,  New  York),  in 
which  he  claims  that  the  number  of 
deaths  following  the  operation  are 
greater  than  is  claimed,  and  also  that 
some  cases  are  septic  from  the  first 
and  no  operation  in  those  cases  would 
result  favorably.  In  the  case  men- 
tioned, on  the  evening  of  the  seventh 


day,  while  quietly  talking  with  a  nurse, 
the  patient  was  suddenly  seized  with 
pain  and  dyspnoea  and  died  within  an 
hour.  The  post-mortem  examination 
revealed  thrombosis  of  external  iliac 
vein  of  long  standing  and  non-septic ; 
lungs  bloodless,  with  arteries  (pul- 
monary) filled  with  emboli.  Dr.  Mc- 
Connell  also  reports  a  like  case,  the 
patient  dying  suddenly  while  being 
massaged.     (No  autopsy.) 


Suit  Against  Charitable  Institutions. 

American  Lancet. 


In  a  recent  case  against  the  New 
York  Hospital,  the  judge  dismissed 
the  case  on  the  ground  that,  the  hos- 
pital being  a  charitable  institution,  the 
laws  of  the  State  did  not  admit  of  a 


suit  being  brought  against  it.  In  this 
special  case  ;^ 50,000  was  sought,  on 
the  ground  that  a  boy  lost  his  leg  from 
the  incompetence  and  negligence  of 
the  hospital  surgeons  and  nurses. 


The  Three  Most  Common  Causes  of  Abortion. 


Prof.  Parvin  {College  and  Clinical 
Record,  Philadelphia)  gives  as  the 
three  most  common  causes  of  abor- 
tion, syphilis,  displacemeiits  and  ex- 


cessive sexual  intercourse,  and  advises 
the  use  of  mercury  even  where  positive 
indications  of  syphilis  are  not  present. 


no 


ABSTRACTS  FROM  CURRENT  LITERATURE. 
Intestinal  Differentiation. 


Bacteriological  World  and  Modern  Medicine. 


It  is  a  useful  and  curious  fact,  as 
pointed  out  by  Nothangel,  that  a 
crystal  of  carbonate  of  soda  applied 
to  the  peritoneal  coat  of  the  intestines 
will  cause  a  contraction  which  passes 


toward  the  stomach.  In  many  in- 
stances it  is  very  desirable  to  know 
the  direction  of  the  stomach,  and  this 
experiment  will  give  the  information. 


"Washing  the  Hands. 


Weekly  Medical  Review. 

For  washing  the  hands  previous  to  cellent  condition 
making  vaginal  examinations.  Prof. 
Parvin  uses  and  very  strongly  recom- 
mends sapo  viridis  and  sand.  The 
sapo  viridis  gives  a  good  lather,  and 
the  sand,  by  mechanical  action,  leaves 
the  skin  of  the  hands  soft  and  in  ex- 


for  examination. 
This  method  is  in  general  use  in  Ger- 
many, and  since  its  introduction  mid- 
wives  have  been  required  to  wash 
their  hands  in  this  manner,  and  the 
mortality  in  obstetrical  practice  has 
been  considerably  reduced. 


Colotoniy  for   Cancer. 


Dr.  J.  M.  BALDy  reports,  in  the 
Philadelphia  Polyclinic^  a  case  of 
colotomy  for  cancer  of  the  rectum 
with  subsequent  re-establishment  of 
the  natural  passage.  Incision  was 
made  in  the  median  line,  the  colon 
caught  up  and  attached  to  the  ab- 
dominal wall.     The  woman   made  a 


good  recovery.  Extirpation  of  the 
growth  was  not  possible,  owing  to  the 
extensive  involvement  of  neighboring 
tissues.  After  dilatation  with  rectal 
bougies  and  gaining  fair  headway,  the 
Woman  was  again  etherized  and  the 
abdominal  opening  closed.  Bi-weekly 
use  of  the  bougie  was  directed. 


OBSTETRICAL  SOCIETY  OF  PHILADELPHIA. 

Meeting  of  October  6,  1892. 


The  President,  Dr.  W.  H.  H.  Githens,  in  the  Chair. 


A  CASE  OF  twin  PREGNANCY,  COM- 
PLICATED BY  A  LARGE  MYOMA  IN 
THE  RIGHT  BROAD  LIGAMENT — AB- 
DOMINAL SECTION  AND  REMOVAL  OF 
THREE  TUMORS  —  ABORTION  —  RE- 
COVERY,    BY    WILLIAM     J.     TAYLOR. 

(See  page  92). 

discussion. 
Dr.  Barton  Cooke  Hirst  : 

I  had  the  pleasure  of  seeing  this  case,  and 
of  witnessing  the  operation.  I  consider  it  re- 
markable for  two  reasons.  In  the  first  place, 
the  haemorrhage  was  extremely  alarming  from 
its  situation  and  its  copiousness.  The  way  in 
which  it .  was  stopped  was  most  admirable. 
The  second  noteworthy  feature  was  the  fact 
that  the  abortion,  I  think,  was  not  due  to  the 
operation  in  spite  of  the  manipulation  to 
which  the  uterine  wall  was  subjected.  If  I 
remember  correctly,  one  of  the  children  was 
dead  and  badly  macerated.  The  termination 
of  pregnancy  was  due,  therefore,  to  the  death 
of  the  foetus  previous  to  the  operation,  and 
not  to  the  operation  itself.  If  it  had  been 
due  to  the  latter  it  would  have  occurred 
sooner.  I  fully  subscribed  to  the  course  that 
was  pursued  in  this  case.  And  the  outcome, 
I  am  glad  to  hear,  has  justified  it. 

HARD    GROWTHS   OF    THE    UTERUS,    BY 

DR.  M.  PRICE.     (See  page  95). 

DISCUSSION. 

Dr.  Wm.  J.  Taylor: 

I  wish  to  ask  Dr.  Price  the  condition  of  the 
prostate  in  one  of  the  cases  referred  to. 
Would  it  have  been  possible  to  remove  a  por- 
tion of  the  prostate  so  as  to  have  given  a 
passage  through  the  urethra  ? 

Dr.  M.  Price: 

I  could  have  ren\oved  the  prostate,  but  it 
was  very  large  and  situated  very  deep,  and,  I 
think,  he  can  do  better  than  in  the  old  fash- 
ioned way. 


A  large  COLLECTION  OF  PUS  BE- 
TWEEN THE  LAYERS  OF  THE  BROAD 
LIGAMENT  COMPLICATING  PREG- 
NANCY,   BY    B.    C.    HIRST,  M,D.      (See 

page  97). 

DISCUSSION. 

Dr.  Charles  P.  Noble  : 

The  question  of  abscess  under  the  perito- 
neum is  one  that  I  am  especially  interested 
in ;  and  hence  I  am  glad  to  hear  the  report  of 
these  cases.  But  unless  Dr.  Hirst  can  bring 
more  definite  evidence  concerning  the  source 
of  the  pus  in  his  first  case,  it  cannot  be  ad- 
mitted as  bearing  upon  the  question  as  to  the 
existence  of  broad  ligament  abscesses.  As  he 
had  suggested  this  may  have  been  a  suppu- 
rating intra-ligamentary  cyst.  I  have  seen  a 
number  of  such  cases.  I  remember  one  which 
Dr.  Baldy  removed  from  a  case  in  which  he 
was  apparently  about  to  be  convinced  that 
there  is  such  a  thing  as  a  broad  ligament  ab- 
scess, but  the  removal  of  the  cyst  showed  the 
nature  of  the  pus  collected.  I  have  removed 
suppurating  intra-ligamentary  tumors  several 
times.  I  remember  one  case  where  the  tumor 
had  extended  almost  down  to  the  anus  so  that 
it  made  a  projection  from  the  vulva.  I  think 
that  the  case  reported  by  Dr.  Hirst  does  not 
come  under  the  head  of.  broad  ligament  ab- 
scess but  of  suppurating  broad  ligament 
tumor.  I  have  seen  a  number  of  broad  liga- 
ment abscesses,  but  they  have  all  been  puer- 
peral. It  is  scarcely  necessary  to  report  these 
cases  again,  but  certainly  I  have  seen  four 
cases  in  which  there  was  no  question  of  there 
being  true  broad  ligament  abscesses  follow- 
ing labor — the  proof  being  that  the  peritoneal 
cavity  was  opened,  the  tubes  and  ovaries 
found  free  from  pus  ;  and  the  pus  in  the  broad 
ligament  being  evacuated  by  an  incision  in 
in  the  groin. 

It  would  not  be  worth  while  to  emphasize 
these  facts  were  it  not  that  some  of  our  mem- 
bers, blinded  by  the  unquestioned  truth  that 
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pus  is  almost  always  found  in  the  tubes,  ova- 
ries or  within  the  peritoneum,  deny  that  ab- 
scess in  the  broad  ligament  ever  occurs. 

Dr.  M.  Price: 

In  regard  to  the  question  of  pelvic  abscess 
exterior  to  the  peritoneum,  I  would  say  that  al- 
most all  of  them  are.    We  have  never  denied 
that  there  may  be  abscess  anywhere,  in  the 
broad  ligament  or  between  the  folds  of  the 
peritoneum  in  any  portion  of  the  abdomen,  but 
what  we  do  deny  is  the  frequency  of  these 
things  and  the  ability  of  any  operator,  with 
his  finger  in  the  vagina,  to  say  whether  the 
mass  is  inside  or  outside  the  peritoneum. 
Nature  takes  care  of  the  internal  viscera.     If 
there  is  an  irritant  or  foreign  body,  the  first 
effort  of  nature  is  to  encapsulate  it  and  throw 
it  outside  of  the  general  peritoneal  cavity. 
When  that  is  accomplished  and  nature  has 
thrown   an   inflammatory  diapragm  around 
the  mass,  how  is  the  operator  to  say  that  it 
was  always  extra-peritoneal,  particularly  if 
he  opens  it  from  the  pelvis  and  packs  it  with 
gauze  and  does  not  know  the  condition  of 
affairs  inside.     Even  with  his  hand  inside,  he 
cannot  say  that  the  trouble  did  not  first  start 
inside  of  the  peritoneum,  and  has  been  shut 
off  to  one  side.     Many  of  these  collections 
can  be  drained  outside  of  the  peritoneum,  but 
what  have  you  done  ?    You  have  attempted 
to  drain  an  abscess  with  probably  a  nec- 
rotic tube  or  a  diseased  appendix  or  some 
other  condition  inside  which  will  keep  up 
the  trouble  for  a  long  time,  probably  with 
fistulous  tract  for  months.     The  only  proper 
treatment  is  to  go  into  the  peritoneal  cavity 
and  remove  the  diseased  condition  that  has 
produced  this  abscess,  let  it  be  exterior  or  in- 
terior to  the  peritoneum.     I  contend  that  80 
to  90  per  cent,  of  all  pelvic  troubles  have  been 
in  the  start  intra-peritoneal,  and  have  been 
taken  care  of  by  nature,  and  at  the  time  of 
operation,  are  found  extra-peritoneal,  having 
been  shut  off  from  the  general  peritoneal 
cavity.     I  have  seen  over  two  thousand  ab- 
dominal sections,  but  I  have  yet  to  see  a 
single  solitary  case  of  abscess  in  the  broad 
ligament.     There    are    cases    of    puerperal 
trouble  where,  from  laceration  of  the  cervix, 
an  abscess  has  formed  in  the  cellular  struc- 
tures around  the  cervix,  but  these  abscesses 
are  exceedingly  rare  in  proportion  to  the 
others ;  they  are  so  rare  that  a  man  scarcely 
sees  one  of  them,  while  the  other  condition  is 
common. 


Yesterday  I  operated  on  a  lady  who,  in 
July,  was  struck  on  the  abdomen  with  the 
elbow  of  a  young  lady  who  fell  from  a  fence. 
The  lady  is  a  large  fleshy  woman,  and  had 
never  been  well  since  the  accident.  And  at 
last,  she  was  sent  in  in  a  dying  condition. 
There  was  a  large  mass  in  the  abdomen.  I 
opened  the  abdomen  and  found  that  the 
colon  had  been  ruptured,  but  adhesions  had 
taken  place  between  the  bowel  and  the  ab- 
dominal wall,  and  pus,  fceces  and  gas  were 
present  in  large  quantities.  I  found  a  dis- 
tinct diaphragm  between  the  peritoneum  and 
the  abdominal  cavity,  shutting  off  this  ab- 
scess. This  had  been  intra-peritoneal  at  one 
time,  but  the  peritaneum  had  taken  care  of 
itself.  You  might  as  well  say  that  that  was 
extra-peritoneal  from  the  start  as  to  say  that 
many  of  these  cases  of  pelvic  trouble  are 
extra-peritoneal  abscesses.  They  are  at  the 
time  we  operate,  but  not  at  the  time  of  com- 
mencement. 

Dr.  Joseph  Price  : 

This  paper  opens  up  some  points  of  dis- 
pute in  regard  to  pathology,  natural  history 
and  surgery,  and  I  should  like  to  make  a  few 
remarks  in  regard  to  my  own  personal  ex- 
perience. I  might  state  that  my  practical 
experience  has  caused  me  to  push  aside  the 
literature  on  this  subject.  I  know  perfectly 
well  that  the  subject  of  pus,  retro-peritoneal 
or  between  the  layers  of  the  broad  ligament, 
has  been  discussed  here  and  elsewhere,  and 
we  are  still  in  two  camps.  Some  hold  in 
favor  of  retroperitoneal  cysts  and  intra-liga- 
mentary  cysts.  I  am  not  willing  to  accept 
the  literature  of  this  subject  of  intra-liga- 
mentary  cyst.  They  are  all  placed  on  record 
in  doubt  as  the  first  case  this  evening.  The 
reporter  is  still  in  doubt  as  to  the  character 
of  this  tumor.  He  thinks  that  it  contains 
pus.  We  know  that  parovarian  or  retro- 
peritoneal cysts  contain  a  clear  fluid,  which 
is  the  least  likely  to  change.  It  is  the  purest 
form  of  fluid  which  we  remove  from  the  ab- 
domen. I  have  never  known  a  parovarian 
cyst  to  suppurate.  They  constitute  large 
flaccid  cysts,  so  flaccid  as  to  sometimes  ren- 
der the  diagnosis  of  a  cystoma  doubtful.  I 
am  not  prepared  to  say,  from  surgical  ex- 
perience, that  these  adherent  cysts  are  retro- 
peritoneal. They  always  form  pedicles,  with 
the  rare  exception  of  the  malignant  and 
papillomatous  forms,  when  they  involve  all 
surrounding  structures.     I  repeat  that  they 
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are  the  least  prone  to  suppuration.  It  is  my 
impression  that  in  the  case  reported,  the 
enucleation  would  have  been  fairly  easy,  and 
it  should  have  been  removed.  I  am  not  willing 
to  say  that  this  patient  is  well.  The  time 
will  probably  come  when  it  will  be  necessary 
for  some  one  to  repeat  the  procedure  and  re- 
move the  tumor. 

In  regard  to  the  huge  abscess,  I  have  such 
an  abscess  here  which  I  removed  a  few  days 
ag  owithout  a  ligature.  I  had  a  faecal  fistula, 
and  expected  it.  The  case  was  a  neglected 
one,  the  patient  having  lost  sixty-three  pounds 
in  weight.  The  abscess  was  a  burrowing 
one,  and  extended  well  down  towards  the 
anus.  So  full  was  the  pelvis  that  it  was  impos- 
sible for  the  patient  to  give  herself  an  enaema. 
It  is  surprising  the  number  of  these  neglected 
pus  cases  in  which  the  patient  finds  out  for 
herself  that  there  is  some  trouble  within  the 
pelvis  from  her  inability  to  use  the  enaema. 
It  was  only  to-day  that  I  had  a  patient  come 
to  me  complaining  of  this  inability  to  use  the 
injection  pipe.  She  has  a  huge  abscess 
which,  in  all  probability,  I  could  easily  incise 
and  put  in  a  rubber  tube,  but  I  would  not 
dare  to  do  it. 

Statements  have  been  made  here  repeatedly 
that  intra-ligamentary  or  broad  ligament  cysts 
and  abscesses  are  common.  I  have  yet  the 
first  case  of  this  kind  to  see.  I  have  removed 
many  ovarian  abscesses  and  pus  accumula- 
tions, sometimes  as  many  as  four  abscesses 
within  a  fifth,  and  after  removing  them,  I  can 
hold  up  the  remains  of  the  broad  ligament  to 
the  light  and  demonstrate  clearly  that  there  is 
not  tlie  semblance  of  suppuration  in  the  cellu- 
lar tissue  at  that  point.  I  want  to  make  my- 
self very  clear  upon  this  subject.  I  know 
perfectly  well  from  experience,  that  abscesses 
do  occur  at  all  points  of  the  body  where  we 
find  cellular  tissue,  from  the  scalp  to  the 
plantar  faecia,  but  in  the  vast  majority  of 
cases  in  the  pelvis,  abscess  is  due  to  trau- 
matism or  secondary  burroughing.  It  oc- 
curs in  the  cellular  tissue  precisely  as  in  the 
ovary.  Ovarian  abscesses  in  99  out  of  100 
cases  follows  a  suppurating  tube.  There  is 
an  attachment  of  the  pavillion  of  the  tube 
through  which  infection  takes  place  and  ab- 
scess develops.  I  demonstrate  these  facts 
daily  at  the  operating  table.  I  have  operated 
on  cases  of  criminal  abortion,  where  darning- 
needles,  crochet-needles  and  sounds  have 
been  plunged  into  the  vaginal  vault  and  have 
known  the  whole  peritoneal  structure  to  be 


lifted  to  the  iliac  creast,  and  in  these  cases 
we  often  find  sinuses  and  spontaneous  efforts 
at  cure,  but  if  you  open  the  peritoneal  cavity, 
you  will,  in  nine  cases  out  of  ten,  have  an  op- 
portunity of  removing  diseased  tubes  and 
ovaries,  and  in  these  cases  I  unhesitatingly 
open  the  abdomen  and  often  remove  cheesy 
pus  tubes  and  ovaries.  It  is  folly  to  take  the 
position  that  these  things  are  primary,  and 
that  they  do  occur  in  the  broad  ligament  so 
frequently  without  a  cause.  I  know  perfectly 
well  that  cysts,  retro-peritoneal  at  any  point 
from  the  diaphragm  down,  do  occur.  I  have 
just  sent  home  a  patient,  72  years  of  age, 
from  whom  I  removed  a  huge  cyst  in  the 
messentary  of  the  descending  bowel.  The 
cyst  held  three  or  four  gallons  of  fluid.  Ex- 
ercising the  greatest  care,  absolutely  ignor- 
ant of  its  precise  nature,  I  wounded  the 
bowel  in  tapping  it,  necessitating  closure  of 
the  descending  colon  to  perfect  my  surgery. 
She  made  a  nice  recovery,  and  there  is  no 
evidence  of  the  disease  returning.  These 
old  neglected  pus  cases  and  their  sequelae 
are  so  numerous,  and  we  have  discussed  the 
subject  so  freely,  that  1  shall  leave  this 
feature  of  the  discussion  at  present. 

Dr.  Noble: 

I  want  to  thank  Dr.  M.  Price  for  admitting 
what  I  have  claimed,  that  occasionally  we 
have  puerperal  broad  ligament  abscesses,  or, 
as  he  puts  it,  pus  in  the  cellular  tissue  at  the 
side  of  the  uterus,  which  means  the  same 
thing. 
Dr.  Barton  Cooke  Hirst: 

The  usual  contents  of  broad  ligament  cysts 
being  so  bland  and  indisposed  to  septic 
changes,  I  was  surprised  to  find  an  abscess 
in  a  situation  that  could  only  be  accounted 
for  by  the  supposition  of  such  a  cyst.  I  may 
add  that  there  will  be  no  necessity  for  any 
one  else  to  complete  the  operation,  as  inti- 
mated by  Dr.  Price,  for  the  cyst  was  fully 
drained  and  now  entirely  closed. 
CHRONIC  ABSCESS  DUE  TO  APPENDICI- 
TIS, BY  DR.  J.  M.  BALDY.     (See  page 

88). 

discussion. 

Dr.  Joseph  Price: 

This  is  becoming  a  first-class  surgical  so- 
ciety, but  as  the  other  societies  are  not  doing 
justice  to  these  subjects,  I  welcome  them 
here.  Extrauterine  pregaancy,  abscesses  in 
the  pelvis   and    appendicitis    constitute  the 
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main  part  of  our  work.  Cystoma,  whether 
neglected  or  early,  is  only  a  small  part.  Ap- 
pendicitis is  becoming  an  exceedingly  com- 
mon and  serious  disease.  As  abdominal  sur- 
geons, we  see  it  often  at  home  and  abroad. 
I  rarely  go  away  from  home  without  being 
asked  to  see  one  or  more  cases  of  appendi- 
citis. I  rarely  go  to  a  society  meeting  with- 
out being  told  of  one  or  more  cases  dying  in 
the  neighborhood.  For  instance,  I  went  to 
the  Virginia  State  Medical  Society,  and  while 
there  I  presume  that  I  was  told  of  half  a  dozen 
patients  with  appendicitis  in  the  practice  of 
my  friends.  A  surgeon,  Dr.  Powell,  of  Alex- 
andria, died  from  the  disease.  He  possessed 
a  fine  vineyard,  and  in  the  absence  of  his 
family  spent  considerable  time  in  the  vineyard 
and  ate  freely  of  grapes,  and  died  in  a  few 
days  notwithstanding  he  had  the  care  of  two 
excellent  physicians.  After  the  use  of  poul- 
tices, turpentine  stupes,  etc.,  a  surgeon  was 
called,  but  the  man  was  then  dying.  These 
cases  are  exceedingly  common.  We  are  not 
in  the  right  society  to  discuss  this  subject,  for 
the  men  are  not  here  who  cure  these  cases  by 
palliative  measures,  opium  and  rest.  These 
men  tell  us  of  cases  that  they  have  treated  in 
this  way,  following  the  opium  by  a  little  cal- 
omel or  a  little  Rochelle  salts,  and  the  patients 
have  done  fairly  well.  On  inquiry  we  learn 
that  other  cases  treated  by  them  in  the  same 
way  have  not  done  so  well,  and  that  after  con- 
tinuing the  treatment  for  several  days,  they 
have  finally  called  in  the  surgeon  when  the 
patient  was  in  a  dying  condition.  These  pa- 
tients often  carry  these  abscesses  for  years 
travelling  from  one  part  of  the  country  to  an. 
other  in  search  of  relief.  I  know  of  cases 
that  have  gone  to  Switzerland,  and  have  had 
four  or  five  attacks  treated  by  poultices. 
They  have  then  gone  to  Paris  and  been  ad- 
vised to  return  to  this  country  and  have  sec- 
tion done  by  an  American  surgeon.  They 
travel  around  the  country  and  have  as  many 
as  twenty  to  twenty-four  attacks.  Take  the 
Chestnut  Hill  case,  a  boy  who  had  had  twenty- 
four  attacks,  treated  by  twelve  different 
physicians,  and  reported  as  twenty-four  re- 
coveries, but  in  the  twenty-fourth  attack  Dr. 
Agnew  removes  the  specimen  and  the  patient 
gets  well.  The  case,  however,  goes  on  record 
by  twelve  physicians,  each  curing  two  attacks. 
I  have  a  number  of  specimens  from  cases  of 
appendicitis  that  have  gone  on  record  as 
cured  by  medical  treatment.  I  have  often 
had  the  specimen  here,  removed  in  the  fourth, 


fifth  or  sixth  attack,  that  some  one  was  re- 
porting as  a  recovery  under  palliative  treat- 
ment. I  saw  a  man  in  the  West  who  had 
been  treated  for  a  number  of  attacks.  The 
abdomen  was  half  full  of  pus.  I  put  in  some 
huge  drainage  tubes  and  he  recovered  and 
went  home  in  three  weeks.  That  case  had  been 
treated  in  different  cities  by  three  physicians 
and  reported  as  cured.  Take  the  man  on 
Chestnut  Street  who  had  had  twelve  attacks 
and  died  in  the  thirteenth.  I  have  now  a  pa- 
tient in  bed  with  the  abdomen  open  and  not 
a  stitch  in  it.  The  incision  was  made  for  a 
huge  pus  collection  without  a  suspicion  of 
appendicitis.  I  discovered  a  hole  in  the  head 
of  the  caecum  large  enough  to  admit  the  fin- 
ger, and  the  pus  had  burrowed  far  up  toward 
the  right  kidney.  There  were  multiple  pus 
pockets,  posterior  to  the  colon.  I  evacuated 
all  that  I  could  find,  and  washed  out  and 
drained  with  gauze.  She  is  doing  well.  I 
could  report  these  cases  by  the  dozen.  Not 
a  week  has  passed  this  summer  without  a 
case  of  appendicitis.  All  of  them  had  been 
neglected.  All  had  had  a  number  of  attacks 
treated  by  so-called  medicinal  or  palliative 
treatment  without  the  slightest  relief. 

Dr.  George  E.  Shoemaker: 

I  want  to  refer  to  the  condition  called  "peri- 
toneal cyst"  reported  by  Dr.  Baldy.  While 
it  is  difficult  to  criticise  a  case  that  one  has 
not  seen,  it  seems  reasonable  to  suppose  that 
this  was  one  of  tuberculosis  of  the  perito- 
naeum which  had  caused  adhesion  of  the 
bowels  to  each  other  behind,  forming  the 
posterior  wall,  and  a  large  accumulation  of 
liuid  had  taken  place  between  this  and  the 
parietal  peritonaeum;  also  that  the  parietal 
peritonaeum  was  largely  thickened,  and  that 
this  had  been  stripped  from  the  abdominal 
wall,  as  Dr.  Baldy  himself  at  first  thought. 
The  peritonaeum,  in  some  of  these  cases,  does 
become  greatly  thickened.  Some  of  my  own 
work  suggests  this  view,  as  I  have  seen  the 
bowels  massed  behind,  and  also  the  parietal 
peritonaeum  about  a  quarter  of  an  inch  thick, 
but  not  in  the  same  case. 

Dr.  Charles  P.  Noble: 

I  was  glad  to  see  that  in  this  case  Dr. 
Baldy  did  not  feel  called  upon  to  open  the 
general  peritoneal  cavity  and  to  separate  all 
adhesions.  I  think  that  that  point  in  treat- 
ment should  be  noted  and  should  be  com- 
mended. I  think  that  some  time  ago  the 
tendency  was  to  do  a  too  radical  operation  in 
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desperate  cases,  and  I  have  no  doubt  that 
thereby  many  deaths  occurred  in  these  cases. 
When  patients  are  at  the  point  of  death  they 
will  not  stand  separation  of  all  the  adherent 
surfaces.  At  the  same  time,  I  do  think  that 
at  times  we  shall  be  called  upon  the  operate 
a  second  time  in  these  cases,  for,  if  there 
is  a  diseased  appendix,  evacuation  of  the 
abscess  may  not  cure  it.  However,  I  be- 
lieve it  better  practice  to  do  a  second  opera- 
tion than  to  have  the  patient  die  from  the  pri- 
mary operation. 
Dr.  Harris  A.  Slocum  : 

I  wish  simply  to  suggest  that  a  possible 
explanation  of  Dr.  Baldy's  case  is  congenital 
enlargement  of  the  urachus.  I  can  under- 
stand how  such  a  condition  might  occur, — 
first  enlargement  and  then  malignant  change. 
Under  such  circumstances  there  would  be 
found  marked  adhesion  in  the  middle  line 
and  over  the  parites  as  described  by  him  in 
his  operation. 
Dr.  Joseph  Price: 

Tubercular  peritonitis  often  simulates  cys- 
toma. Cases  have  been  reported  by  McMur- 
trie,  Johnson  and  Croome  of  this  nature. 
Croome  made  a  mistake  in  diagnosis  in  two 
instances.  The  same  was  the  experience  of 
Johnson  and  McMurtrie.  My  impression  is 
that  this  was  a  case  of  tubercular  peritonitis. 
Dr.  J.  M.  Baldy  : 

It  has  always  been  my  custom  to  simply 
open  these  abscesses,  irrigate  and  drain  with- 
out attempting  to  find  the  vermiform  appen- 
dix, if  there  was  danger  of  breaking  away 
the  walls  of  the  abscess.  In  the  vast  major- 
ity of  cases,  the  appendix  is  already  destroyed. 
In  my  case  there  was  no  trace  of  the  appen- 
dix. I  could  have  accomplished  nothing  by 
opening  the  general  peritoneal  cavity.  As  far 
as  I  know  there  is  only  one  case  reported  in 
which  there  was  a  return  of  the  abscess  or 
inflammatory  attacks,  after  an  operation  of 
this  kind.  The  case  was  reported  by  Mor- 
ton. 

In  regard  to  the  second  case,  I  am  inclined 
to  regard  it  as  malignant  and  not  tubercular. 
The  ovary  was  undoubtedly  malignant,  and 
it  seems  fair  to  assume  that  the  rest  of  the 
disease  was  also  of  a  malignant  nature. 
Dr.  Joseph  Price: 

Dr.  Joseph  Price  presented  specimens  of 
extrauterine  pregnancy  with  the  following 
remarks : 

The  specimen  of  extrauterine  pregnancy  is 


presented  by  Dr.  Baldy  is  of  interest.  It  is  a 
common  and  a  murderous  disease.  It  is 
lamentable  that  .we  discuss  it  here  where  we 
are  doing  the  work.  It  should  be  discussed 
before  the  two  thousand  doctors  who  are 
practicing  in  Philadelphia,  There  are  a 
few  points  that  I  should  like  to  discuss.  In 
the  first  place  as  to  its  position.  I  think 
that  they  are  primarily  all  tubal.  In  looking 
over  the  literature,  I  find  that  among  promi- 
nent operators  there  is  a  tendency  to  drop 
down  gently  from  the  position  which  they 
originally  held.  Lawson  Tait's  assistant,  Mr. 
Taylor,  recently  presented  a  group  of  speci- 
mens to  the  British  Gynaecological  Society, 
and  his  remarks  show  that  he  has  changed 
his  position  to  intraligamentary  or  broad  lig- 
ament rupture.  He  has  not  a  single  case  of 
that  character  to  present.  You  will  find  that 
as  the  experience  of  operators  increase  that 
these  reports  will  differ  from  their  old  reports. 
As  yet  I  have  the  first  broad  ligament  haemat- 
ocele  or  extrauterine  pregnancy  to  meet,  and 
this  is  with  an  experience  of  eighty-two  cases. 
In  numbers,  I  think  I  lead  the  world. 

Here  is  a  tubal  pregnancy.  It  has  two  or 
three  openings.  I  do  not  know  how  many 
ruptures  there  may  have  been.  These  tubes 
rupture  at  all  points  except  at  the  crest  of  the 
ligament.  I  believe  that  this  is  the  strongest 
portion  of  the  tube.  The  pavillion  extremity 
is  the  most  common  seat  of  rupture. 

In  these  cases  the  death  is  a  matter  of  dis- 
placement, it  is  a  matter  of  haemorrhage  and 
shock.  The  escape  of  a  pint  of  blood  into 
the  peritonaeum  will  sometimes  kill.  A  haem- 
orrhage of  a  quart  from  the  vagina  or  uterus 
will  not  kill.  The  peritoneal  cavity  will  not 
tolerate  this  blood.  It  is  something  aside 
from  the  mere  loss  of  blood  that  kills.  Take 
a  reducible  ventral  hernia,  excise  the  sac  and 
return  the  bowel,  and  the  patient  gets  well. 
If  the  hernia  is  large  and  irreducible  and  you 
put  it  back,  it  acts  as  a  foreign  body  and  will 
kill  the  patient  every  time. 

This  is  the  only  foetus  that  I  have  ever 
known  to  go  directly  into  the  pelvic  cavity. 
They  are  usually  uppermost.  I  am  looking 
for  so  called  intraligamentary  pregnancies. 
A  few  weeks  ago  Dr.  Hoffman  removed  a 
huge  baby  enveloped  in  intestines.  There 
was  simply  a  friable  new  material  forming  a 
sac,  but  there  was  no  well  defined  wall.  I 
have  one  or  two  ectopic  pregnancies  which  I 
removed  without  a  ligature.  The  condition 
is  tremendously  on  the  increase.    The  case 
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from  which  this  was  removed  would  probably 
at  a  later  period  have  perished  from  haemor- 
rhage. Take  the  celebrated  case  of  Dr.  Mas- 
sey  s.  The  woman  was  a  witness  in  the  court 
and  had  her  first  attack  of  pain  there  after 
the  absence  of  one  or  two  periods.  She  was 
carried  home  in  a  swooning  condition.  A 
tumor  was  found  in  the  pelvis.  She  was 
treated  by  palliative  measures  and  electricity 
with  some  diminution  in  the  size  of  the  sac. 
Still  later  there  were  recurring  attacks,  and 
finally  in  the  fifth  or  sixth  attack  section  was 
done  and  an  enormous  quantity  of  clot  and  sac 
were  removed.  It  was  a  question  what  had 
become  of  the  foetus  and  when  it  died.  The 
foetus  escaped  at  the  attack  in  the  court  room 
and  died  at  that  time.  The  subsequent 
attacks  were  due  to  recurring  haemorhage. 

In  a  case  which  I  have  to  report  to-night, 
the  woman  had  her  first  attack  in  May,  after 
an  absence  of  two  periods.  She  had  been 
sterile  for  twelve  years.  I  presume  that  she 
had  had  twenty  attacks.  She  had  electricity 
for  eight  weeks  until  the  placenta,  foetus  and 
everything  suppurated.  A  huge  rotten  pla- 
centa, and  a  sac  with  a  large  foetus  were  re- 
moved. I  am  not  sure  that  I  could  not  have 
removed  it  by  pinching  it  off. 

Many  of  these  cases  get  well  without  oper- 
ation. Some  after  the  second  or  third  haem- 
orrhage. In  this  case  the  foetus  was  being 
digested  rapidly,  and  in  the  absence  of  ad- 
vanced tubal  disease  which  I  believe  favors 
suppuration  in  both  placenta  and  foetus,  the 
peritonaeum  in  all  probability  would  have 
taken  care  of  the  foetus.  The  foetus  all  dis- 
appears with  the  exception  of  a  few  bones 
which  come  away  through  the  bladder,  bowel 
or  umbilicus.  Out  of  three  or  four  hundred 
cases  reported,  in  123  bones  came  through  the 
bowel  or  bladder. 

The  danger  from  haemorrhage  is  the  chief 
danger.  Until  this  summer,  suppuration  had 
not  occurred  so  often  in  my  experience.  The 
last  three  cases  have  suppurated.  In  these 
cases  there  was  pre-existing  tubal  and  ovarian 
disease  or  suppuration  of  ovary,  which  fol- 
lowed immediately  upon  rupture  of  the  tube, 
I  am  satisfied  that  there  is  an  advanced  form 
of  tubal  disease  which  favors  tubal  pregnancy 
and  also  favors  suppuration  of  the  placenta 
and  foetus  after  rupture. 

Tome  all  these  cases  are  instances  of  tubal 
pregnancy.  I  have  never  found  one  in  the 
cornua  or  in  the  broad  ligament.  I  have  found 
them  completely  encysted  by  new  material. 


I  have  found  them  boxed  up  by  omentum 
and  intestine.  Just  here  I  wish  to  say  a  word 
in  regard  to  demonstrations  by  means  of 
frozen  sections.  In  operation  I  frequently 
demonstrate  what  in  a  frozen  section  might 
be  considered  broad  ligament.  A  section  of 
the  bowel,  new  material  or  omentum  would 
have  been  made  which  could  have  been  called 
broad  ligament.  If  the  foetus  ruptures  and 
goes  into  the  broad  ligament  why  should  we 
have  a  condition  of  angry  fixed  omentum  and 
bowel.''  We  find  peritonitis  in  about  every 
case.  This  method  by  frozen  section  strikes 
me  as  far  from  scientific. 

It  does  require  some  spunk  and  courage  to 
face  this  question  of  tubal  pregnancy  and 
section.  The  whole  thing  is  overwhelming. 
You  find  the  woman  blanched,  in  agonizing 
pain  and  the  pelvis  full.  There  has  been  an 
absent  or  delayed  period,  and  the  woman  pos- 
sibly has  thought  that  she  was  pregnant. 
When  we  come  out  and  say  that  the  woman 
has  a  ruptured  tubal  pregnancy  and  that  sec- 
tion must  be  done  at  once,  none  of  them  are 
prepared  to  meet  it,  and  nothing  short  of  a 
consultation  with  some  one  who  is  pretty  well 
known  will  bring  it.  I  had  a  case  this  sum- 
mer where  three  physicians  rather  shook 
their  heads  when  immediate  section  was  pro- 
posed. The  fourth  kept  quiet.  While  I  had 
had  sixty-nine  cases  without  a  death,  I  was 
myself  not  eager  for  the  section,  and  was 
willing  to  try  to  improve  her  condition.  I 
transfused  her  twice  and  saved  her,  but  it  was 
wrong,  the  transfusion  should  have  been  done 
during  the  operation,  which  should  have  been 
done  without  delay.  As  Dr.  Agnew  taught 
us  in  regard  to  all  haemorrhage,  we  should 
seek  for  the  offending  vessel  and  tie  it.  Twenty 
years  ago,  I  heard  him  urge  the  importance 
of  trephining  for  apoplexy  and  tying  the 
bleeding  vessel. 

These  quiescent  cases  that  suppurate  and 
come  through  the  bladder  and  bowel  are  un- 
fortunate cases.  In  many  there  are  faecal  fis- 
tulae. 

The  child  free  in  the  abdomen  is  quite  a 
common  occurrence.  In  Jessop'scase  there 
was  a  living  child  free  in  the  abdomen.  It 
was  taken  out  alive.  Three  or  four  such  cases 
have  been  reported.  I  think  in  a  case  of  Dr. 
Atlee's  a  child  weighing  nine  pounds  was 
found  among  the  intestines. 

Elliston  J.  Morris, 

Secretary. 
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It  has  long  been  the  custom  to  des- 
ignate, as  scrofula,  all  simple  enlarge- 
ments of  the  lymphatic  glands,  but  in 
the  light  of  present  knowledge,  al- 
though many  cases  are  distinctly  scrof- 
ulous in  their  origin,  yet  the  same  en- 
largements frequently  occur  in  per- 
fectly healthy  or  at  least  non-scrofu- 
lous children.  I  have  selected  the 
glands  in  four  situations  for  study. 

(i)  Cervical. 

(2)  Axillary. 

(3)  Epitrochlear. 

(4)  Ingumal. 

These  enlargements  appear  in  three 
different  forms. 

(i)  Involvement  of  a  single  gland. 
The  irritation  being  so  great  the  gland 
nearest  to  point  of  irritation  becomes 
so  quickly  enlarged  that  the  glands 
in  its  immediate  neighborhood  have 
scarcely  time  to  likewise  participate 
in  the  inflammatory  process. 


(2)  Involvement  of  a  cluster  of 
glands,  where  for  one  reason  or  an- 
other, a  single  gland  having  remained 
inflamed  for  a  considerable  time  the 
glands  in  its  immediate  vicinity  often 
are  sympathetically  enlarged. 

(3)  Where  the  irritation  has  been 
progressive,  the  entire  chain  of  glands 
becoming  enlarged.  The  enlarge- 
ments may  be  either  bilateral  or  uni- 
lateral, the  latter  variety,  however, 
being  far  more  common. 

Etiology. — The  causes  of  these 
enlargements  may  be  divided  into 
predisposing  and  exciting.  The  pre- 
disposing causes  are : — 

(i)  Age. — Of  loi  cases  from  the 
Children's  Hospital,  recorded  during 
the  last  three  years,  the  average  was 
5.3  years;  no  cases  of  over  12  years  of 
age  were  accepted  as  children. 

(2)  Sex. — It  has  been  reported  that 
females  are   more   often   subject    to 
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these  enlargements  than  males.  Out 
of  10 1  cases  examined  only  fifty-three 
were  found  to  be  females,  and  forty- 
eight  to  be  males. 

(3)  Heredity. — Children  born  of  con- 
sumptive parents  are  very  liable  to 
have  glandular  enlargements. 

(4)  Syphilis  either  accidentally 
acquired  or  inherited  also  involves  the 
lymphatic  system. 

(5)  Leucocythcsmia  may  also  be  a 
cause,  but  it  is  very  rarely  seen  in 
children. 

(6)  State  of  health. — They  are  most 
common  in  poorly  developed  and  con- 
stitutionally feeble  children,  or  in 
those  who  have  suffered  from  any  low- 
ering, acute  or  chronic  disease.  They 
may  also  occur  in  the  most  robust  of 
children. 

(7)  Exposure  to  cold  causing  cessa- 
tion of  the  cutaneous  respiration 
thereby  producing  enlargement  of  the 
glands. 

(8)  Previous  inflammation^  one  at- 
tack predisposing  to  another. 

Of  all  the  causes  the  constitutional 
play  no  specially  important  part.  Far 
more  frequent  the  enlargements  are 
determined  by  local  irritation,  and  in 
cases  of  weakly  and  unhealthy  chil- 
dren a  trifling  irritation  of  a  periphe- 
ral lymphatic  may  give  riss  to  a  serious 
disturbance  in  the  glands  associated 
with  it,  and  out  of  all  proportion  to  the 
local  lesions.  The  most  common 
cause  of  enlargement  of  the  cervical 
glands  is  chronic  inflammation  of  the 
throat,  fauces  and  nasal  mucous  mem- 
brane. Again,  wounds  and  eczema  of 
the  scalp  and  face,  impetigo,  otorrhoea, 
poisonous  exhalations  from  closets, 
drains,  and  dust  bins.  According  to 
Quain  pediculosis  capitis  invariably 
causes  enlargement  of  the  post  cervi- 
cal glands. 

Axillary       enlargement       follows 


wounds,  and  inflammations  about  the 
fingers,  hand  and  arm.  Punctured 
wounds  about  the  hands,  especially 
those  that  suppurate,  are  very  liable 
to  cause  enlargement. 

The  same  causes  apply  to  the  glands 
about  the  elbow  joint.  In  most  cases 
only  a  single  gland  is  involved,  the 
inflammation  very  frequently  going  on 
to  suppuration. 

For  the  inguinal  glands.  Irritation 
of  the  glans  penis  from  a  long  prepuce, 
or  a  collection  of  smegma,  vulvo-vag- 
initis  in  female  children,  wounds  or 
inflammations  about  the  toes,  feet  or 
legs,  and  ingrowing  toe-nail,  are  very 
common  causes  of  this  condition. 

Anatomical  characters  :  The  path- 
ology of  these  enlargements  is,  at 
first,  generally  that  of  an  acute  in- 
flammation. The  gland  or  glands  are 
more  or  less  enlarged,  often  very 
large,  and  by  palpation  a  feeling  of 
softness  or  elasticity  may  be  demon- 
strated. This  latter  condition  maybe 
readily  confounded  with  fluctuation. 
On  cross  section  the  surface  appears 
red,  moist,  softer  than  normal,  while 
here  and  there  haemorrhagic  points 
may  be  seen.  Occasionally  during  an 
attack  of  sore  throat  one  cervical 
gland  will  suddenly  become  painful  and 
swollen,  but  in  the  course  of  from 
twenty-four  to  forty-eight  hours  the 
condition  entirely  disappears.  Under 
these  circumstances  there  has  been 
an  active  hyperaemia  with  an  outpour- 
ing of  serum  within  the  capsule,  but 
no  true  inflammation. 

The  course  of  these  inflamed  glands 
is  various,  often  the  inflammation  sub- 
sides as  rapidly  as  it  began,  and  we 
have  no  further  trouble;  but  if  the 
inflammation  has  been  of  high  degree, 
necrosis,  gangrene,  cheesy  degenera- 
tion, fibroid  induration  or  suppuration 
may  be  the  termination. 
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Even  after  the  inflammation  has  sub- 
sided and  the  case  apparently  cured, 
the  glands  always  remain  a  little 
larger  than  normal  because  of  the 
addition  of  fibrous  tissue. 

Many  of  the  cases  probably  begin 
as  a  simple  inflammation,  run  an  ir- 
regular course  and  if  the  child  be 
sickly  or  predisposed  to  tuberculosis, 
the  diseased  glands  soon  become  suit- 
able habitations  for  the  tubercle  ba- 
cilli. The  glands,  however,  may  be 
tubercular  from  the  very  first,  and 
we  have  a  local  expression  of  a  con- 
stitutional condition. 

In  suspected  cases  repeated  micro- 
scopical examinations  of  the  glands 
have  failed  to  show  the  presence  of 
the  bacillus.  Inoculations  of  guinea 
pigs  under  these  circumstances  might 
prove  of  great  aid  in  diagnosing  these 
cases.  For  if  the  glands  were  tu- 
bercular they  would  produce  tubercu- 
losis in  the  guinea  pig,  and  on  exami- 
nation of  the  tissues  of  the  animal 
the  tubercle  bacilli  will  generally  be 
found. 

Diagnosis. — The  diagnosis  between 
the  simple  inflammatory  and  the  tu- 
bercular, in  some  cases,  is  extremely 
difficult. 

(i)  Simple  inflammatory  may  occur 
in  robust  children,  tubercular  never. 

(2)  Family  history  negative  in  one, 
history  of  consumption  in  the  other. 

(3)  Acute  inflammatory  comes  on 
rapidly,  symptoms  well-marked,  and 
either  terminates  favorably  or  sup- 
purates, while  the  tubercular  goes  on 
slowly  yet  progressively,  the  symp- 
toms of  inflammation  not  well  marked 
and  running  a  chronic  course  seldom 
suppurates,the  glands  f  requentlybeing 
converted  into  a  cheesy  material. 

(4)  When  the  acute  inflammatory 
variety  suppurates  and  is  opened  and 
drained,  it  heals  up  immediately,  while 


the  tubercular  continues  and  may  even 
discharge  an  irritating  pus  for  months. 

Between  the  simple  inflammatory 
and  syphilitic  there  should  be  no  diffi- 
culty. The  following  will  usually 
make  the  diagnosis  clear : — The  family 
history,  repeated  miscarriages,  general 
appearance  of  the  child,  teeth,  etc. 
The  situation  of  disease,  syphilis  more 
or  less  general,  acute  inflammations 
confined  to  one  of  the  four  situations. 
Acute  inflammatory  very  painful, 
syphilitic,  not  painful,  the  former  fin- 
ally becomes  attached  to  the  skin,  the 
latter  never. 

Between  the  syphilitic  and  tubercu- 
lar the  diagnosis  is  often  difficult.  Tl;ie 
family  histories  are  different;  the 
glands  in  the  syphilitic  are  movable, 
generally  the  entire  lymphatic  system 
is  involved,  while  in  tubercular  they  are 
always  adherent  to  the  skin,  are  gen- 
erally found  about  the  neck  and  axilla, 
with  little  tendency  to  suppuration ;  in 
syphilis  the  skin  over  the  glands  is 
seldom  discolored,  while  in  tubercular 
there  is  almost  always  discoloration 
after  the  gland  breaks  down.  The 
syphilitic  improve  on  iodide,  the  tuber- 
cular do  not. 

A  leucocythaemic  condition  is  so 
rare  in  children  that  it  need  scarcely 
be  mentioned  here. 

Prognosis. — The  prognosis  should 
always  be  guarded,  as  they  very  fre- 
quently prove  fatal  from  the  extension 
of  the  inflammation  and  suppuration 
to  the  mediastinum,  or  by  pressure  on 
important  structures.  The  prognosis 
of  the  acute  inflammatory  is  always 
favorable  as  regards  life,  but  guarded 
as  to  ultimate  termination.  The  sy- 
philitic also  favorable.  As  regards  the 
tubercular  condition  always  guarded; 
the  prolonged  suppuration  and  con- 
stitutional infection  often  terminating 
in  death  from  miliary  tuberculosis. 
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Treatment. — For  the  relief  of  these 
enlargements  innumerable  remedies 
have  been  advocated  and  used. 
Leeches,  lotions  and  counter-irrita- 
tion in  the  majority  of  cases  are  of 
very  little  value ;  and  in  many  cases 
even  do  harm  by  causing  increased 
flow  of  blood  to  the  parts.  Tincture 
of  iodine  as  a  local  application  has 
been  an  old  standby,  but  it  is  probably 
of  little  more  use  than  to  color  the 
skin  and  appear  as  if  something  was 
being  done. 

The  first  grand  principle  in  curing 
these  cases  is  treating  the  source  of 
infection. 

In  the  anterior  cervical  glands  the 
chronically  inflamed  pharyngeal  or 
nasal  mucous  membrane  is  generally 
responsible  for  the  trouble,  hence 
the  majority  of  cases  should  receive 
local  treatment.  For  very  young 
children  mild  cleansing  antiseptic  solu- 
tions may  be  used  in  the  form  of  a  spray, 
or,  when  possible,  local  applications, 
such  as  solution  of  iodide  of  potassium, 
tincture  of  iodine  and  glycerine,  or  a 
weak  nitrate  of  silver  solution  should 
be  made  directly  to  the  diseased  mem- 
brane. In  the  case  of  the  axillary  and 
epitrochlear  glands  all  punctured 
wounds,  cuts  and  inflammations  about 
fingers,  hand  and  arm  should  be  thor- 
oughly treated.  The  inflammation 
will  then  often  subside  in  the  glands 
without  any  treatment.  The  same 
rules  apply  to  the  inguinal  region, 
except  here  the  genital  organs  must 
also  receive  careful  attention. 

For  the  acute  inflammatory  variety 
if  the  case  is  seen  early  enough,  the 
source  of  infection  having  been  re- 
moved, suppuration  can  often  be  pre- 
vented by  the  constant  application  of 
heat,  either  in  form  of  poultices 
changed  every  half  hour,  or  by  hot 
fomentations. 


Cold  may  also  be  employed  in  the 
form  of  an  ice-bag;  its  application, 
however,  is  not  as  agreeable  as  heat. 
If  pus  has  already  formed  the  gland 
should  be  immediately  opened,  the 
pus  evacuated,  the  cavity  washed  out 
with  a  weak  sublimate  solution,  then 
packed  with  iodoform  gauze,  the  inci- 
sion covered  with  an  antiseptic  dress- 
ing, and  pressure  applied  by  means  of 
a  bandage.  Recovery  is  very  prompt 
and  certain  in  these  cases.  If  there 
be  a  tendency  to  suppuration,  or  even 
in  cases  where  pus  has  formed.  Ringer 
recommends  frequently  repeated  frac- 
tional doses  of  calcium  sulphide  1-20 
grain  every  hour.  Trial  of  this  drug 
in  a  number  of  cases  has  seemingly 
proved  of  little  value,  either  in  caus- 
ing the  absorption  of  pus  or  prevent- 
ing its  formation. 

For  the  chronically  inflamed  and 
tubercular  variety  another  course  of 
treatment  must  be  pursued.  Where 
the  glands  have  not  softened,  the  oint- 
ment of  the  iodide  of  lead  rubbed  in 
twice  daily,  has  been  strongly  recom- 
mended. It  is,  however,  probable  that 
the  good  effects  claimed  for  it  is  due 
to  the  simple  friction  used  in  apply- 
ing It.  For  the  tubercular  and  even 
the  simple  chronic  cases  the  injection 
method  of  treatment  has  given  better 
success  than  any  other  plan. 

The  sclerogenous  method,  devised 
by  Lannelongue,  is  as  follows  :  Two 
drops  of  a  ten  percent,  solution  chlor- 
ide of  zinc  were  injected  by  means  of  a 
hypodermic  syringe,  in  the  centre  of 
each  gland  at  intervals  of  a  week  or 
ten  days.  The  object  of  this  being^ 
to  convert  the  diseased  tissue  into  a 
harmless  fibrous  tissue,  and  thus  sur- 
round the  focus  of  injection,  as  it  were, 
by  a  wall  of  indurated  tissue. 

The  injections  give  very  little  pain 
save  at  the  time  of  introducing  tne 
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needle.  Coudray,  of  Paris,  has  em- 
ployed this  method  in  nine  cases  of 
tubercular  adenitis  with  great  success, 
and  without  any  secondary  complica- 
tions. Injections  of  carbolic  acid 
have  also  been  tried,  and  in  some 
cases  with  success. 

Dr.  Edward  Martin  treated  in  this 
manner  seven  cases  presenting  the 
clinical  features  of  a  tubercular  variety 
of  this  disorder,  occurring  in  children 
of  consumptive  parents,  presenting 
slow  progression ;  at  first  painless  en- 
largement of  the  glands,  involving  one 
gland  after  another  and  exhibiting  an 
ultimate  tendency  to  caseation.  Three 
of  the  cases  recovered,  the  tumors 
entirely  disappearing  in  the  course  of 
two  or  three  weeks.  Three  cases 
were  lost  sight  of  and  one  died,  not 
as  the  result  of  the  injections  but  from 
erysipelas  and  capillary  bronchitis  oc- 
curring two  weeks  after.  A  mixture 
of  equal  parts  of  carbolic  acid  and 
glycerine  was  used,  and  three  minims 
were  placed  in  the  centre  of  each 
enlarged  gland.  Pain  was  moderate 
and  lasted  only  a  short  time.  The 
following  day  the  swelling  was  con- 
siderably increased,  but  within  a  week 
began  to  subside  and  diminished  until 
the  gland  was  a  little  larger  than 
normal. 

Solutions  of  iodoform  have  also 
been  used : 

B.     Iodoform  washed  with  bichloride,    3ij 
Sterilized  glycerine  (boiling),  5  J  ^  J 

Two  or  three  drops  in  each  gland  at  inter- 
vals of  a  week. 

If,  however,  there  is  any  positive 
evidence  that  the  cheesy  matter  is 
breaking  down,  pus  forming,  the  skin 
becoming  discolored,  the  knife  should 
be  used.  If  there  are  two  or  three 
glands  involved  an  incision  may  be 
made,  the  pus  evacuated,  and  the 
diseased  tissue  removed  by  a  curette, 


especially  must  the  curette  be  used 
when  the  mass  is  not  limited  by  a 
capsule.  If,  for  one  reason  or  an- 
other, it  is  impossible  to  remove  all 
the  diseased  tissue,  any  small  piece 
that  is  allowed  to  remain  will  not 
materially  alter  the  progress  of  the 
case,  because  as  the  wound  surface 
begins  to  granulate  the  little  pieces 
that  were  left  disappear  either  in  the 
form  of  minute  sloughs  pushed  off  by 
the  granulations  or  by  intersticial  ab- 
sorbtion. 

If,  however,  the  mass  is  encap- 
sulated, and  has  not  generally  infil- 
trated the  neighboring  tissue,  it 
should  be  carefully  dissected  out,  the 
raw  surface  swabbed  with  a  solution 
of  chloride  of  zinc  60  grs.  to  ^i,  the 
wound  .  clqsed  and  treated  antisep- 
tically. 

If  the  glands  be  allowed  to  open 
themselves,  there  remains  an  ugly 
dark  red  scar. 

As  regards  the  syphilitic  enlarge- 
ments, there  is  little  to  be  said. 

Inunctions  of  3SS  of  mercurial  oint- 
ment gently  rubbed  into  each  en- 
larged mass,  at  intervals  of  a  week. 
Internally,  potassium  iodide  five  to 
ten  grains  three  times  a  day,  and  gen- 
eral tonic  treatment. 

The  constitutional  treatment  of  all 
varieties  of  these  cases  is  also  very 
important. 

Change  of  air,  either  to  country,  or 
better  the  seashore,  protection  against 
sudden  changes  of  temperature,  warm 
and  airy  sleeping  rooms,  careful  at- 
tention to  diet,  are  all  important 
measures.  Again  cod-liver  oil,  iodide 
of  iron,  minute  doses  of  bichloride  of 
mercury  are  of  great  value.  A  very 
favorite  prescription  used  at  the 
Children's  Hospital  in  this  class  of 
cases,  especially  scrofulous,  is : 
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B.    Emulsion    olei  morrhuol, 

50  per  cent,  J'j- 

Syr.  ferri  iodidi.  5  J* 

Syr.  hyphosphites.  5  ij- 

M.Sig. — Teaspoonful  three  times  a  day. 

For  the  acute  inflammatory  variety, 
where  there  is  a  little  fever,  a  dose  of 
oil  or  salts,  according  to  the  age,  may 
be  given,  and  along  with  this,  some 
simple  fever  mixture  such  as 


B.     Morph.  sulph.,  gr.  ss. 

Spt.  aetheris  nitrosi,  5j- 

Mist,  potassii  citratis,  q.s. 

ad.,  5iij. 

M.S.— 3j  every  two  hours  for  a  child  a 
year  old. 

After  the  abscess  has  been  opened 
a  few  grains  of  quinine  during  the  day 
will  hasten  the  cure. 


CLINICAL  MEMORANDA. 


Children's  Hospital. 


Service  of  Dr.  John  Gillespie,  Jr. 
[Reported  by  Alfred  Hand,  Jr., Resident  Physician.] 


SIX  CASES  OF  ENTERO-COLITIS. 

Case  I. — J.  L.,  aged  2}4  years,  tem- 
perature on  admission  101°. 

Case  II. — T.  H.,  aged  2  years,  tem- 
perature on  admission  97°. 

Case  HI.— L.  H.,  aged  i^  years, 
temperature  101°. 

Case  IV.— W.  McC.,3.gedi}(  years, 
temperature  103°. 

Case  V. — N.  B.,  aged  4  years,  tem- 
perature 101°. 

As  all  the  cases  with  one  exception 
were  similar  in  condition,  treatment 
and  result,  the  first  five  may  be  grouped 
together.  From  the  temperatures  on 
admission,  it  will  be  seen  that  they 
were,  with  the  exception  of  Case  II., 
in  the  same  more  or  less  acute  stage 
of  inflammation.  They  had  all  been 
under  treatment  in  the  dispensary  for 
several  days  before  they  were  admit- 
ted to  the  hospital,  and  they  all  had 
been  put  on  the  following  mixture : — 


B    Bismuthi  subnitratis  gr  v. 

Tinct.  opii  deod.  Tip  ss. 

Spts.  ammon.  arom.  Vip  v. 

Sodii  salicyl.  gr  ss. 

Syrupi .  Ttp  x. 

Mist,  cretae  q.  s.  ad  f  3  i- 
M.  S.  f  3i  every  two  hours. 

To  those  under  two  years,  the  mix- 
ture was  given  diluted  half-strength 
with  water. 

The  diarrhoea  of  six  or  a  dozen  wa- 
tery green  movements  not  being 
checked  by  this,  the  cases  were  ad- 
mitted to  the  house.  The  treatment 
adopted  was  as  follows ;  the  above 
mixture,  a  drachm  every  two  hours ; 
equal  parts  of  milk  and  lime-water  at 
regular  intervals  ;  and  rest  in  bed,  the 
child  being  disturbed  no  more  than 
was  absolutely  necessary.  With  ad- 
mission to  the  hospital,  the  diarrhoeas 
ceased  as  if  by  magic.  Case  II.  being 
the  only  one  having  more  than  two 
movements  in  a  day.   The  exhaustion 
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continued  for  several  days,  being  most 
marked  in  Cases  I.  and  II.  This  was 
soon  recovered  from,  and  after  a  stay 
of  two  or  three  weeks,  the  patients 
were  discharged  cured. 

It  is,  perhaps,  impossible  to  point 
out  the  most  important  element  in 
the  treatment,  but  it  seems  as  though 
too  much  stress  cannot  be  laid  on  the 
absolute  rest  in  bed,  which  children 
of  this  class  do  not  get  at  home  when 
sick. 

In  marked  contrast  to  these  cases  is 
Case  VI. — G.  R.,  aged  eight  months, 
breast-fed,  was  brought  to  the  dispen- 
sary one  Friday  morning,  for  diar- 
rhoea. The  above  mixture,  half- 
strength,  was  given  every  two  hours. 
The  next  time  the  child  was  seen  was 
the  following  Sunday  afternoon,  in 
the  receiving-ward.  He  was  evidently 
very  sick,  and  a  thermometer,  after 
one  minute  in  the  axilla,  registered 
104. 2*".  The  pulse  was  210,  respira- 
tion 44.  Cool  sponging  was  imme- 
diately resorted  to,  to  bring  the  fever 
down ;  carbonate  of  ammonium,  gr.  j 
and  brandy,  one  drachm,  were  given 
every  half  hour,  and  the  bismuth  mix- 
ture continued.    At  seven  o'clock  the 


temperature  reached  its  lowest  point, 
101.4°,  pulse  160,  respiration  54.  The 
child's  condition  continuing  to  be 
alarming,  the  treatment  was  modified 
as  follows  :  Cool  sponging  when  the 
temperature  reached  103°  ;  a  special 
mixture  of — 

B.     Syr.  rhei  UP  v. 

Bismuthi  subcarb.,  gr.  v. 

Syr.  acacise,         ^  UP  x. 

Mist,  cretae,  q.  s  ad  f3j. 

Given  every  two  hours ;  brandy,  gtt. 
XX  every  two  hours ;  a  mustard  poul- 
tice to  the  abdomen  every  four  hours, 
followed  by  absorbent  cotton,  wrung 
out  of  sweet  oil. 

The  child  was  nursed  every  two 
hours,  but  as  it  was  too  weak  even  for 
this  effort,  predigested  milk  was  given. 
The  hands  and  feet  were  cold,  so  hot 
cans  were  put  to  them,  while  the  body 
was  sponged  with  tepid  water.  In 
spite  of  all  treatment  the  temperature 
kept  ascending,  making  one  jump  in 
half  an  hour  from  102°  to  105.4°,  and 
again  from  105°  to  107.8°.  One  hour 
later,  the  child  died  with  a  tempera- 
ture of  103,°  having  had  five  entero- 
colitis stools  during  the  twelve  hours 
it  was  in  the  hospital. 
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Spasms  of  the  Glottis  in  the  Newborn. 


LoRi  {Oesten-ungar  Centrallblatffur     It  is  very  alarming,  but  never  results 


die  medicinischen  Wissenschaften,  Vi 
enna),  January  31,  refers  to  this 
symptom,  which  is  most  frequently 
found  as  a  symptom  of  rachitis  and 
the  diseases  of  the  digestive  organs. 


fatally,  and  is  usually  cut  short  by 
allowing  a  drop  of  a  one  per  cent, 
solution  of  cocaine  to  pass  down  to 
the  larynx  through  the  nares. 
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Contribution  to  the  Pathogenesis  of  Infectious    Ecchymotic  Purpura 

in  the  Nursing  Infant. 


SoMMA  {Archives  Italiano  di  Pedia- 
tria^  January,  1892)  refers  to  the  in- 
fectious ecchymotic  purpura  as  a  dis- 
ease rare  to  Italian  observers.  He 
reports  a  case  occurring  in  a  male 
infant  that  had  suffered  for  eight 
months  with  gastro-enteritis.  At 
first  a  spot  of  ecchymosis  the  size  of 
a  French  sou  was  noticed  over  the 
left  frontal  prominence.  Afterward 
about  thirty  other  patches  appeared 
in  different  parts  of  the  body. 

The  principal  characteristics  are  as 
follows : 

( 1 )  The  appearance  of  haemorrhagic 
spots  all  over  the  cutaneous  surface, 
each  ecchymosis  being  about  the  size 
of  a  franc  piece. 

(2)  The  rapid  and  simultaneous  de- 
velopment of  these  spots. 

(3)  The  good  general  health  of  the 
child. 


(4)  The  complete  absence  of  fever, 

(5)  The  absence  of  all  hereditary 
or  other  morbid  tendency,  and  of  all 
injury. 

(6)  The  pre-existence  or  concur- 
rence of  various  acute  disorders  of  the 
intestines. 

The  exciting  cause  is  a  micro-organ- 
ism present  in  the  intestines,  which, 
entering  the  organism  by  the  venous 
system,  leads  to  multiple  embolisms 
of  the  skin  and  necrosis  of  the  walls 
of  the  capillaries  and  haemorrhage. 
The  prognosis  is  necessarily  uncer- 
tain as  long  as  we  are  ignorant  of  the 
extent  to  which  similar  lesions  of  in- 
ternal organs  are  associated  with 
those  present  in  the  skin. 

The  treatment  resembles  that  of 
infectious  diseases  in  general :  good 
hygienic  conditions,  antiseptics  and 
tonics. 


Diphtheria. 


Dr.  F.  E.  Winter  (Jotir.  Am.  Med. 
Assoc.)  finds  weak  solutions  of  carbolic 
and  boracic  acid  have  a  germicide 
effect  on  the  Klebs-Loeffler  bacillus, 
which,  he  assumes,  is  the  cause  of  this 
disease.  His  method  of  attack  is  by 
means  of  irrigation  through  the  nose 
with  a  Davidson  syringe.  If  neces- 
sary, irrigation  may  be  done  through 
the  mouth,  carrying  the  pipe  between 
the  teeth  and  cheek.  Every  two 
hours  is  the  time  limit  in  ordinary 
cases.  It  is  useful  to  have  in  the 
room  a  steam  kettle,  with  medicated 
water,  one  pint  of  water,  |i  turpentine 
and  5ii  oil  of  eucalyptus.     Sulphurous 


acid  gas,  obtained  through  the  burning 
of  sulphur  candles,  are  also  of  value. 
The  use  of  bichloride  of  mercury  is 
advised  by  Dr.  A.  Jacobi,  in  doses  of  a 
quarter  of  a  grain  a  day  to  a  child  of  6 
months,  the  diarrhoea  being  easily  con- 
trolled by  a  few  drops  of  paregoric. 
Stimulation  should  be  resorted  to 
early,  not  waiting  for  signs  of  heart 
failure ;  and  here  the  choice  of  the 
stimulant  is  brandy.  Camphor,  digi- 
talis and  alcohol,  if  rejected  by  the 
stomach,  should  be  given  hypoderm- 
ically.  One  part  of  camphor  in  four 
of  sweet  almond  oil  may  be  put  under 
the  skin  with  but  little  local  irritation. 
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SoMMERBRODT  {Berliner  Klinische 
Wochenschrift ;  The  Medical  AgCy 
Vol.  X,  No.  16)  has  prescribed  crea- 
sote in  the  treatment  of  the  glandular 
enlargements  of  the  throat  unaccom- 
panied by  pulmonary  or  laryngeal 
disease,  and  has  repeatedly  observed 
these  enlargements  diminish  and  even 
disappear. 

With  children  under  six  years  of 
age  he  advises  the  administration  of 
pure  creasote,  with  the  addition  of 
milk  or  wine,  beginning  with  one  drop 
thrice  daily,  gradually  increasing 
every  two  days  until  from  eight  to 


twelve  drops  have  been  received. 
With  children  over  seven  years  of  age 
it  is  easy  to  reach  a  daily  dose  of 
fifteen  drops  in  eight  to  ten  days  by 
administering  the  creasote  in  capsules 
with  codliver  oil.  It  is  seldom  nec- 
essary to  exceed  fifteen  drops  daily, 
but  it  should  be  used  without  hesita- 
tion according  to  circumstances.  It 
must  be  given  immediately  after  the 
three  principal  meals,  as  it  is  not  well 
borne  by  the  empty  stomach,  and 
should  be  prolonged  for  many  months, 
long  beyond  apparent  cure. 


Gonorrhceal  Infection  of  the  Mucous  Membrane  of  the  Mouth  in 

New-born  Infants. 


RosiNSKY  {Zeitsckrift  fur  Geburts- 
hdlfe  tmd  Gyn'dkologie ,  Band  XXII, 
Heft  I  und  2),  from  the  study  of  five 
cases  of  gonorrhoeal  infection  of  the 
mouth  in  the  Konigsberg  obstetrical 
clinic,  has  drawn  the  following  pic- 
ture of  the  disease  :  Without  preced- 
ing inflammatory  redness,  a  white  dis- 
coloration appears  upon  the  anterior 
two-thirds  of  the  tongue,  the  plaques 
of  Bednar,  the  hamulus  pterygoidews 
and  along  the  ligamentum  pterygo- 
mandibularum  in  the  lower  jaw,  fin- 
ally upon  the  front  parts  of  the  gums. 
After  24  to  36  hours  the  color  be- 
comes yellow.  The  patches  elevate 
themselves  plateau-like  over  the 
surrounding  tissues,  and  their  surfaces 
are  raw.  The  superficial  epithelium 
forms,  with  extravisated  pus  cells,  a 
thick  layer,  resembling  the  scrapings 
from  the  cut  surface  of  a  septic  spleen. 
On  the  third  day  the  regeneration  of 
the  epithelium  begins ;  this  is  marked 
by  an  inflammatory  redness  around  the 


edge  of  the  patch.  Healing  follows 
without  treatment  in  an  ideal  man- 
ner, no  trace  of  scar  or  discoloration 
remaining.  From  the  microscopical 
examination  of  some  excised  tissue, 
Rosinsky  has  gleaned  the  following  : 
The  gonococci  were  never  found,  in 
stained  sections,  intracellular.  They 
were  seldom  found  intracellular  in 
the  superficial  flakes.  Gonococci  can- 
not penetrate  into  the  bod)  of  healthy, 
living  cells  ;  they  accomplish  this  only 
when  the  single  cells  are  cut  off  from 
the  conditions  of  life.  In  the  connec- 
tive-tissue, gonococci  invasion  was 
found.  Rosinsky  believes  this  to  be 
typical  for  pure  gonorrhoeal  inflamma- 
tion of  the  mucous-membrane.  The 
relatively  infrequent  gonorrhoeal  in- 
flammation of  the  mucous-membrane 
of  the  mouth  in  adults  in  contradis- 
tinction to  infants,  he  believes,  due  to 
the  tenderness  of  the  epithelium  of 
the  mouth  in  the  new-born. 
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Treatment  of  Congenital  Myxoedcma  by  Hypodermic  Injections  of 
Thyroid  Juice,  and  by  Grafts  of  the  Thyroid  Gland. 


Lyon  Medical, 

Robin  reports  the  case  of  a  child 
seven  years  of  age  suffering  from  con- 
genital myxoedema. 

The  family  history  was  good,  and 
no  hereditary  affection  of  any  kind 
could  be  traced. 

Before  the  birth  of  the  child  the 
mother  had  a  fall  upon  her  back,  and 
gestation  was  prolonged  to  about  the 
eleventh  month. 

The  child  was  enormous,  weighing 
about  fourteen  pounds. 

Its  appearance  was  quite  strange, 
looking  as  if  it  had  been  subcutane- 
ously  blown  up  with  air,  especially 
the  face.  The  child  did  not  develop 
mentally  or  physically  until  about  the 
sixteenth  month. 

Toward  the  fifth  year  it  contracted 
measles,  and  eighteen  months  later 
whooping  cough.  During  both  of 
these  attacks  there  were  dangerous 
pulmonary  complications. 

Since  these  attacks  its  development 
has  been- slow,  its  appearance  being 
that  of  a  child  three  or  four  years 
old,  and  its  physiognomy  is  character- 
istic of  myxoedema. 

The  neck  is  large,  and  the  thyroid 
gland  cannot  be  demonstrated  by  pal- 
pation. 

In  the  subclavicular  fossae,  well- 
marked  pseudo-lipomatous  masses  are 
found,  and  the  same  can  also  be  found 
in  both  axillae. 

The  superior  and  inferior  members 
are  slightly  bowed,  and  the  skin  thick- 
ened. 

Constipation  is  marked,  the  action 
of  the  heart  regular,  and  the  urine 
does  not  show  anything  abnormal. 

The  child  had  been  treated  by  vari- 
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ous  remedies  since  it  was  fourteen 
months  old  but  with  no  result.  Creo- 
sote, apparently,  caused  a  slight  dim- 
inution in  the  degree  of  infiltration, 
and  also  a  slight  elevation  of  tempera- 
ture. 

The  author  now  decided  to  try  hypo- 
dermic injections  of  the  expressed 
juice  of  a  thyroid  gland,  the  mode  of 
preparation  being  as  follows  :  A  large 
flask,  containing  a  six  per  cent,  solu- 
tion of  carbolic  acid,  is  sent  to  the 
abatoir.  The  sheep  is  killed,  imme- 
diately skinned,  and  the  thyroid  gland 
removed  and  placed  warm  in  the  flask. 
The  fat  and  capsule  being  removed, 
the  gland  is  allowed  to  dessicate  on  a 
warm  clean  plate. 

This  being  done  a  piece  of  new 
muslin,  very  strong,  is  to  be  thor- 
oughly soaked  in  boiling  water,  and 
then  dried  over  the  flame  of  a  Bun- 
sen  burner.  It  is  now  soaked  in  a 
solution  of  carbolic  acid  and  slightly 
wrung  out.  The  gland  is  now  envel- 
oped in  this  cloth,  is  placed  between 
the  jaws  of  a  strong  shoemakers'  pin- 
cers, and  vigorously  squeezed.  The 
thick  fluid  recovered  is  the  juice  of 
the  thyroid  mixed  with  a  little  blood 
and  carbolic  acid.  The  liquid  is  then 
collected  in  a  sterilized  silver  spoon 
and  put  in  a  flask,  again  sterilized  by 
flame  and  kept  ready  for  use. 

It  is  absolutely  necessary  that  the 
gland  be  cut  into  fine  pieces,  and  that 
it  does  not  contain  cysts. 

The  injections  were  made  every 
day.  The  child  began  to  improve 
immediately ;  it  revived  from  its  tor- 
por; became  active;  countenance 
clear  and   more   natural;    it   is  now 
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easily  amused  and  capable  of  walking 
alone. 

The  oedema  is  rapidly  disappearing, 
the  skin  becoming  red,  and  the  tem- 
perature is  no  longer  subnormal. 

The  injections  should  be  continued 
every  day  for  about  four  months.  In 
another  case  treated  by  the  author, 
grafts  were  used.  For  this  method 
the  operation  must  be  done  rapidly, 
and  be  thoroughly  aseptic.     Two  in- 


cisions should  be  made  one  below 
each  breast,  the  freshly  removed  gland 
rapidly  inserted,  and  the  wound  closed 

What  becomes  of  the  transplanted 
mass,  or  how  it  acts,  is,  as  yet,  an  open 
question. 

One  author  claims  that  the  gland 
has  a  thermogenic  action,  as  the  tem- 
perature, in  all  well  marked  cases,  is 
always  subnormal. 


Study  of  Post-Diphtheritic  Paralyses. 


Baginsky  {International  Medical 
Magazine^  believes  that  the  more  in- 
tense the  diphtheritic  process  in  the 
pharynx,  the  earlier  does  paralysis 
follow.  Paralysis  of  the  soft  palate 
is  the  most  usual  and  appears  consec- 
utively with  albuminuria,  or  well-de- 
veloped nephritis.  The  heart  is  often 
affected  early  and  the  children  die 
with  symptoms  of  heart-weak- 
ness. 

Paralysis  appearing  later  and  with 
slower  onset  is  associated  with  non- 
gangrenous  or  non.  septic  processes. 
Generalization  of  the  paralysis,  or  es- 
pecially its  localization  to  the  dia- 
phragm, is  dangerous.  Paralysis  of 
the  diaphragm  is  of  more  frequent 
occurrence  than  is  generally  believed. 
This  is  characterized  by  almost  com- 
plete aphonia,  cough,  difficult  and  co- 
pious expectoration  of  foamy,  viscid 
mucus,  dyspnoea  with  thoracic  respi- 
ration. The  affection  is  usually  fatal, 
death  occurring  slowly  with  aphyxia, 
bronchitis,  or  broncho-pneumonia,  or 


suddenly  with  complete  cessation  of 
respiration. 

The  heart  manifestations  are  mani- 
fold, varying  from  diminution  in  arte- 
rial tension  to  arlythenia  with  symp- 
toms of  stasis.  On  ausculation  the 
first  sound  is  absent,  both  sounds  in- 
distinct or  first  sound  reduplicated. 
Accompanying  this,  may  be  a  rapid 
and  extensive  swelling  of  the  liver. 
This  is  of  grave  prognosis.  Cheyne- 
Stokes  respiration  may  occur.  Re- 
covery may  take  place  after  all  these 
symptoms  have  appeared. 

The  best  results  in  treatment,  ob- 
tained by  Baginsky,  have  been  from 
the  subcutaneous  injection  of  sulphate 
of  strychnia  1-20  to  1-40  of  a  grain  a 
day  in  three  injections.  Camphor 
hypodermically  has  also  given  good 
results. 

He  accepts  as  the  pathological  basis 
for  diphtheritic  paralysis  a  polyneuri- 
tis, or  as  Virchow  has  expressed  it, 
"neuritis  parenchymatosa  et  intersti- 
tialis  proliferans." 
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PiEDIATRIC  THERAPEUTICS. 


Creasote  in  Scrofula. 

Sommerbrodt  recommends  the  creasote 
treatment  for  scrofula,  insisting  upon  the 
administration  of  large  doses.  For  a  child 
seven  years  old  he  gives  15  grains  of  creasote 
a  day,  in  capsules  or  dropped  in  milk  or  wine, 
arriving  at  that  dose  by  progressive  increase 
in  six  days. 

For  a  child  under  six  years  old  he  com- 
mences with  one  drop  a  day  in  milk  or  wine, 
given  preferably  after  the  meal  to  avoid  the 
phenomena  of  gastric  intolerance. — Berliner 
klinische  Wochenschrift,  1892,  No.  26. 

"Laryngeal  Diphtheria. 
Rosenberry  speaks  highly  of  the  use  of 
alcohol  and  quinine  internally  combined  with 
frequent  local  applications  by  means  of  an 
atomizer  of  the  following  mixture : 
B.     01.  eucalypt. 

01.  terebinth.,      .     aa  %\. 

01.  vaselinae,  5  vi. 

M.  Sig.— Apply  every  half  hour.— T^^^r^- 
peut.  Gazette^  Nov.,  1891. 

Carbolic  Acid  as  a  Vesicant. 

A.  Olliver  suggests  the  employment  of  car- 
bolic acid  as  a  vesicant  in  pulmonary  com- 
plications and  in  diphtheria,  as  was  proposed 
by  Hayem,  in  the  following  formula : 

B.  Acid,  carbolic  cryst.,  3ij. 
Alcohol  (90  per  cent.),       tXpxv. 

To  be  applied  with  camel's  hair  pencil.— 
Bulletin  Gen^rale  de  Therapeutique,  August 
30,  1892. 

Prolapse  of  the  Rectum. 
Dr.  Graham  recommends  for  prolapse  of 
the  rectum  in  infants  the  use  twice  daily  of 
cold  water  enemas;  one-grain  suppositories 
of  ergotin  three  times  a  day,  with  the  correc- 
tion of  any  existing  gastric  or  intestinal  dis. 
turbance.  During  defecation  the  child  to  be 
kept  recumbent  and  margins  of  anus  sup- 
ported with  thumb  and  index  finger. 


Diphtheria. 

Ozegowski  recommends  the  treatment  of 
faucial  diphtheria  by  the  local  application  of 
the  following  mixture : 
B.    Acid.  carb.  cryst. 
Acid,  citric,  cryst. 

Tinct.  iodi.,     aa        45  to  75  grains. 
Cognac  (fine  champagne),  y/i  ounces. 
M.— Ft.  sol. 

Sig :  To  be  painted  on  with  a  cotton  wool 
swab  every  two  or  three  hours. 

As  an  adjuvant  he  advises  liberal  nutritious 
diet.  Acid  drink  (lemonade),  and  in  older 
children  chlorate  of  potash  or  chlorate  of 
sodium  gargle. — Nowing  Lekarski,  March, 
1892. 


The  Treatment  of  Burns  in  Children. 

Wertheimer  recommends  the  use  of  Carron- 
oil  with  the  addition  of  thymol  as  an  anti- 
septic : 

B.     Thymol,  gr.  iv.    vel.,  viii. 

01.  lini. 

Aquae  calcis,        aa        Oss. 
Another  combination  which  has  proved  its 
value  is : 

B.     Bismuth  subnitrat,  ^i. 

Acid  boracic,  gr.  x. 

Lanoline,  ^vi. 

M.    01.  olivse,  ^ii. 

The  author  advises  the  use  of  the  thymol- 
ized  Carron-oil  for  the  first  two  weeks  and 
then  the  above-named  ointment,  or  the  latter 
may  be  used  from  the  ^vsX.—Munchener 
medicinische  Wochenschrifl,  August,  1892. 

For  Diarrhcea  in  Infants. 

B.     Bismuth  salicylat.,  ^i. 

Naphthol,  gr.  vi. 

M.— Ft.  chart.  No.  xii. 
Sig. — One    powder    every  three    hours. — 
Grahatn. 
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In  practice  I  have  found  four  well- 
marked  and  distinct  forms  of  cervi- 
citis, all  arising  from  different  causes 
and  each  presenting  in  certain  respects 
peculiar  characteristics  and  pursuing 
a  different  course. 

In  accordance  with  the  etiology  of 
these  four  forms  of  cervicitis  I  will 
designate  them  as  the  simple,  septic, 
traumatic  and  specific. 

This  classification  will  tend  to  a 
clearer  understanding  of  the  nature 
and  treatment  of  each  form.  The 
revelations  of  investigation  will  clearly 
establish  the  fact  that  all  cases  do  not 
arise  from  a  common  cause  and  pres- 
ent features  in  common  This  ar- 
rangement of  the  various  forms  of  our 
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subject  will  enable  us  to  comprehend 
more  clearly  the  etiology  of  each 
form,  its  true  pathology  and  appro- 
priate treatment.  I  am  impressed 
with  the  opinion  that  all  those  path- 
ological phenomena  observed  in  the 
diseased  cervix,  as  endometritis,  hyper- 
aemia,  engorgement,  hyperplasia,  ero- 
sion, ulceration,  are  due  originally  to 
inflammatory  action  as  a  basis  of 
morbid  influence  arising  either  from 
simple,  septic,  traumatic  or  specific 
causes,  and  that  we  should  in  our 
differentiation  of  these  different  forms 
of  the  disease  be  fully  alive  to  the  im- 
portance of  these  facts  as  necessary 
to  the  election  of  appropriate  methods 
of  treatment. 

Simple    Cervicitis. — This    form    of 
cervicitis  invariably  originates   from 
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non-infectious  causes.  A  very  com- 
mon cause  is  the  action  of  exposure 
to  cold  during  menstruation.  It  not 
unfrequently  arise§  from  excess  of 
venery  in  the  married  and  unmarried. 
I  have  not  unfrequently  been  called  to 
treat  cases  in  the  unmarried  and 
virtuous  which  I  was  satisfied  arose 
from  ungratified  sexual  emotion.  In 
the  past  twelve  months  I  have  had 
under  my  care  two  pure  and  virtuous 
young  females,  the  subjects  of  violent 
and  painful  cervicitis,  who  had  the 
misfortune  to  have  been  the  victims 
of  protracted  marital  engagements 
in  which  both  were  disappointed. 
These  are  delicate  questions  to  dis- 
cuss, but  they  exert  an  important  in- 
fluence on  uterine  pathology.  The 
cervix  uteri  is  manifestly  an  erectile 
organ,  which  function  causes  it  to  be 
brought  into  active  sympathy  with 
the  ovaries  and  mammae,  and  brings 
it  into  active  and  intimate  relations 
with  the  sexual  emotions,  and  when 
there  is  overstrain  of  the  female  or- 
gans, either  from  abuse  or  neglect, 
this  erectile  tissue  is  exceedingly 
liable  to  become  congested,  engorged, 
inflamed  and  to  pour  forth  muco- 
purulent matter  from  the  natural  out- 
let, the  cervical  endometrium. 

Another  and  common  cause  of 
simple  cervicitis  is  the  effect  of  tight- 
lacing  and  the  pressure  of  heavy 
skirts  on  the  pelvic  organs.  Every 
pound  of  weight  and  pressure  exerted 
on  the  abdominal  organs  causes  just 
that  much  displacement  of  the  pelvic 
organs.  The  normal  uterus  has  about 
an  inch  and  a  fourth  of  play  of  motion 
in  the  pelvis.  Place  a  woman  on  her 
back,  insert  the  finger  in  the  vagina 
and  cause  her  to  cough,,  and  your 
finger  will  easily  detect  this  play  of 
motion.      On   the   contrary,   place   a 


woman  in  tight  stays,  bound  around 
with  heavy  skirts,  in  a  similar  position 
and  perform  the  same  operation,  and 
you  will  find  that  the  cervix  is  forced 
down  in  the  vagina  and  firmly  fixed 
on  the  perineum,  where  it  is  sub- 
jected to  constant  friction  and  irrita- 
tion. 

Congestion,  inflammation  and 
hyperplasia  are  the  inevitable  results. 
The  very  term  simple  cervicitis  de- 
notes that  the  disease  is  of  simple 
origin ;  that  its  pathology  is  uncom- 
plicated ;  that  its  effects  are  limited ; 
that  it  is  incapable  of  conveying  in- 
fection, and  that  it  exists  purely  as  a 
local  affection. 

The  symptoms  of  simple  cervicitis 
in  the  acute  stage  are  usually  pain 
sometimes  referred  to  the  bladder,  or 
vagina,  but  very  often  to  the  lower 
rectum. 

I  have  had  more  than  twenty  cases, 
in  which  the  patients  referred  the  ach- 
ing, unbearable  pain  to  the  rectum, 
supposing  themselves  to  be  affected 
with  haemorrhoids,  when  an  examina- 
tion of  both  rectum  and  vagina  re- 
vealed a  swollen,  enlarged,  tender,  hot 
cervix,  pressing  down  on  the  sphincter: 

I  find  this  class  of  cases  specially 
often  in  virgins,  who  have  been  the 
subject  of  tight-lacing  and  long  en- 
gagements. This  pain  is  usually 
temporarily  relieved  by  the  recumbent 
position  and  aggravated  by  the  erect. 
It  is  frequently  so  severe  as  to  debar 
the  patient  from  exercise.  In  another 
case  the  clinical  thermometer  inserted 
into  the  vagina  will  indicate  ioi°  of 
temperature. 

Menorrhagia  and  metrorrhagia  I 
have  found  in  a  certain  proportion  of 
cases  to  indicate  the  existence  of  cer- 
vicitis. There  are  certain  cases  of 
menorrhagia  and   metrorrhagia  that 
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are  due  alone  to  simple  cervicitis,  and 
when  the  inflammation  and  engorge- 
ment of  the  latter  are  relieved,  the 
haemorrhagic  symptoms  disappear. 
Internal  haemorrhoids  in  the  female 
are  not  unfrequently  the  result  of  the 
pressure  of  a  swollen,  inflamed,  en- 
larged cervix  on  the  circulation  of  the 
rectum  and  its  paralyzing  effect  on 
the  sphincter  ani.  Lastly,  it  is  proper 
to  say  that  there  can  be  no  pelvic 
lymph-adenitis,  no  endometritis,  no 
salpingitis  arising  from  simple  cervi- 
citis and  no  pelvic  peritonitis  or 
abscess.  I  have  found  in  practice 
that  we  rarely  meet  with  the  simple 
form  of  cervicitis  in  the  acute  but 
usually  in  the  sub-acute  or  chronic 
form. 

Treatment  of  the  Simple  Form. — In 
the  past  much  importance  has  been 
attached  to  the  idea  that  endocervi- 
citis  is  the  original  cause  of  this 
affection,  and  that  our  principal  rem- 
edial measures  should  be  addressed 
to  that  feature  alone,  A  long  ex- 
perience leads  me  to  believe  that  this 
is  a  mere  symptom  of  a  conservative 
character,  or  a  sequence  rather  than  a 
cause,  and  is  a  mode  of  depletion 
adopted  by  nature  to  rid  the  circula- 
tion, overloaded  and  engorged,  of  its 
redundancy  of  white  corpuscles  in 
the  form  of  pus,  and  in  this  way  pre- 
venting what  would  otherwise  inevi- 
tably become  abscess  of  the  cervix. 
For  a  long  time  I  attached  much  im- 
portance to  the  treatment  of  endo- 
cervicitis  and  purulent  discharges 
until  I  found  by  practical  experience 
that  it  effected  but  little,  when  my 
views  were  confirmed  by  the  publica- 
tion on  this  subject  of  that  eminently 
practical  gynaecologist,  Dr.  Emmet. 
Now  I  reverse  my  method  and  let 
nature  go  on  in  her  efforts  at  relief 
while  I  endeavor  to  act  upon  the  en- 


gorged circulation  and  hyperplasia 
and  inflamed  condition  of  the  cervix, 
with  much  more  satisfactory  results 
and  more  permanent  progress,  and 
I  feel  sure  that  I  am  acting  on  the 
cause  rather  than  the  results  of  dis- 
ease. When  purulent,  or  muco-puru- 
lent  discharges  are  in  continuous 
progress  from  mucous  membranes 
wherever  situated,  you  rarely  find 
abscess  in  nearly  contiguous  tissues. 
This  is  nature's  own  method  of  pre- 
venting abscess. 

In  a  highly  sensitive,  tensely  en- 
gorged and  inflamed  cervix  it  is  tri- 
fling away  time,  and  opportunity  to 
begin  treatment  by  means  of  iodine, 
carbolic  acid  or  nitrate  of  silver. 
Vascular  tension  must  be  relieved 
and  decidedly  reduced  as  a  prelimi- 
nary measure  to  local  application  or 
much  of  our  labor  is  lost.  •  Where 
the  active  engorgement  and  inflam- 
matory action  has  been  in  part  re- 
duced, the  way  is  paved  for  local 
treatment,  and  our  progress  will  be 
infinitely  more  rapid.  .  This  partial 
reduction  of  hyperaemia  can  only  be 
accomplished  by  local  depletion  of 
the  cervical  circulation,  either  san- 
guineous or  serous.  I  infinitely  prefer 
the  latter  method.  In  this  practice  I 
now  make  it  a  rule  to  alternate  my 
depletion  and  astringent,  or  alterna- 
tive treatment  every  second  or  third 
day.  The  glycerine  or  boro-glycerine 
tampon  of  Sims  is  introduced  and 
permitted  to  remain  one  day.  The 
next  day  following  the  cervix  will  be 
found  much  paler  and  less  engorged 
and  somewhat  higher  in  the  pelvis, 
and  in  a  condition  to  receive  the  ap- 
plication of  Churchill's  tincture  of 
iodine.  In  two  days  more  there  may 
be  some  return  of  engorgement,  but 
less  inflammation  when  the  serous 
depletion  by  the  glycerine  tampons 
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will  again  be  repeated,  and  so  on  to 
the  end.  All  of  this  time  during  this 
alternate  treatment  it  will  be  found 
that  the  engorgement  and  inflamma- 
tion are  being  steadily  reduced,  the 
dimensions  of  the  cervix  diminished 
and  the  muco-purulent  discharge  will 
decline  until  final  restoration.  I  at- 
tach less  importance  to  the  warm 
douche  in  th^  treatment  of  cervical 
disease  than  formerly,  but  now  use  it 
mostly  for  purposes  of  cleanliness. 
By  this  method  of  treatment  I  econo- 
mize time,  labor,  suffering  and  money 
to  the  patients — matters  of  much  im- 
portance. 

In  those  cases  of  cervicitis  arising 
from  descent  of  the  organ  in  the 
pelvis  and  pressure  on  the  lower 
rectum,  elevation  of  the  entire  uterus 
must  be  practiced  to  ensure  success. 
The  glycerine  tampon  systematically 
applied  will  do  much  in  the  gradual 
process  of  elevation  and  in  the  relief 
of  rectal  pain. 

There  is  a  certain  class  of  cases  of 
cervicitis  in  which  the  uterus  is  bound 
down  by  adhesions,  the  cervix  much 
inflamed  and  swollen  rests  low  down 
on  the  perineum  and  presses  down 
on  the  rectum  and  sphincter  ani  that 
cannot  be  relieved  without  elevation 
of  the  entire  organ  in  the  pelvis. 
The  method  which  I  have  practiced 
in  these  cases  is  by  a  gradual  system 
of  elevation  by  means  of  graduated 
pessaries.  This  method  because  of 
the  slow  and  gradual  manner  in 
which  it  is  performed  can  cause  no 
evil  result  whatever.  I  begin  that 
process  of  gradual  elevation  carefully, 
cautiously  and  systematically  with  a 
cotton  glycerine  tampon  packed  into 
the  cul-de-sac  firmly,  which  is  reap- 
plied every  alternate  day  for  ten  days. 
Then  a  Hodge  or  Smith  pessary,  with 


the  curve  corresponding  to  the  sa- 
crum, almost  angular  so  as  to  jut  up 
under  the  cul-de-sac  is  inserted.  But 
the  pessary  in  point  of  dimensions 
and  form  must  be  such  as  not  to  give 
the  least  inconvenience.  Then  the 
process  of  progressive  elevation  is 
commenced  and  a  graduated  system 
of  pessaries  is  resorted  to  by  inserting 
every  week  a  pessary  the  eighth  of 
an  inch  larger,  carrying  out  the 
graduated  system  of  treatment  by 
gradual  elevation  of  the  organ  until 
the  final  object  is  accomplished. 

Septic  Cervicitis. — The  history  of 
this  form  of  cervicitis  is  far  more 
complicated  than  the  former.  It  or- 
iginates alone  from  septic  infection 
and  becomes  in  time  a  source  of 
septic  infection  to  tissues  connected 
by  circulatory  or  lymphatic  commu- 
nication. Its  cause  is  to  be  found  in 
the  contact  of  putrescent  animal 
matter,  while  passing  through  the 
cervical  canal  in  the  form  of  por- 
tions of  putrid  decomposing  placenta, 
threads  of  membranes  or  coagula,  the 
results  of  regular  labor,  abortion  on 
mtnorrhagia.  The  cervix  is  supplied 
with  lymphatic  vessels  which  com- 
municate freely  with  lymphatic  ves- 
sels and  glands  in  the  tissues  of  the 
pelvis.  Septic  matter  passing  through 
the  cervix  induces  septic  inflamma- 
tion and  vascular  engorgement.  Then 
it  is  through  this  channel  of  the  cer- 
vical and  pelvic  lymphatics  that  septic 
infection  is  absorbed  and  transmitted 
to  the  lymphatic  glands  of  the  pelvis. 
There  it  is  for  a  time  arrested  and 
sets  up  inflammatory  action  in  the 
form  of  genuine  pelvic  lymph-ad- 
enitis. That  usually  involves  the 
neighboring  cellular  tissue  in  the  in- 
flammatory process,  and  may  or  may 
not  result  in  suppuration  and  abscess 
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in  the  roof  of  the  pelvis.  I  am  con- 
vinced that  the  cases  which  we  have 
heretofore  designated  pelvic  cellulitis 
are  really  genuine  instances  of  pelvic 
lymph-adenitis. 

It  is  impossible  for  septic  matter  to 
be  absorbed  into  the  cervical  lym- 
phatics without  setting  up  inflamma- 
tion of  these  vessels  in  the  form  of 
lymphangitis.  Hence  septic  cervi- 
citis is  nothing  more  nor  less  than 
cervical  lymphangitis.  Lymphangitis 
of  the  cervix  means  the  continuous 
generation  of  septic  poison  and  its 
transmission  through  the  communi- 
cating lymphatic  vessels  and  its 
lodgment  in  the  lymphatic  glands 
of  the  pelvis,  and  the  development 
of  pelvic  lymphadenitis  inducing 
serious  septicaemia  and  suppuration. 

Another  channel  through  which 
septic  infection  from  this  form  of 
cervicitis  may  reach  the  system  is 
through  the  cavity  of  the  uterus  and 
fallopian  tubes,  creating  suppurative 
inflammation  in  its  travels. 

In  the  early  stages  of  septic  cervi- 
citis complicated  with  pelvic  lymphad- 
enitis, the  cervix  will  be  found  swollen, 
tender  and  hot  to  the  touch,  and 
there  will  be  found  in  the  roof  of  the 
pelvis  on  one  side  of  the  uterus  a 
nodulated,  indurated,  tender  localized 
prominence  in  every  respect  resemb- 
ling enlarged  glandular  structure. 
This  indurated  point  goes  on  expand- 
ing, as  it  involves  the  surrounding 
tissues  in  the  inflammatory  process 
and  oedema,  until  a  large  portion  of 
the  soft  structures,  cellular  tissue, 
veins,  lymphatic  vessels  and  glands 
are  involved  in  the  morbid  process. 

There  is  only  one  other  form  of 
cervicitis  from  which  there  is  ten- 
dency to  develop  pelvic  lymphadenitis 
and  that  is  the  specific  form  to  be 
discussed  in  a  future  chapter. 


I  have  seen  numerous  cases  of  sep- 
tic cervicitis  following  accidental 
abortion  sometimes  with  and  at  other 
times  without  pelvic  lymphadenitis. 

I  have  seen  cases  of  septic  inflam- 
mation of  the  cervix,  with  copious 
muco-purulent  discharge,  intense  red- 
ness and  congestion,  complicated  with 
pelvic  lymphadenitis  lasting  many 
months  before  final  recovery,  arising 
probably  from  the  fact  that  the  lym- 
phatics of  the  cervix  have  become 
diseased.  In  a  case  of  septic  cervi- 
citis under  my  charge  I  could  detect 
on  one  side  of  the  uterus  in  the  roof 
of  the  pelvis  a  distinctly  movable 
indurated  enlargement  as  large  as  a 
hazelnut,  clearly  indicating  an  en- 
larged gland  which  became  a  point 
of  radiation  for  morbid  infection  of 
surrounding  tissues  followed  by  sup- 
puration. 

TreaUnent. — In  treating  septic  cer- 
vicitis the  object  is  not  only  to  arrest 
inflammatory  action  and  engorge- 
ment, but  to  arrest  septic  infection 
in  the  centre  from  which  it  radiates, 
and  at  the  points  infected. 

My  custom  has  been  after  a  thorough 
hot  carbolized  water  douche  every  day 
to  apply  or  insert  in  the  vagina  a 
tampon  of  glycerine  and  iodoform. 
Every  third  day  a  thorough  applica- 
tion of  the  tincture  of  iodine  is  made 
over  the  cervix  and  entire  roof  of  the 
vagina.  The  iodine  and  iodoform  are 
rapidly  absorbed  by  the  lymphatics, 
and  carried  to  the  lymphatic  glands 
throughout  the  pelvis,  exerting  their 
potent  disinfectant  powers  on  all  the 
pelvic  structures.  After  experiment- 
ing with  a  variety  of  methods  I  have 
found  this  the  best  local  treatment. 
Where  there  is  septic  fever,  or  where 
there  is  no  fever  present,  I  prescribe 
a  pill  three  times  a  day,  composed  of 
one  grain  of  sulphide  of  calcium  with 
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marked  good  effect,  in  connection 
with  quinine  and  cinchonidia:  In 
the  more  chronic  stages,  I  prescribe  the 
hundredth  of  a  grain  of  biniodide  of 
mercury,  four  times  daily,  as  an  alter- 
ative with  satisfactory  results. 

The  tratimatic  form  of  cervicitis. — 
As  the  term  implies  this  form  of  cer- 
vicitis originates  alone  from  injuries' 
sustained  by  the  tissues  of  the  c'ervix 
during  labor,  abortion  or  from  arti- 
ficial dilatation  by  means  of  instru- 
ments. 

Inflammation,  congestion  and  hy- 
perplasia of  the  tissues  of,  the  cervix 
sustained  from  wounds  caused  by 
labor,  abortion,  or  artificial  dilatation, 
is  one  of  the  most  frequent  forms  of 
the  disease.  These  wounds  are  found 
in  the  form  of  the  lacerated,  the  con- 
tused, and  in  the  form  of  fissures  in 
the  mucous  membrane  of  the  cervical 
canal,  sometimes  extending  from  the 
external  to  the  internal  os,  and  at 
other  times  confined  to  the  internal 
or  external  os  alone,  and  in  depth  only 
extending  down  through  the  mucous 
membrane.  But  it  is  essentially  a 
wound  and  like  fissures  of  the  anus 
is  obstinate  and  difficult  to  heal.  Com- 
plete lacerations  are  perceptible  to 
the  eye,  and  are  diagnosed  without 
difficulty.  On  the  contrary  the  sim- 
ple fissure  in  the  mucous  lining  of  the 
cervical  canal  or  the  contused  wound 
are  often  entirely  concealed  within  the 
canal  and  are  difficult  of  detection.  A 
small' crack  in  the  mucous  membrane 
at  the  verge  of  the  external  os  will 
indicate  the  existence  of  a  fissure  but 
a  line  in  depth.  Or  it  may  exist  in  the 
cervical  canal  in  a  concealed  state,  or 
oftenerthan  otherwise  at  the  internal 
OS.  When,  in  exploring  for  fissure  in 
the  canal,  the  silver  probe  is  passed 
up  there  will  be  experienced  a  sharp 


pain  as  the  instrument  passes  along 
the  line  of  the  fissure.  If  it  is  sit- 
uated alone  at  the  internal  os,  as  soon 
as  the  probe  touches  that  point  this 
sharp  pain  will  be  felt  by  the  patient 
resembling  the  sudden  touching  of 
the  nerve  of  a  diseased  tooth.  In 
my  experience  these  fissures  in  the 
cervical  canal  are  among  the  most 
common  causes  of  cervicitis  in  child- 
bearing  women.  They  form  a  basis 
for  the  maintenance  of  inflammation 
that  is  exceedingly  protracted  and 
obstinate  to  relieve  because  they  are 
concealed  and  remain  an  unknown 
cause  of  disease. 

Contusion  of  the  os  and  cervix  from 
the  pressure  exerted  in  protracted 
cases  of  labor  constitutes  another  im- 
portant cause  of  cervicitis.  The  con- 
gestion following  contusion  is  often 
very  great  and  lasting.  The  os  is 
much  enlarged,  swollen,  livid  and 
often  oedematous.  Its  circulation  is 
sluggish  and  the  vessels  are  partly 
paralyzed,  and  with  great  difficulty 
recover  their  tone.  In  searching  for 
the  causes  of  cervicitis  few.  of  us  take 
into  consideration  the  possibility  of 
contused  wounds  of  the  cervix.  These 
lacerations  and  fissures  either  heal  by 
the  first  or  second  intention.  Many 
cases  of  laceration  heal  by  first  inten- 
tion, and  give  no  further  inconve- 
nience. The  internal  and  concealed 
fissure  rarely  heals  in  this  way,  but 
may  heal  spontaneously  by  second 
intention.  As  a  rule  when  these 
wounds  remain  open  they  give  rise  to 
engorgement  and  inflammation.  I 
have  seen  cases  of  lacerations  and  fis- 
sures where  the  engorgement  and 
inflammation  were  so  excessive  as  to 
produce  an  amount  of  swelling  of  the 
OS  that  gave  to  it  the  form  and  ap- 
pearance of  a  mushroom.     This   ex- 
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panded  form  of  the  os  while  the  neck 
remains  small  is  characteristic  of  this 
condition. 

I  have  good  reason  to  believe  that 
the  existence  of  these  concealed  fis- 
sures in  the  cervical  canal  often  es- 
cape observation  and  are  the  means 
of  perpetuating  for  years  intractable 
forms  of  cervicitis,  which  resisted  all 
methods  of  treatment  until  the  fis- 
sure is  healed  by  natural  or  artificial 
means,  when  the  local  inflammation 
subsides. 

Treatment. — In  the  treatment  of 
traumatic  cervicitis  we  must  from  the 
beginning  keep  in  view  the  practical 
fact  that  we  have  to  deal  with  a  gran- 
ulating, suppurating  wound  accom- 
panied with  hyperaemia,  and  inflamma- 
tion in  more  or  less  degree.  And  fur- 
thermore the  fact  that  there  is  a  con- 
stant mutual  action  and  reaction  in 
progress  between  the  morbid  pro- 
cesses in  the  wound  and  the  surround- 
ing tissues  that  are  calculated  to  per- 
petuate the  unhealed  wound  and  ac- 
companying inflammation.  For  some 
years  I  treated  all  cases  of  traumatic 
cervicitis  by  means  of  the  local  appli- 
cation of  nitrate  of  silver  in  solution 
varying  in  strength  from  3i  to  3ij  per 
ounce,  whether  in  the  form  of  com- 
plete laceration  or  a  mere  fissure  in 
the  mucous  membrane  of  the  canal. 
In  a  very  large  proportion  (three- 
fourths)  I  was  enabled  in  a  reasonable 
time  not  only  to  subdue  the  inflam- 
mation and  hyperaemia  but  to  heal  the 
wound. 

The  applications  were  made  thor- 
oughly over  the  external  and  internal 
cervix  every  third  day,  by  means  of  a 
brush  and  probe  wrapped  with  cotton. 
In  the  canal  the  applications  were 
made  up  the  entire  tract  of  the  fissure. 
This   treatment    can   be   very    much 


facilitated  by  means  of  the  cotton  and 
glycerine  tampon  in  promoting  serous 
depletion. 

I  find  now  that  I  can  heal  these 
wounds  and  subdue  the  cervicitis  by 
means  of  the  alternate  application  of 
the  tincture  of  iodine  and  glycerine 
tampons.  But  in  the  case  of  con- 
cealed fissures  the  iodine  must  be 
carried  up  the  entire  cervical  canal. 
In  illustration  of  the  practical  results 
of  this  method  the  history  of  two 
cases  will  be  cited  here. 

Mrs.  B.,  after  her  second  labor, 
which  was  a  protracted  one,  in  twelve 
months  was  found  suffering  with  a 
uterine  affection  that  completely  dis- 
abled her.  On  examination  a  quad- 
ruple laceration  of  the  os  was  discov- 
ered, each  laceration  extending  a  full 
half  inch  or  more.  The  cervix  was 
highly  congested,  inflamed  and  enor- 
rpously  enlarged,  presenting  a  mush- 
room appearance.  From  these,  gran- 
ulating wounds  poured  fourth  an 
abundance  of  purulent  discharge  with 
occasional  haemorrhages.  There  was 
almost  constant  pain  in  the  vagina 
and  back,  and  the  general  health  was 
seriously  impaired. 

Every  second  day  for  ten  days  the 
glycerine  tampon  was  inserted,  creat- 
ing each  time  a  copious  flow  of  serum 
and  causing  effectual  depletion,  to 
the  great  relief  of  the  local  symptoms. 
Then  the  alternate  treatment  of  iodine 
and  glycerine  tampons  was  instituted 
for  some  two  weeks,  and  finally  when 
the  engorgement  and  intense  inflam- 
matory action  were  corrected,  the 
lacerations  were  effectually  healed  by 
means  of  the  mild  solution  of  nitrate 
of  silver. 

Mrs.  F.,  the  mother  of  three  chil- 
dren, had  a  protracted  abortion  at 
four   months.     For   some    twelve  or 
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fifteen  months  she  suffered  with  what 
was  supposed  to  be  uterine  disease. 
On  examination  a  very  greatly  in- 
flamed and  highly  congested  cervix 
was  found.  On  one  side  of  the  os 
could  be  seen  a  small  crack,  crease  or 
fissure  not  more  than  a  line  in  depth, 
extending  through  the  mucous  mem- 
brane of  the  cervical  canal.  A  silver 
probe  passed  along  the  line  of  this 
fissure  up  to  the  internal  os  gave  a 
sharp  lancinating  pain  the  entire  dis- 
tance. Around  this  little  fissure  at 
the  external  os  the  tissues  were  more 
thickened  and  indurated  than  else- 
where. The  identical  treatment  was 
applied  in  this  as  in  the  former  case 
with  equally  permanent  results. 

Wounds  of  the  cervix  may  exist  for 
years  without  producing  engorgement 
or  inflammation  in  the  surrounding 
tissue.  In  that  case  they  rarely  give 
rise  to  trouble  in  the  form  of  pain  or 
blenorrhoea.  It  is  the  accompanying 
congestion  and  inflammation  that  calls 
the  attention  of  the  patient  to  her 
condition. 

Specific  Cervicitis. — We  come  now 
to  the  consideration  of  the  specific 
form  of  cervicitis.  I  am  satisfied  that 
there  is  a  very  considerable  pro- 
portion of  the  cases  of  cervicitis  that 
come  under  our  observation  arise  from 
specific  causes;  these  cases  which 
often  have  had  a  protracted  existence, 
and  the  cause  of  these  may  be  unsus- 
pected and  unknown  to  us  at  the 
time.  These  cases  are  due  either  to 
gonorrhoea  or  syphilis.  ]  have  found 
both  among  the  unchaste  and  chaste 
married  females. 

Go7W7Thceal  Cervicitis. — The  inflam- 
mation of  the  cervical  tissues  in  this 
form  of  disease  is  exceedingly  acute 
and  violent.  It  not  only  involves  the 
mucous   surface   of   the   cervix    and 


vagina,  but  involves  the  submucous 
and  often  the  interstitial  tissues,  also 
causing  violent  congestion  and  oedema. 
The  organ  is  intensely  inflamed,  con- 
gested and  red,  and  the  entire  mucous 
surface  of  the  cervix  and  os  pours 
forth  pus  abundantly.  This  consti- 
tutes a  differential  diagnosis  from  the 
ordinary  forms  of  cervicitis.  In  all 
other  forms  the  secretion  of  pus  comes 
from  the  cervical  canal  and  os.  Dif- 
fused suppuration  over  the  entire  ex- 
ternal surface  of  the  cervix  denotes 
gonorrhoeal  infection. 

The  acute  attack  is  almost  certain 
to  leave  behind  a  chronic  form  of  cer- 
vical hyperaemia  and  inflammation 
that  is  exceedingly  unmanageable. 
The  infection  from  this  chronic  form 
is  very  liable  to  attack  neighboring 
structures,  as  the  lymphatic  system 
of  the  pelvis.  On  one  occasion  I  saw 
a  well-marked  case  of  infection  of  the 
lymphatic  glands  of  the  pelvis  from 
gonorrhoeal  cervicitis  that  had  lin- 
gered for  months.  The  cervix  in  the 
acute  stage  was  intensely  inflamed 
and  engorged.  After  the  acute  symp- 
toms subsided  there  remained  an  en- 
larged and  inflamed  cervix,  with  con- 
tinuous purulent  discharge.  Then  on 
one  side  of  the  uterus  in  the  roof  of 
the  vagina  there  appeared  a  hard,, 
nodulated,  movable  prominence  which 
was  evidently  an  enlarged  gland. 
This  continued  to  increase  and  ex- 
tend until  a  large  portion  of  the  sur- 
rounding tissues  became  involved. 
Then  septic  fever  was  developed, 
then  abscess.  Here  was  manifestly  a 
case  of  gonorrhoeal  pelvic  lymphad- 
enitis. Old  cases  of  cervicitis  from 
gonorrhoeal  infection  are  exceedingly 
intractable  and  continue  to  be  centres 
of  infection. 

I  have  met  with  this  form  of  disease 
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in  chaste  married  women,  contracted 
from  unfaithful  husbands,  with  the 
symptoms  of  intractable  cervicitis 
which  had  infected  the  neighboring 
lymphatic  glands  of  the  pelvis  and 
their  surrounding  tissues,  producing 
an  extensive  mass  of  diseased  struc- 
tures that  dated  back  to  a  gonorrhoeal 
infection  fifteen  years  previous. 

TreatTnent.  —  Douches  containing 
the  peroxide  of  hydrogen  and  bi- 
chloride of  mercury  in  appropriate  pro- 
portions effect  good  results  through- 
out the  treatment.  We  must  remem- 
ber the  fact  that  we  are  dealing  with 
a  disease,  the  infective  proportions  of 
which  may  continue  indefinitely.  The 
iodoform  and  glycerine  tampon  in- 
serted  every  second  day,  and  permit- 
ted to  remain  twenty-four  hours,  is  a 
valuable  local  remedy.  Then  the 
alternate  application  of  a  solution  of 
nitrate  of  silver  3ss  to  Ji  over  the 
entire  cervix  and  vagina  will  do  much 
to  correct  infection  and  inflammation. 

Syphilitic  Cervicitis. — This  form  of 
cervicitis  is  attended  with  a  peculiar 
form  of  inflammation  and  hyperplasia, 
and  as  its  name  implies  arises  from 
syphilitic  infection,  either  primary  or 
secondary. 

In  the  cases  of  syphilitic  cervicitis 
seen  by  me,  there  was  a  remarkable 
paucity  of  secretion  of  any  kind.  In 
the  primary  form,  after  healing  of  the 
chancre  on  the  cervix,  there  remains 
an  inflamed  congested  engorged  cer- 
vix, with  no  catarrhal  secretion,  or, 
on  the  contrary,  secondary  syphilis 
may  attack  the  cervix,  causing  a  pro- 
tracted cervicitis,  accompanied  with 
a  sub-acute  form  of  inflammation  and 
hyperplasia  that  continues  until  the 
syphilitic  disease  is  cured. 

As  a  means  of  differentiation  of 
the  syphilitic  from  other  forms  of  the 


disease,  the  fact  may  be  stated  here 
that  no  local  or  general  non-specific 
methods  will  cure  it.  They  make  no 
impression  on  the  inflammation  or 
engorgement,  and  it  is  immaterial 
how  assiduously  they  may  be  applied 
without  the  co-operation  of  mercury 
or  the  iodides.  As  soon  as  the  sys- 
tem begins  to  feel  the  influence  of 
these,  the  cervicitis  begins  to  break 
down,  and  all  consecutive  symptoms 
subside. 

In  syphilitic  cervicitis  the  tissues 
of  the  cervix  are  peculiarly  hard,  in- 
durated injected,  dark-red  in  color, 
with  erosions  on  the  os,  having  well- 
defined  edges  that  might  easily  be 
mistaken  for  harmless  non-infec- 
tious abrasions.  These  erosions  are 
liable  to  heal  and  return,  again  and 
again,  without  apparent  cause.  The 
history  of  the  following  cases  will 
serve  to  illustrate  the  peculiar  char- 
acteristics of  the  disease : 

Mrs.  I.,  a  young  married  woman, 
contracted  syphilis  from  her  husband 
soon  after  marriage.  There  were  two 
well-marked  chancres  on  the  labia. 
She  was  treated  for  this  by  the  usual 
method,  and  the  chancres  healed  with 
no  apparent  evil  result.  In  the  next 
of  two  years  she  had  two  abortions 
a  dead  foetus,  in  both  instances,  evi- 
dently from  syphilitic  causes.  Twelve 
months  subsequent  to  the  last  abor- 
tion, she  came  under  my  care  with 
uterine  disease.  I  found  the  entire 
cervix  swollen,  very  hard,  deep  dark 
red  in  color,  giving  vent  on  the 
slightest  irritation  to  a  copious  flow 
of  blood ;  indeed,  the  menorrhagia 
from  which  she  suffered  was  her  chief 
source  of  annoyance.  There  were 
two  slight  erosions  on  the  os  with 
somewhat  well-defined  edges.  On 
each    side    of     the     uterus    in    the 
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roof  of  the  vagina,  there  were  en- 
larged lymphatic  glands,  distinct, 
movable,  round  in  form,  well  defined 
and  tender  on  pressure.  These  en- 
largements could  not  be  mistaken  for 
any  other  structures  than  glandular. 
The  appearance  of  the  patient  was 
decidedly  cachectic,  and  but  for  my 
previous  knowledge  of  the  syphilitic 
taint  of  her  constitution,  and  the 
test  of  treatment,  I  should  have  re- 
garded the  case  as  one  of  intractable 
•cervicitis.  She  was  treated  at  first 
for  one  month  by  means  of  iodine 
and  glycerine  tampons  without  the 
least  improvement.  Suspecting  then 
that  syphilis  was  the  true  cause  of  the 
cervicitis  and  disease  of  the  pelvic 
glands,  the  patient  was  placed  on  a 
thorough  anti-syphilitic  course  *  of 
treatment  with  the  most  satisfactory 
results.  The  cervical  engorgement, 
hyperplasia  and  inflammation  disap- 
peared and  the  erosion  healed  and 
the  pelvic  lymphadenitis  subsided,  and 
the  woman  recovered  robust  health. 
Here  was  clearly  a  case  of  syphilitic 
cervicitis  and  pelvic  lymphadenitis,  as 
a  feature  and  part  of  constitutional 
infection  in  the  secondary  stage.  I 
should  mention  also  that  the  menor- 
rhagic  symptoms  disappeared,  and  in 
twelve  months  the  patient  gave  birth 
to  a  healthy  child.  It  will  not  be  out 
of  place  here  to  suggest  the  pro- 
priety when  treating  obstinate  and 
intractable  cases  of  cervicitis  to  in- 
vestigate more  closely  the  nature  of 
the  case,  to  ascertain  if  there  are  any 
enlarged  pelvic  glands,  any  erosions  on 
the  OS,  however  slight,  or  any  consti- 


tutional signs  of  syphilis,  and,  in  ad- 
dition, if  any  suspicious  circumstances 
exist,  to  bring  the  patient  to  the  test 
of  treatment.  My  own  experience 
proves  to  me  that  there  is  syphilitic 
cervicitis,  and  that  we  do  meet  with 
it  in  practice.  Three  cases  of  genume 
syphilitic  cervicitis  have  up  to  this 
time  come  under  my  observation. 

The  second  case  was  that  of  a 
young  girl  of  i8  years.  In  this  case 
I  found  a  primary  chancre  situated 
on  the  cervix  near  the  os  uteri,  which 
had  been  in  existence  for  some  time 
previous,  as  there  was  in  each  groin 
a  well-defined  bubo.  The  patient  was 
placed  on  an  anti-syphilitic  course  of 
treatment,  but  it  was  very  irregularly 
and  imperfectly  carried  out,  and  se- 
condary symptoms  developed.  The 
primary  chancre  healed,  but  there 
was  left  a  cervicitis,  attended  with  a 
highly  engorged,  inflamed  and  indur- 
ated tissue  that  was  exceedingly  in- 
tractable, and  did  not  subside  until 
complete  eradication  of  the  syphilitic 
taint  was  accomplished. 

The  third  case  that  came  under  my 
care  was  in  a  woman  of  the  town  who 
had  long  been  the  subject  of  syphilis. 
The  cervix  was  very  dense  and  hard, 
of  dark-red  complexion,  tender  to  the 
touch,  and  highly  congested  and  in- 
flamed. Local  remedies  exerted  no 
beneficial  influence  whatever  in  this 
case,  but  complete  resolution  was 
finally  effected  by  a  long  and  rigid 
course  of  anti-syphilitic  treatment, 
and  in  addition  by  iodoform  glycerine 
tampons. 
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Kraurosis  Vulvae. 
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This  disease  was  described  fully  by 
Dr.  Lawson  Tait  in  1875,  under  the 
title  of  "  Serpiginous  Vascular  De- 
generation of  the  Nymphae." 

According  to  him,  this  affection 
consists  of  progressive  atrophy  of  the 
mucous  membrane  of  the  interior  sur- 
face of  the  nymphae,  and  is  never  met 
with  on  the  labia  majora.  Patients 
suffering  from  this  disease  are  usually 
over  forty  years  of  age,  although  Dr. 
Tait  has  seen  it  in  a  young  girl 
aged  17. 

The  clinical  history  is  as  follows  : 
A  slight  yellow  discharge  from  the 
vagina,  much  scalding  on  passing  wa- 
ter and  dyspareunia.  If  an  examina- 
tion be  made  early  in  the  disease  there 
will  be  found  on  the  vulva  one  or  two 
red  spots,  varying  in  color  from  a 
palish  brick-red  to  a  bright  purple ; 
exquisitely  tender  on  pressure  and 
which  bleed  easily  when  touched.  If 
observed  closely  these  spots  will  be 
found  to  be  slightly  below  the  level 
of  the  normal  mucous  membrane. 

The  disease  spreads  serpiginously, 
•disappearing  from  the  old  spot  as  it 
progresses  toward  the  new,  until  the 
whole  mucous  membrane  becomes  in- 
volved. The  process  is  slow,  extend- 
ing over  years,  and  results  in  contrac- 
tion of  the  vestibule  of  the  vagina, 
until  it  will  scarcely  admit  the  finger. 
After  the  active  stage  has  subsided 
the  integument  presents  a  whitish, 
dry  appearance  where  the  atrophy  was 
greatest,  while  the  neighboring  parts 
•are  of  a  pale  grayish-red.  Dr.  Tait 
has  had  the  good  fortune  to  watch 


these  cases  during  the  whole  progress 
of  the  disease.  The  microscopical 
examination  made  by  him  shows  that 
the  gland  structure  has  become  atro- 
phied, leaving  only  the  thin  dilated 
capillaries,  arnong  which  lie  the  nerve 
fibres  protected  only  by  the  superficial 
epithelium.  These  observations  ex- 
plain the  three  chief  clinical  facts, 
tenderness,  vascularity  and  contrac- 
tion. 

Professor  Breisky  of  Prague^  has 
had  several  cases  of  this  disease,  and 
he  confirms  the  original  observations 
of  Tait  as  to  the  atrophic  changes 
which  take  place  in  the  structures. 
He  found  nothing  which  explained 
the  aetiology  of  this  disease,  and  named 
it,  therefore,  from  the  microscopical 
appearance,  kraurosis  (shrinking) 
vulvae. 

The  literature  of  this  subject  is  very 
nieagre.  I  have  found  no  description 
of  it  in  any  American  text-book  on 
the  "  Diseases  of  Women."  Dr.  Mann, 
in  the  "American  System  of  "Gynae- 
cology," gives  Tait's  description  of 
the  disease,  but  says  he  has  never 
seen  a  case,  nor  has  he  seen  any  refer- 
ence to  this  affection  in  American 
literature. 

During  the  last  three  years  four 
articles  on  this  subject  have  appeared 
in  different  American  medical  jour- 
nals. The  first  was  a  report  of  four 
cases  by  Dr.  Heitzmann.^ 

They  all  had  vaginal  discharge  and 
intense  pruritus.    He  says  little  about 


1  Centralblatt  fur  Gynakologie,  i5 

2  American  Uermat.  Ass.,  1888. 
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the  anatomical  changes  in  the  tissues 
except  that  plaques  existed  on  the  sur- 
face of  all.  His  treatment  consisted 
in  removing  the  diseased  tissue  with 
a  sharp  curette,  and  then  applying  a 
1.5  per  cent,  of  salicylic  acid  lotion. 
He  also  mentions  a  case  by  Robert 
Weir^  under  the  title  of  "Ichthyosis 
of  the  Tongue  and  Vulva"  as  one  of 
true  kraurosis. 

Dr.  A.  H.  Ohman  Dumesnil,'of  St. 
Louis,  has  contributed  an  exhaustive 
article  on  this  subject. 

He  has  tabulated  a  report  of  thirty- 
five  cases ;  Breisky  nineteen,  Robert 
Weir  one,  Heitzmann  four,  Janovasky 
six,  J.  N.  Hyde  one,  A.  E.  Bermays 
one  and  four  by  himself.  He  finds 
that  pruritus  was  present  in  fifteen, 
the  labia  majora  were  affected  in  some 
cases,  contrary  to  Dr.  Tait,  four  had 
syphilis,  two  had  gonorrhoea,  eleven 
had  leucorrhoea;  plaques  of  various 
colors,  red,  gray  or  milky  are  men- 
tioned as  occurring  in  many,  and 
atrophy  was  present  in  all.  Treatment 
in  the  atrophic  stage  was  of  no  avail, 
but  in  the  acute  stage  it  was  usually 
successful. 

Dr.  W.  E.  Hallowell  reports  two 
cases:' 

Case  I. — Patient  aged  45,  married 
nineteen  years.  Nymphae  greatly 
shrunken,  clitoris  could  hardly  be  dis- 
covered, vaginal  orifice  so  small  that 
it  would  scarcely  admit  the  index  fin- 
ger. The  vulvar  mucous  membrane 
was  dry,  pale,  shiny  and  broke  easily. 
Over  the  nymphae  were  numerous 
whitish  spots.  He  treated  this  case 
successfully  with  a  five  per  cent,  ole- 
ate  of  mercury,  together  with  massage 
and  stretching  of  the  vulva  orifice. 


1875. 


Reported  in  the  New  York  Medical  Journal,  March, 


Case  H. — Patient  aged  33.  The 
serpiginous  red  lines  of  depressed  tis- 
sue were  plainly  marked,  and  on  the 
nymphae  ridges  co^ld  be  felt.  This 
case  did  not  yield  to  5  per  cent,  oleate 
of  mercury. 

Dr.  Hallowell  says  the  therapeutics 
of  this  disease  are  yet  in  an  unsatisfac- 
tory condition.  He  thinks  that  krau- 
rosis belongs  to  that  large  group  of 
chronic  so  called  inflammatory  chan- 
ges in  the  skin  and  mucous  membrane 
of  which  ozoena,  psoriasis,  middle  ear 
catarrh,  etc.,  are  examples.  He  also- 
thinks  there  is  a  tendency  of  this  dis- 
ease to  terminate  in  cancer. 

Dr.  Charles  N.  Smith^  reports  one 
case.  Patient  aged  52.  She  had  pru- 
ritus. There  were  painful  red  spots 
and  atrophy.  He  treated  his  case 
successfully  with  carbolic  acid  applied 
to  red  spots. 

This  disease  has  come  under  my 
observation  three  times  during  the 
last  year. 

Case  I. — Mrs.  J.,  aged  44,  native  of 
France.  One  child  six  years  old,  no 
miscarriages.  For  two  years  has  suf- 
fered from  painful  micturition  and 
dyspareunia.  No  history  of  syphilis,, 
gonorrhoea  nor  pruritus. 

An  examination  revealed  depressed 
red  spots,  sensitive  to  pressure,  on  the 
mucous  membrane  about  the  vaginal 
orifice.  This  patient  would  not  sub- 
mit to  treatment,  consequently  she 
passed  from  under  my  notice. 

Case  H. — Mrs.  C,  widow,  aged  5^0,. 
consulted  me,  September,  1891,  for 
pain  in  the  region  of  the  vulva  which 
was  so  intense  at  times  that  sleep' 
was  impossible.  For  two  years  she 
had  had  painful  micturition,  she  had 
never  borne  children,  but  had  one 
miscarriage  twenty  years  ago.     There, 


2  New  Orleans  Med.  and  Surg.  Journal,  March,  1890. 

3  Northwestern  Lancet,  1891,  XI. 
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Plate  I. 


Fig.   r. 

Kraurosis  Vulv.'E. 

X  Showing  red  line  of  depressed  tissue  extending  from  vestibule 
to  vaginal  orifice  on  both  sides  of  urethra. 


(See  page  141). 
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was  no  history  of  syphilis,  gonorrhoea 
nor  pruritus.  Examination  showed  a 
red  line  of  depressed  tissue  on  the 
right  side  of  the  urethra,  extending 
from  the  vestibule  to  the  vaginal  ori- 
fice ;  on  the  left  side  red  spots  were 
seen  which  were  extremely  sensitive 
to  pressure.  I  have  watched  this  case 
one  year.  The  disease  has  spread 
slowly  on  the  left  side,  and  now  the 
red  line  of  depressed  tissue  extends 
as  it  does  on  the  right  side,  from  the 
vestibule  to  the  vaginal  orifice.  (See 
plate  I,  Fig.  i). 

The  treatment  in  this  case  has  been 
pure  carbolic  acid  applied  to  the  dis- 
eased surface  twice  a  week.  The  acid, 
acting  as  a  local  anaesthetic,  has  re- 
lieved the  pain  and  tenderness,  but 
has  had  no  effect  in  limiting  the 
spread  of  the  disease. 

Case  III. — A  widow,  aged  60  years. 
She  gave  no  history  of  syphilis  nor 
gonorrhoea,  she  had  never  borne  chil- 
dren. For  years  she  had  suffered 
from  intense  pruritus;  she  also  had 
chronic  eczema  of  left  leg.  When 
first  seen  by  a  colleague  at  the 
Woman's  Hospital,  the  disease  ex- 
tended over  the  vestibule.     The  de- 


pressed red  spots  were  tender  on 
pressure,  and  the  pruritus  and  pain 
rendered  the  patient's  life  unbear- 
able. The  physician  treated  the  dis- 
eased surface  with  a  weak  solution  of 
silver  nitrate  which  mitigated  the  pain 
and  tenderness. 

When  seen  by  me  two  years  later  the 
parts  presented  all  the  characteristics 
of  the  advanced  stage  of  the  disease. 
The  labia  minora  had  entirely  disap- 
peared, the  clitoris  was  shrunken  and 
the  surface  was  dry  and  shiny  in  appear- 
ance. The  mucous  membrane  was 
thickened  and  whitish  where  the  atro- 
phy was  greatest.  The  vaginal  orifice 
was  so  small  that  a  digital  examination 
was  extremely  painful.  No  treatment 
was  instituted  by  me  as  the  disease 
had  run  its  course.  (See  plate  II,  Fig. 
2).  The  aetiology  of  this  disease  is 
still  an  unexplored  region. 

There  is  nothing  in  the  history  of 
my  cases  which  point  to  a  solution  of 
the  question.  The  disease  is  not  in 
my  opinion  a  rare  one,  and  I  think 
when  the  lesions  are  more  thoroughly 
understood  many  cases  of  interest 
will  be  reported. 

loio  Clinton  Street. 


Ventral  Hernia  Following  Abdominal  Section.^ 


BY    DR.    JOSEPH    PRICE, 
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The  subject  under  discussion  is 
one  of  more  than  ordinary  interest 
and  importance  to  the  profession.  It 
concerns  vitally  everyone  engaged 
along  the  legitimate  lines  of  the  pro- 
fession, the  general  practitioner  and 


^  Read  before  the  Obstetrical  Society  of  Philadelphia, 
November  3,  1892. 


general  and  special  surgeon.  The 
general  practitioner  in  his  broad 
field  repeatedly  encounters  the  grave 
trouble  and  finds  many  embarrass- 
ments in  dealing  with  them  ;  they 
are  a  source  of  untold  anxiety  to  him, 
for  he  appreciates  the  annoyance  to 
the  patient,  the  suffering  and  phy- 
sical disabling  generally  incident  to 
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the  trouble.  And  he  further  realizes 
the  sequelae  if  not  promptly  and 
radically  dealt  with.  It  may  be  layed 
down  as  an  axiom  that  these  cases  re- 
quire skill  and  promptitude  in  dealing 
with  them.  They  are  not  cases  for 
experimentation — the  apprentice  has 
no  business  with  them.  In  them 
very  little  bungling  will  kill,  careful, 
expert  surgery  will  save  about  all. 

The  elements  of  success  and  the 
causes  of  failure  in  abdominal  surgery 
should  be  kept  well  in  mind.  Many 
painful  and  anxious  professional  ex- 
periences teach  these  elements.  We 
come  to  these  discussions  with  the 
lessons  to  our  work.  The  sequelae,  in 
any  or  all  cases  of  abdominal  section, 
furnish  the  central  point  of  interest 
in  all  our  discussions.  Ventral  hernia 
following  section,  has  always  been  too 
frequent.  Some  of  our  more  modern 
methods  of  closure,  or  rather  non- 
closure of  the  incision,  have  predis- 
posed to  the  frequent  occurrence  of  a 
very  trying  circumstance,  great  dis- 
comfort. I  shall  allude  briefly  to  the 
predisposing  causes  to  hernia  as  I 
discover  them  in  my  own  practice  : 

(i)  Too  rapid,  hasty  and  imperfect 
preparation  of  the  patient  for  section. 
The  preparation  should  be  prolonged 
and  thorough,  when  possible.  The  bow- 
els should  be  thoroughly  evacuated. 
Accumulated  fcecal  matter  freely  dis- 
charged. After  thorough  practical 
preparation,  rapidity  in  operating  is 
of  vital  importance  ;  minimizing  the 
quantity  of  ether,  the  exciting  cause 
of  persistent  nausea  which  puts  a  con- 
stant and  trying  strain  upon  the  heal- 
ing incision,  it  also  lessens  the  expos- 
ure to  contaminating  environs  and 
needless  manipulation.  It  is  the  per- 
sistent vomiting  after  prolonged  an- 
aesthesia in  patients  imperfectly  pre- 


pared, charged  with  large  quantities, 
of  faeces  and  bilious  matter  that 
commonly  occasions  hernia. 

(2)  Neglected  or  delayed  operations, 
in  cases  of  emaciated  and  greatly  ex- 
hausted patients.  Those  requiring 
heroic  operations  are  most  unfavor- 
able without  careful  preparation  ;  they 
are  of  the  class  where  there  is  no  time 
for  preparation.  They  are  difficult 
subjects  for  recovery,  healthy  union, 
consolidation  and  organization  in  the 
incision.  Well-placed  dry  dressing 
and  a  comfortably  placed  tight  ban- 
dage will  give  about  perfect  results. 
Wounds  should  be  always  closed  dry 
and  kept  dry.  Wounds  uniting  by 
first  intention  throughout  are  rarely 
followed  by  hernia.  Stitches  placed 
too  tight  and  too  far  apart  should  be 
guarded  against  as  favoring  stitch 
hole  suppuration.  Multiple  suturing 
of  incision,  with  imperfect  and  unre- 
liable material,  strongly  predisposes 
to  hernia;  nausea,  too  early  feeding, 
restlessness  and  too  much  liberty 
given  to  nurse  and  patient,  are  alsa 
predisposing  causes.  The  old  surgical 
rule  of  rest,  apposition  and  pressure, 
are  of  great  importance.  Scrupulous 
cleanliness  in  the  preparation  and  in 
the  surgery,  and  the  avoidance  of  irri- 
tating solutions  are  of  paramount  im- 
portance in  all  surgery,  general  and  ab- 
dominal. The  shortest  possible  in- 
cision, the  least  possible  manipulation 
— but  one  set  of  hands — those  clean,, 
in  contact  with  the  wound.  Assist- 
ants or  bystanders  should  never  touch 
a  wound.  A  thorough  use  of  the  douch 
and  well-placed  small  glass  drains, 
vertical  never  oblique,  followed  by 
perfect  co-aptation  of  all  divided . 
structures  by  not  less  than  three 
sutures  to  the  inch.  With  an  ex- 
perience of  over  one  hundred  ventral 
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hernia  operations,  including  umbilcal 
hernia,  I  am  prepared  to  express  my- 
self as  to  the  importance  of  more 
painstaking — care  in  primary  opera- 
tions. Patients  suffer  much  discom- 
fort and  anxiety  from  ventral  hernia 
as  well  as  other  saequelae.  Much  of 
this  is  avoidable.  The  closing  of  a 
ventral  hernia  is  interesting  and  in- 
structive. It  is  not  a  simple,  opera- 
tion, but  an  important  surgical  pro- 
cedure— one    full    of    surgery.     The 


opening  or  removal  of  sac  is  com> 
plicated  by  bowel  and  frontal  ad- 
hesions— all  sequelae  of  an  imperfect 
operation. 

Many  of  these  operations  are  done 
for  two  purposes  :  (i)  To  cure  the 
hernia.  (2)  To  free  all  adhesions  ;  ta 
relieve  the  patient  of  pain  due  ta 
anchored  viscera,  and  the  risks  of 
bowel  obstruction,  not  uncommon  in 
the  presence  of  such  adhesions. 


The  Questions  and  Lessons  of  Ectopic  Pregnancy.^ 


BY    DR.    JOSEPH    HOFFMAN, 

PHILADELPHIA. 


In  the  last  decade  much  as  has  been 
learned  of  the  nature  of  ectopic  preg- 
nancy, so  much  in  fact  that  what  was 
known  previous  to  this  period  is  of 
very  little  practical  value.  Of  course 
this  is  meant  only  in  the  line  of  treat- 
ment. Previous  to  this  we  were  in  a 
maze  of  theory  without  the  golden 
thread  of  positive  knowledge  to  take 
us  out  of  the  labyrinth.  Ectopic 
pregnancy  was  looked  on  as  a  compar- 
atively rare  occurrence,  and  when  rec- 
ognized, was  considered  only  as  a  fatal 
accident  with  now  and  then  a  lucky 
variation.  Looking  at  the  accident 
as  within  the  peritonaeum,  and  there- 
fore fatal,  the  axiom  of  all  other  sur- 
gery to  deal  directly  with  the  affected 
part,  was  disregarded,  and  therefore 
except  in  favoring  circumstances  the 

patient  was  lost When 

theory,  not  practical  surgery,  endeav- 
ors to  control  a  surgical  condition  or 
to  lay  down  rules  for  its  treatment, 
indefinite  action  is  often  accompanied 


1  Read  before  the  Obstetrical  Society  of  Philadelphia, 
November  3,  189^. 


by  foolish  propositions,  to  accomplish 
in  a  round  about  way  what  in  the  ordi- 
nary surgical  procedure  would  be 
smiled  at.  So  in  the  treatment  of 
ectopic  gestation  we  are  met  with  sug- 
gestions that  avoid  the  main  issue,, 
which  should  be  to  get  rid  of  the  for- 
eign mass,  and  that  only  strive  to  avoid 
by  doubtful  and  uncertain  means  to 
obviate  the  danger  of  growth.  Under 
this  head  I  of  course  refer  to  elec- 
tricity and  injection  of  lethal  sub- 
stances into  the  sac.  Others  assume 
that  the  danger  is  not  so  great  after 
all  from  the  accident,  and  therefore 
elect  to  do  nothing  at  all,  but  like  the 
character  of  romantic  fame,  sit  around 
waiting  for  something  to  turn  up. 

What  will  turn  up  is  always  a  mat- 
ter that  can  never  be  predicted  even 
by  those  who  advise  delay,  and  ac- 
cordingly in  whatever  way  considered 
their  logic  is  a  bad  one.  Electricity 
has  so  often  been  vaunted  as  a  cure 
or  a  killing  agent,  that  it  is  not  worth 
while  here  to  discuss  the  matter. 
From  the  standpoint  of  real  surgery 
it  has  no  place  whatever,  and  that  is- 
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the  only  ground  on  which  to  consider 
it.  We  might  as  well  consider  the 
logic  of  the  application  of  the  obstet- 
rical forceps  from  the  standpoint  of 
that  most  prolific  creature  our  family 
feline,  and  thereby  argue  the  instru- 
ment out  of  sight,  as  to  consider  the 
mere  theoretical  value  of  electricity 
along  side  of  the  now  positive  surgical 
data,  in  the  treatment  of  ectopic 
pregnancy.  The  surgeon  would  treat 
this  disease  as  all  other  disease  is 
treated  which  involves'  the  presence 
of  a  foreign  body.  Remove  the  offend- 
ing portion,  the  earlier  the  better, 
before  complications  are  present,  and 
before  the  growth  is  dangerous  by  its 
invasion  of  other  structures.  This 
argument  cannot,  and  never  will  be 
appreciated,  by  those  who  linger  along 
the  brink  of  surgery,  with  one  treat- 
ment for  one  class  of  patients  and 
another  treatment  for  a  different  class. 
If  surgery  is  an  exact  science,  as 
within  bounds  it  ought  to  be,  the  treat- 
ment of  similar  conditions,  should  be 
identical.  Variations  may  be  neces- 
sary to  meet  the  exigencies  of  special 
complications,  but  the  principles 
should  be  invariable.  Now  it  should 
stand  as  a  postulate,  that  those  who 
have  handled  directly  ectopic  preg 
nancy  in  all  its  phases,  from  early  to 
late,  are  those  who  should  decide  upon 
the  best  way  of  treating  it.  It  is  so 
in  all  other  branches  of  art,  and  this 
should  be  no  exception.  The  same 
arguments  apply  to  the  injection 
methods.  The  point  of  disadvantage 
in  the  latter  is  that  in  order  to  escape 
positive  harm,  exact  diagnosis  must  be 
made.  The  argument  here  is  so  direct 
from  the  standpoint  of  exact  surgery, 
that  the  presumed  possibility  of  exact 
diagnosis,  before  rupture  is  to  be  con- 
sidered   problematical.      As    I    have 


shown  in  another  paper,  the  most  var- 
iant conditions  feign  the  history  of 
ectopic  gestation,  and  operation  most 
frequently  shows  the  nonsense  of 
being  positive  either  as  to  its  pres- 
ence or  absence.  But  this  aside,  it  is 
not  the  intention  of  this  paper  to  go 
into  a  wide  discussion  of  all  that  has 
been  argued  in  reference  to  ectopic. 
I  mean  only  to  consider  it  in  the  light 
of  surgical,  not  theoretical,  data.  In 
the  light  of  actual,  interference,  it  is 
to  be  argued  that  those  are  the  sim- 
plest cases  that  are  taken  previous  to 
rupture,  when  they  are  so  discovered, 
and  hence  to  deal  at  once  with  a 
growth  that  is  suspected  to  be  a  dis- 
placed pregnancy  is  the  doctrine  of 
practical  surgery,  because  in  surgical 
hands  such  interference  is  absolutely 
safe. 

Now  as  to  the  let  alone  doctrine  of 
Freund,  and  those  who  say  with  him 
that  ectopic  pregnancy  is  a  disease 
that  very  frequently  cures  itself.  It 
is  not  worth  while  to  dispute  this. 
The  same  may  be  said  of  almost  any 
disease  surgical  or  medical.  The  ar- 
gument applied  to  the  practical  affairs 
of  a  business  world,  would  be  received 
with  ridicule.  They  are  no  less  ridic- 
ulous in  surgery.  Many  conflagra- 
tions are  self  limited,  but  once  in  a 
while  a  Chicago  or  a  Milwaukee  is 
burnt  down. 

The  simile  must  end  here,  for  when 
the  women  go  down,  too  often  the  fall 
is  like  that  of  Lucifer,  fatal.  The 
argument  would  set  aside  paid  fire  de- 
partments. 

To  say  that  the  Life  Saving  Service 
of  our  coast  should  be  abolished,  be- 
cause now  and  anon  there  is  a  vessel 
wrecked  without  loss  of  life,  would  be 
regarded,  as  the  extreme  of  folly,  and 
yet  neither  in  the  life  saving  service, 
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nor  in  the  fire  department,  is  accident 
so  absolutely  certain  of  being  avoided 
in  skillful  hands,  or  in  careful  ones,  as 
in  the  early  surgical  treatment  of  ec- 
topic pregnancy,  by  surgical  interfer- 
ence. No  argument  can  demonstrate 
that  this  or  that  case  will  be  fatal,  no 
more  than  it  can  be  absolutely  told  by 
the  experienced  surgeon  whether  this 
or  that  tumor  of  the  breast  is  going 
to  be  mah"gnant,  or  continue  benign, 
and  hence  as  the  rule  is  in  tumors  of 
the  breast,  to  remove  them  while  they 
are  benign,  so  the  surgical  and  prac- 
tical and  sensible  view  in  which  to 
consider  ectopic  gestation,  is  to  cut  it 
short,  as  early  as  may  be,  unless  the 
child  is  viable.  In  the  latter  case,  the 
treatment  which  seems  to  me  most 
rational  is  that  which  will  save  the 
mother.  If  the  child  can  be  saved, 
all  well  and  good,  provided  the  mother 
is  not  lost.  That  is  the  way  I  believe 
each  man  here  present  would  have  his 
wife  treated.  If  there  is  any  married 
man  of  a  different  opinion,  I  shall 
listen  with  diligence  to  his  argument. 
In  this  work  which  deals  so  directly 
with  the  lives  of  wives  and  mothers, 
I  take  it  that  the  only  just  method  of 
procedure  is  to  treat  each  patient  as 
we  would  have  her  treated  if  she  were 
in  our  immediate  family.  This  will 
bring  conscience  into  the  work,  and 
thus  work  without  conscience  is 
cruelty. 

Experience  has  demonstrated  that 
rupture  may  recur,  and  its  recurrence 
kill.  Hence  to  say  that  rupture  is  not 
always  fatal,  is  to  agree  to  what  we  all 
know. 

What  we  all  further  know  is  that 
after  one  rupture  the  second  or  the 
third  may  be  fatal,  and  that  is  suffi- 
cient argument  not  to  wait  for  a  sec- 
ond, or  indeed  to  wait  at  all.     In  the 


direct  treatment  of  this  disease,  we 
have  only  one  indication  to  meet,  that 
is  the  stoppage  of  haemorrhage,  and 
at  times  the  treatment  of  shock  from 
haemorrhage.  But  this  is  the  same  in 
all  surgical  procedures  at  times,  and 
cannot  be  argued  as  peculiar.  In  the 
deferred  operation,  we  have  adhesions, 
and  in  the  presence  of  a  suppurating 
tube,  often  times,  pus  complications 
to  deal  with.  If  the  foetus  has  grown 
to  any  size,  and  has  been  allowed  to 
remain,  then  we  have  all  the  train  of 
complications,  found  at  the  attempt  to 
discharge  the  mass,  at  the  umbilicus, 
through  the  rectum  or  vagina.  These 
of  themselves  ought  to  establivsh  the 
fact  that  once  discovered,  the  mass 
should  be  removed  before  all  the  pre- 
ceding discovery,  misery  and  danger 
are  put  upon  the  sufferer.  From  the 
arguments  above  deduced,  it  would 
seem  that  the  region  of  perpetual 
theory  and  speculation  is  not  the  safe 
latitude  for  the  woman  .suffering  from 
ectopic  pregnancy.  Experience  has 
placed  the  treatment  of  this  affection, 
outside  of  the  line  of  maybe,  into  the 
territory  of  is,  and  the  is  means  that 
surgically  considered,  taken  at  once, 
and  even  in  apparently  forlorn  cases, 
the  chances  are  for  the  patient's  re- 
covery. Stephen  Rogers  enunciated 
the  positive  surgical  maxim,  to  con- 
trol haemorrhage,  and  it  remains  a 
positive  demonstration  that  a  ligature 
will  do  this  better  than  chance.  It  is 
a  lesson  that  no  one  can  tell  what  case 
will  terminate  in  rupture,  it  is  just  as 
much  a  lesson  of  experience  that  no 
one  can  tell  when  a  rupture  will  or 
not  be  fatal.  It  is  just  as  positive  a 
demonstration  that  a  case  that  will 
bleed  to  death  in  operation,  will  bleed 
to  death  without  operation,  and  hence 
it  is  not  the  operation  that   kills,  but 
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the  delay.  It  is  the  non-fatal  cases 
that  recover,  not  the  delayed  ones, 
and  as  the  delay  that  decides  whether 
a  case  is  or  is  not  to  be  fatal,  is  the  same 
delay  that  kills,  the  lesson  is  not  to 
delay  at  all.  Crude  methods  are 
unwise  where  refined  ones  are  at  hand. 
Crude  navigation,  crude  engineering, 
crude  scholarship,  have  accomplished 
much,  but  these  are  no  longer  used 
where  life  and  economies  are  consid- 
ered. Crude  scholarship  may  veil  a 
genius,  but  crude  surgery  never.  He 
who  to-day  goes  to  sea — in  a  tub — is 
considered  unwise.  Crude  methods 
have  a  place  only  where  better  do  not 
exist.  Experience  is  the  test  of  worth 
and  exact  surgical  experience  cannot 


be  displaced  by  any  theory  that  avoids 
the  discussion  of  essentials.  The  es- 
sentials of  the  subject  under  discus- 
sion are  its  freqjient  fatality,  not  its 
possible  benignance,  and  the  absolute 
simplicity  of  its  treatment  when  early 
undertaken,  by  real  surgery  and  sur- 
geons ;  its  curability  even  when  the 
patient  is  in  extremis ;  the  complica- 
tions and  danger  of  delay  in  those 
cases  that  get  well  without  interfer- 
ence, and  the  uncertainty  whether  or 
not  interference  may  at  last  be  not 
necessary. 

These  are  the  essential  questions,, 
and  they  all  have  their  answer  in  the 
axioms  of  positive  surgery,  not  in  the 
calculation  of  chances. 


Some  Obstetrical   Experiences  in  the   "Slums,"  and  Speci- 
mens of  Hydatidiform  Mole  of  Uterus  and  Twin 
Pregnancy  in  Membranes  at  Five  Months.^ 


BY    DR.    HORACE    FOX, 

OF   PHILADELPHIA. 


The  obstetrical  experience,  which 
may  be  obtained  among  the  poorest  of 
the  poor,  in  the  obscure  sections  of 
Philadelphia  is  of  the  highest  practi- 
cal value  to  the  undergraduate  and 
graduate.  He  mostly  meets  the  Rus- 
sian Jews,  Irish,  Negroes  and  Italians, 
thereby  familiarizing  himself  with  the 
characteristics  and  peculiarities  of 
these  races.  The  most  ignorant,  ad- 
verse and  troublesome  of  these,  is  by 
far  the  Russian  Jew ;  indeed,  it  re- 
quires about  twice  or  thrice  as  much 
work  to  bring  such  a  case  to  a  suc- 
cessful termination  as  one  of  any  other 
class  that  I  have  had  occasion  to  treat. 


^  Read  before  the  Obstetrical  Society  of  Philadelphia, 
November  3,  1892. 


It  is  without  doubt  of  decided  bene- 
fit to  the  student,  as  it  forces  upon  him 
at  least  one  quality  of  paramount  impor- 
tance, and  that  quality  is,  executive 
ability.  The  Irish,  Negroes  and  Ital- 
ians are  decidedly  more  tractable,  yet 
at  times  they  are  wont  to  cause  you 
some  apprehension.  I  doubt  whether 
there  is  an  institution  in  the  United 
States  that  offers  to  the  student  or 
young  physician  as  many  advantages 
to  familiarize  himself  with  practical 
midwifery  among  these  classes,  as  the 
Philadelphia  Dispensary.  I  am  my- 
self deeply  indebted  to  its  chief,  Dr. 
Jos.  Price,  for  his  faithful,  kind  and 
courteous  assistance  to  me. 

During  my  connection  of  about 
three  years  with  the  above  institution^ 
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I  have  had  the  advantage  of  attend- 
ing some  few  hundred  obstetrical 
cases,  including  septicaemia  (  I  desire 
to  state  that  the  patients  were  in- 
fected before  I  took  charge  of  them), 
eclampsia  (nephritic  and  epileptic), 
peritonitis,  hydatidiform  mole  of 
uterus,  erysipelas  and  other  affections 
complicating  labor  and  the  puerperal 
stat€,  besides  having  used  the  forceps, 
performed  version  and  craniotomy. 
The  results  have  indeed  been  quite 
gratifying,  having  lost  but  three  cases. 
The  first  was  a  case  of  puerperal  ec- 
lampsia (nephritic);  it  wasthe  first  case 
of  obstetrics  I  had  ever  attended  and 
while  I  was  as  yet  a  second  year  stu- 
dent. The  woman  had  been  delivered 
ten  years  previously  at  St.  Bartholo- 
mew's Hospital.  London,  and  had  at 
that  time  severe,  and  almost  fatal 
nephritic  eclampsia,  and  was  specially 
warned  to  avoid  getting  in  the  preg- 
nant condition  again.  The  autopsy, 
performed  by  Dr.  Crozer  Griffith, 
showed  the  kidneys  to  be  in  a  second 
stage  of  a  chronic  parenchymatous 
nephritis,  thickening  of  the  blood-ves- 
sel walls,  and  vegetations  on  the  mi- 
tral valve. 

The  second  was  a  case  of  pneumonia 
with  pleurisy  and  effusion,  I  was  not 
called  to  see  this  patient  by  the  phy- 
sician (not  student)  in  charge,  until 
eight  days  after  delivery,  and  then 
found  her  with  a  temperature  of  94° 
and  pulse  not  countable  at  radial  and 
praecordial  region.  The  physician  was 
jiist  slightly  concerned  about  the 
case,  as  he  could  not  understand  the 
cause  for  such  a -low  temperature  and 
as  it  had  been  below  98°  for  two  days. 
The  study  of  calorics  would  have  pos- 
sibly been  more  in  his  sphere  and 
more  advantageous  to  him  than  the 
study  of  medicine. 


The  third,  a  case  of  heart  exhaustion, 
occurring  within  eighteen  hours  after 
delivery  and  caused  by  excessive  beer 
drinking.  I  did  not  see  this  case  until 
seventeen  hours  after  delivery  and 
she  was  comatose  and  but  faintly  re- 
spiring. I  hardly  think  that  the  two 
last  cases  should  be  counted  among 
my  mortality,  as  they  were  moribund 
when  I  saw  them  for  the  first  time. 

As  to  the  septicaemia  cases  I  think 
they  are  of  interest  because  they  de- 
monstrate that  they  are  not  necessa- 
rily fatal  even  when  the  surroundings 
are  filthy  and  totally  unhygienic.  By 
strictness,  thorough  command  over  the 
patient  and  the  residents  of  the  same 
abode,  combined  with  untiring  atten- 
tion to  your  patient,  making  the  sur- 
roundings as  clean  as  possible,  and 
the  unsparing  use  of  antiseptics,  you 
will  most  likely  pull  the  case  through 
to  a  successful  termination,  even 
though  it  occurs  in  the  ''  slums."  The 
cause  in  two  cases  was  due  to  putrid 
decomposition  of  retained  portions  of 
placenta;  the  other,  due  to  criminal 
neglectfulness  on  the  part  of  the  grad- 
uate. He  frankly  acknowledged  that 
he  had  not  even  washed  his  hands 
with  soap  and  water.  They  all  had 
good  recoveries.  The  eclampsia  (epi- 
leptiform) case  is  also  of  interest. 
The  patient  gave  a  history  of  having 
"fits"  as  long  as  she  could  remember, 
and  they  occurred  on  an  average  of 
once  every  three  weeks.  During  her 
first  labor  she  had  a  "fit"  and  the 
foetus  was  born  asphyxiated,  from 
which  condition  it  did  not  rally.  I 
could  not  find  out  from  her  in  what 
stage  the  "fit"  occurred.  During  her 
second  pregnancy  and  labor  she  had 
none  whatsoever.  I  delivered  her  in 
her  third  labor  and  she  had  a  convul- 
sion in  the  second  stage,  the  head  be. 
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ing  down  in  the  inferior  strait  and 
close  to  the  perinaeum.  The  fit  lasted 
for  about  one  or  two  minutes,  and  she 
was  comatose  for  one  and  a  half  hour 
afterwards.  The  forceps  were  applied 
immediately  upon  the  stoppage  of  the 
convulsion.  She  had  no  more  con- 
vulsions during  my  attendance  upon 
her. 

The  case  of  hydatidif  orm  mole  of  the 
uterus  is  also  of  interest,  as  it  is  com- 
paratively rare.  I  shall  probably 
report  this  case  more  fully  at  some 
future  time.  The  specimen  that  will 
be  passed  around  is  but  a  small  portion 
of  the  amount  removed  from  the 
uterus.  Now  as  to  some  experiences 
with  the  physicians  and  students, 
their  lack  of  obstetrical  knowledge  is 
really  surprising  when  you  take  into 
consideration  the  facilities  offered  in 
this  city  for  thorough  training  in  the 
art  of  midwifery,  I  meet  on  an 
average  about  one  hundred  students 
and  physicians  yearly  in  my  work 
connected  with  the  obstetrical  depart- 
ment of  the  Philadelphia  Dispensary, 
the  majority  being  students  connected 
with  the  various  medical  colleges  in 
this  city.  The  main  point  in  which 
they  all  appear  to  be  lacking  is  the 
fimddmental  pjinciples  of  obstetrics, 
theoretical  and  practical.  The  branch 
of  obstetrics  as  taught  to-day  in  the 
various  medical  colleges  is  far  more 
neglected  in  its  rudiments,  as  regards 
theoretical  and  practical  work,  than 
some  of  the  other  branches  which  are 
to  the  student  of  far  less  importance. 
A  two  years'  obligatory  theoretical 
course  with  one  year  of  obligatory  prac- 
tical work  on  the  mannikin,  etc., 
where  three  years  are  required,  and  a 
three  years'  obligatory  theoretical 
course  with  two  years  of  obligatory 
practical  work  on  the  mannikin,  etc.. 


where  four  years  are  required,  would 
be  not  only  of  decided  advantage  to 
the  student,  but  most  certainly  to 
those  patients  who  in  the  future  he 
would  deliver.  Not  only  is  he  taught 
too  little  obstetrics,  but  he  is  also 
taught  the  scientific  theoretical  por- 
tion before  he  is  familiar  with  and 
able  to  thoroughly  grasp  the  simpler, 
yet  at  that  time  to  him  the  far  oaore 
important  portions  of  midwifery.  To 
exemplify,  viz.,  many  times  have  I 
been  called  to  deliver  with  instru- 
ments when  the  woman  was  but  as 
yet  in  the  first  stage  of  labor,  to  cor- 
rect a  transverse  presentation  when 
the  head  was  engaged  at  the  linea  ter- 
minalis,  to  deliver  the  second  foetus  of 
a  supposed  twin  pregnancy,  because 
the  placenta  had  not  come  away,  and 
to  deliver  adherent  placentae  when 
they  were  in  the  vagina.  Now  I  argue 
if  those  men  and  many  other  had 
better  or  even  as  much  theoretical 
training  in  the  rudimental  portions  of 
obstetrice  as  they  had  in  the  more  ad- 
vanced portions,  they  would  not  be  so 
apt  in  erring ;  therefore,  better  train- 
ing in  the  methods  of  detecting  un- 
complicated cases  and  bringing  them 
to  a  successful  termination,  before  he 
is  taught  to  detect  complicated  cases 
and  the  manoeuvres  necessary  to  bring 
them  to  a  successful  termination, 
would  be  decidedly  more  advantageous 
to  him.  He  is  also  taught  to  expect 
too  much  of  his  patient ;  in  fact,  to 
expect  the  "niceties"  ready  and  at 
his  immediate  command  when  he 
arrives  to  take  charge  of  the  case. 
How  many  physicians  in  their  first 
case  have  the  bed  arranged,  mother's 
and  child's  clothing,  bed  linen  and 
many  other  "necessaries"  ready  for 
them }  The  vast  majority  attend 
their  first  case  and  many  subsequent 
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cases  up  an  alley.  On  arriving  he  is 
not  very  apt  to  have  even  the  basin, 
soap  and  water  ready  for  him.  Now 
comes  the  time  when  even  the  '*  neces- 
saries "  are  absent,  and  his  teachers 
and  text-books  have  failed  to  tell  him 
what  to  do  in  such  cases,  with  the 
consequence  that  he  becomes  muddled 
and  does  not  know  where  to  begin. 
Teach  him  what  to  do  in  just  such 
cases  and  he  will  readily  adapt  himself 
to  the  "niceties"  when  they  are  at 
his  command.  Now  as  to  the  practical 
portion  of  obstetrics.  There  are 
many  who  do  not  know  how  to  make 
a  vaginal  examination.  They  enter 
the  vagina  wherever  their  finger  finds 
an  opening  and  grope  around  until  it 
by  chance  strikes  the  os  externum, 
causing  the  patient  much  unnecessary 
pain  and  uneasiness. 

I  remember  one  student  who  could 
not  enter  the  vagina  at  all,  but  still 
he  made  a  diagnosis  of  a  vertex  pres- 
entation and  right  occipto-anterior 
position.  As  to  ballottement  they 
are  also  at  loss  when  they  come  to 
put  it  to  practical  use,  and  I  may  also 
state  that  few  know  correctly  the 
definition  of  the  word,  yet  at  the 
same  time  they  pronounce  the  word 
with  a  beautiful  correctness  and  ac- 
cent. Palpation  is  to  the  vast  ma- 
jority quite  unnecessary;  that  is,  be- 
cause they  know  nothing  about  it. 
Never  have  I  found  one  who  did  not 
begin  to  palpate  elsewhere  than  the 
superior  opening  to  the  excavation. 
I  know  that  there  are  a  few  of  the 
authors  who  advocate  commencing 
palpation  at  any  portion  of  the  ab- 
domen, and  arrive  at  the  diagnosis 
by  synthesis,  but  the  vast  majority 
say,  to  seek  the  anterior  part  of  the 
superior  strait  first  and  this  I  think 
is  taught  by  all  the  professors  teach- 


ing obstetrics  in  Philadelphia:  When 
it  comes  to  map  out  and  outline  the 
foetus  tiiey  use  their  hands  as  if  they 
were  digging  clams.  They  can  talk 
to  you  in  the  most  eloquent  style 
how  delicacy  of  touch,  etc.  should  be 
observed,  but  practically  they  know 
nothing  about  palpation,  nor  will  they 
until  they  have  a  thorough  systematic 
training  on  the  manikin.  In  deliver- 
ing the  placenta  it  has  not  as  yet 
been  my  fortune  to  come  across  one 
student  who  could  do  so  properly.  I 
have  repeatedly  asked  them  how  they 
are  going  to  deliver  the  placenta,  and 
before  finishing  the  question  I  receive 
the  answer,  by  the  Crede  method. 
Ask  them  to  explain  the  Crede 
method  and  regularly  do  I  fail  to  re- 
ceive the  answer.  They  are  all  timid 
about  handling  the  funis.  It  has 
been  my  habit  in  demonstrating  the 
delivery  of  the  placenta  to  tell  them 
to  catch  the  funis  between  the  index 
finger  and  the  thumb,  and  use  only 
sufficient  force  to  make  it  tense  when 
at  the  same  time  they  have  the 
fundus  in  their  other  hand.  My 
reason  for  so  demonstrating  is,  that 
having  so  little  experience  they  can- 
not detect  by  the  hand  over  the 
uterus  when  the  placenta  has  de- 
scended, therefore  by  making  the  funis 
tense  it  will  slacken  considerably 
when  the  placenta  has  become  de- 
tached and  descended,  and  they  will 
accordingly  know  that  should  it  fail 
to  be  delivered  after  the  cord  has 
become  slackened,  it  is  possibly  either 
in  the  lower  uterine  segment  or 
vagina  and  not  adherent.  As  yet  I 
have  had  no  cause  to  regret  demon- 
strating the  above  manoeuvre  in  con- 
junction with  the  Crede  method  of 
delivering  the  placenta.  As  regards 
the  management  of  the  child-bed  they 
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are  also  sadly  deficient.  In  conclu- 
sion, I  would  urge  to  teach  the  stu- 
dent earlier  and  better  and  give  him 
more  plain  theoretical  and  practical 
work  in  obstetrics;  let  him  be  thor- 
oughly quizzed  not  only  in  the  theory, 
but  also  in  the  practical  work;  that 
he  be  disciplined  on  the  manikin  in 
detecting  presentations  ajid  positions 
as  they  commonly  occur,  and  that  he 
be  urged   to    read   and   study   good 


standard  books  and  not  compends, 
etc.,  as  they  should  never  be  recom- 
mended or  found  in  the  hands  of  a 
student  seeking  an  obstetrical  educa- 
tion. 

As  regards  the  specimen  of  twin 
pregnancy  in  the  membranes  at  five 
months,  I  have  nothing  to  say,  other- 
wise than  the  parents  deny  ever 
having  had  syphilis,  and  that  it  is 
presented  because  of  its  rarity. 


Twin  Pregnancy  of  Unusual  Interest.^ 


BY*  DR.    WILLIAM    S.    STEWART, 

PHILADELPHIA. 


SuPERFGETATiON  in  a  bifid  uterus  is 
the  anomaly  which  I  have  the  honor 
to  describe  to  you  to  night : 

Mrs.  R.,  a  primipara,  was  attended 
by  me  this  summer.  There  were  no 
special  symptoms  during  gestation, 
except  a  little  more  general  discom- 
fort than  occurs  ordinarily  during  the 
same  period.  In  making  a  preliminary 
examination  previous  to  her  confine- 
ment, there  was  only  one  foetal  heart 
sound  audible.  Still  her  size  and  dis- 
comfort caused  a  suspicion  on  our 
part  that  there  might  be  more  than 
one  foetus  in  utero.  After  a  long 
and  difficult  labor  we  were  permitted 
to  deliver  her  of  a  large  child  (weigh- 
ing about  ten  pounds),  which  was 
asphyxiated  in  the  birth. 

Shortly  afterwards,  in  examining 
the  abdomen  with  the  intention  of  re- 
moving the  placenta,  we  found  there 
was  a  hard  resisting  body  in  the  right 
upper  corner  of  the  uterus,  which,  on 
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investigation,  internally  proved  to  be 
another  undeveloped  foetus,  confined 
in  the  locality  mentioned.  Without 
considering  the  possibilities  of  this 
existing  foetus,  being  more  anxious 
and  concerned  for  the  already  ex- 
hausted mother,  I  ruptured  the  mem- 
branes without  delay,  and  forced  a 
rapid  delivery  of  the  remaining  con- 
tents, which  proved  to  be  an  immature 
living  foetus  of  from  six  to  seven 
months'  gestation,  weighing  about 
two  pounds,  and,  strange  to  narrate, 
still  alive,  nearly  two  months  old. 

To  summarize  the  peculiar  features 
of  this  case  we  have  : 

(i)  An  increase  of  the  usual  dis- 
comfort of  the  expectant  mother  dur- 
ing gestation. 

(2)  The  lack  of  power  of  the  di- 
vided uterus  to  expel  the  first  foetus. 

(3j  Entire,  distinct  and  separate 
placentae. 

(4)  The  difference  of  time  in  the 
conception  and  development  of  the 
two  separate  ovules. 
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Symphisiotomy. 


It  has  frequently  been  said  in  re- 
cent years  that  obstetrics  is  so  far 
perfected,  both  as  a  science  and  as  an 
art,  that  little  or  nothing  new  can  be 
expected  iii  this  important  depart- 
ment of  medical  knowledge.  Never- 
theless, in  this,  as  in  all  other  branches 
of  science,  it  is  never  safe  to  assume 
that  "we  know  it  all."  Goethe,  who 
was  a  physician  as  well  as  a  poet, 
ridicules  the  pedantic  souls  of  his 
time,  who  used  to  rejoice  in  reflecting: 
Zu  shauen  wie  vor  uns  ein  weiser  Mann  ge- 

dacht, 
Und  wie  wir's  dann  zuletzt  so  herrlich  weit 
gebracht. 

If  there  are  any  obstetricians  of  a 
similar  way  of  thinking  at  the  present 
time,  it  must  be  a  surprise  to  them  to 
witness  the  resuscitation  and  re-intro- 
duction of  a  most  important  pro- 
cedure, long  obsolete,  but  now  appar- 
ently destined,  like  a  new  medical 
Journal,  to  satisfy  a  "long-felt  want." 

Those  of  us  who  have  been  what 
Mr.  Tait  somewhat  rudely  but  accur- 
ately describes  as  "Globe-trotters," 
may  remember  in  a  museum  at 
Naples,  among  many  strange  and 
terrible  relics  of  past  times,  a  wax 
figure  of  a  parturient  woman  under- 
going symphisiotomy,  the  knife  in 
the  wound,  and  the  pelvic  bones  gap- 
ing asunder.  Some  of  us,  in  the 
flush  of  recently  acquired  medical 
perfection,  and  in  the  zeal  of  youth 
years  ago,  may,  in  our  heart,  have 
thanked  God  that  we  were  not  as 
other  men  were  in  former  times,  and 
thought  how  much  better  it  was  to 
perforate  the  head  of  the  obstructive 
infant  with   the   dexterity  and   non- 


chalance with  which  we  had  seen  it 
done  by  our  esteemed  preceptor. 

But  times  have  changed,  and  we 
have  changed  with  them.  It  now 
seems  a  grewsome  and  horrible  thing 
to  kill  the  innocent  unborn  child. 
Moreover,  craniotomy,  even  if  it  were 
justifiable,  is  neither  easy  of  perform- 
ance nor  safe  for  the  mother. 

Caesarean  section,  notwithstanding 
its  recent  perfection,  will  always  re- 
main a  difficult  and  dangerous  major 
surgical  operation.  Few  men  outside 
of  hospitals  will  attempt  it,  if  it  can  be 
avoided,  and  for  those  few  permis- 
sion will  rarely  be  granted  until  the 
time  of  election  is  past. 

It  was  with  feelings  of  deep  inter- 
est that  the  American  Gynaecological 
Society,  at  its  last  meeting  in  Brook- 
lyn, listened  to  a  paper,  by  Dr.  Robert 
P.  Harris,  on  "  The  Remarkable  Re- 
sults of  Antiseptic  Symphisiotomy," 
an  abstract  of  which  is  published  else- 
where in  this  number  of  the  Annals 
OF  Gynecology  and  P.^diatry.  The 
results  were  so  remarkable,  the  surgi- 
cal triumph  so  complete  and  unex- 
pected, that  a  feeling  of  hesitation, 
and  almost  of  incredulity  persisted  in 
the  minds  of  many  of  the  audience, 
with  a  certain  disposition  rather  to 
regard  the  essay  of  the  distinguished 
author  as  an  academical  disquisition 
than  to  accept  it  as  a  guide  to  prac- 
tical obstetrics. 

When,  in  opening  the  discussion, 
however,  Dr.  Lusk  supported  the 
conclusions  of  the  essayist  with  all 
the  weight  of  his  authority  as  a  dis- 
tinguished teacher,  and  of  his  wisdom 
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as  an  experienced  operator,  it  was 
felt  at 'once  that  a  new  and  most  im- 
portant advance  had  been  made  in 
the  obstetrical  art,  by  the  application 
of  the  modern  principles  of  asepsis  to 
an  old  and  obsolete  operation. 

The  result  has  not  been  long  in  com- 
ing. Within  a  few  days  after  the 
reading  of  the  paper  of  Dr.  Harris, 
symphisiotomy  was  performed  in 
Brooklyn  by  Dr.  Charles  Jewett ; 
afterwards  by  Dr.  Barton  C.  Hirst 
and  by  Dr.  Anna  Broomhall,  both  of 
Philadelphia.  All  three  cases  were 
successful,  both  as  to  mother  and 
child. 

Now  that  the  new  operation  is 
fairly  launched  in  this  country,  how- 
ever, a  word  of  warning  may  not  be 
out  of  place,  to  temper  the  enthusiasm 
with  which  new  procedures  are  so 
often  received,  and  the  zeal  with 
which  novel  operations  are  so  fre- 
quently adopted,  by  those  who  do  not 
take  the  trouble  to  learn  how  to  per- 
form them  properly.  Out  of  fifty 
operations  reported  at  Naples  in  1881, 
performed  since  1866,  there  was  a 
maternal  mortality  of  20  per  cent.,  and 
Morisani's  report,  in  1886,  showed, 
according  to  Dr.  Harris,  that  "in  less 
experienced  hands  the  operation  had 
been  less  successful,  eight  women 
and  five  children  having  been  lost  un- 
der eighteen  operations,"  a  maternal 
mortality  of  44  per  cent.  Of  course, 
many  of  these  deaths  may  fairly  be 
attributed  to  delay,  the  patient  being 
already  exhausted  and  septic  when 
the  operation  was  performed ;  but, 
making  due  allowance  for  this  fact, 
there  remains  a  frightful  mortality  to 
be  attributed  to  inexperience,  blun- 
ders and  want  of  the  thoroughly  anti- 
septic measures,  which  were  not  in 
use  when  most  of  these  operations 
were  performed. 


This  does  not  at  all  imply  that  sym- 
phisiotomy need  be  dangerous  if  done 
properly  and  in  due  season.  It  only 
shows  that,  in  this  as  in  other  ob- 
stetrical and  gynaecological  opera- 
tions, ignorance,  bad  surgery  and  un- 
cleanliness  will  be  punished  by  a 
terrible  mortality,  which  will  not 
now,  as  in  the  "  good  "  old  times,  be 
charged  to  bad  luck,  or  attributed  to 
a  frowning  Providence. 

It  is  a  solemn  thought  that  of 
84,000  already  over-loaded  obstetric 
bags,  in  this  country,  a  very  large  pro- 
portion is  to  be  enriched  by  the  ac- 
quisition of  a  hooked-knife  for  sym- 
phisiotomy, a  weapon  that  will  prove 
a  sickle  of  death,  unless  guided  by 
intelligence,  environed  by  cleanliness 
and  illuminated  by  anatomical  knowl- 
edge. Like  any  other  operation,  pubic 
section  is  easy  and  safe  enough  for  a 
surgeon  who  is  clean  and  careful,  and 
whose  patient  is  in  reasonably  good 
condition  ;  but  the  incision  goes  near 
important  organs,  the  urethra,  the 
bladder  and  the  peritonaeum ;  it  passes 
where  there  may  be  haemorrhage  from 
arterial  branches,  which  must  be 
looked  for  and  controlled  ;  it  lays  open 
important  cellular  spaces,  which  must 
be  kept  clean,  and  it  sunders  the  key 
to  the  ring  of  the  pelvic  bones,  so 
that  care  must  be  taken  that  no  un- 
due violence  is  done  in  the  subse- 
quent delivery. 

If  attention  be  given  to  these  facts, 
the  new  operation  promises  to  be  a 
splendid  advance  in  our  art,  a  means 
of  rescuing  great  numbers  of  women, 
sinking  under  the  throes  of  prolonged 
and  hopeless  labor,  and  of  saving  the 
lives  of  innumerable  innocent  infants, 
now  permitted  to  perish  undelivered, 
or  sacrificed  in  the  stern  choice  be- 
tween losing  two  lives  or  taking  one. 
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Abstracts  of  Papers  Read  at    the    Seventeenth    Meeting  of 

the  American  Gynaecological  Society, 

Brooklyn,  1892. 


CERTAIN  ASPECTS    OF  GONORRHCEA    IN 
WOMEN. 

In  presenting  this  subject,  Dr. 
Charles  P.  Noble  said  that  until  the 
time  when  Noeggerath  gave  his  views 
on  this  disease,  our  knowledge  of  it 
was  very  imperfect.  Forty  years  ago 
Bernutz  made  careful  observations 
regarding  the  symptoms  of  the  dis- 
ease in  the  uterine  appendages,  but  it 
was  left  for  the  modern  abdominal 
surgeon  to  prove  and  demonstrate  its 
frequency.  Mention  is  made  of  a  case, 
in  the  practice  of  Dr.  Noble,  of  a 
woman,  free  from  evidences  of  the 
disease  in  the  vagina,  but  who  passed 
through  all  stages  of  uterine  inflam- 
mation and  tubal  trouble  until  her 
condition  called  for  operation, when  the 
tubes  were  found  to  contain  pus  and 
there  were  localized  abscesses  to  the 
left  of  the  sigmoid  flexure.  The  true 
explanation  as  to  the  course  by  which 
the  disease  spreads  to  the  tubes  can- 
not be  given.  The  theory  of  "con- 
tinuity of  structure"  is  untenable  and 
the  process  may  be  due  to  invasion  of 
the  cocciLS.  That  the  gonococcus  will 
not  cause  peritonitis,  as  asserted  by 
Bumm,  is  open  to  question.  Gonor- 
rhoeal  peritonitis,  ovaritis  and  rheuma- 
tism, are  diseases  accepted  by  clini- 
cians, but  accepting  Bumm's  theory, 
these  conditions  would  be  incapable 
of  an  explanation.  Wertheim  has 
demonstrated  that  the  gonococcus 
will  produce  peritonitis  in  white  mice : 


that  they  can  and  do  penetrate  pave- 
ment epithelium.  And  he  also  claims 
that  they  can  penetrate  the  connective 
tissue  and  infect  the  lymphatics. 
Wertheim  has  shown  gonococci  in 
pus  from  ovarian  abscess.  Regard- 
ing non-cystic  gonorrhoeal  salpingitis. 
Dr.  Noble  claims  there  is  never  a 
perfect  cure,  and  advises  the  removal 
rather  than  palliative  treatment,  and 
he  has  reason  to  believe  that  the  dis- 
ease generally  causes  occlusion  of  the 
tube.  As  to  the  question  regarding 
the  removal  of  both  tubes  where  only 
one  is  diseased,  as  is  the  practice  of 
many,  thinking  that  later  the  one  left 
in  is  sure  to  become  involved,  the 
decision  must  be  left  to  the  indica- 
tions in  each  particular  case.  Women 
approaching  the  menopause,  mothers 
of  families,  are  cases  where  it  would 
be  good  surgery  to  remove  both. 

In  the  discussion  of  the  above  paper 
the  thread  of  the  remarks  was  on  the 
tendency  of  the  disease  to  remain  un- 
cured,  if  untreated,  and  on  the  possi- 
bility of  effecting  a  cure,  even  after 
the  uterus  and  appendages  had  be- 
come infected.  It  was  doubted  whe- 
ther where  the  appendages  became 
diseased  it  was  due  to  direct  infection 
by  the  gonococcus. 
rules  to  be  followed  to  prevent 

secondary  haemorrhage  from  the 

pedicle  after  ovariotomy. 

Horace  F.  Hanks  gave  a  paper  on 
this  subject  and  spoke  of  the  dangers 
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which  the  early  operators  feared,  and 
mentioned  two  cases  of  secondary 
haemorrhage.  In  the  rules  given, 
where  the  pedicle  is  flat  and  wide  he 
advises  the  separation  and  ligation  of 
the  arteries,  and  then  quilting  the  ped- 
icle with  strong  ligature  stuff. 

In  smaller  pedicle  the  needle  is  to 
be  passed  to  one  side  of  the  artery, 
care  being  taken  not  to  split  the  ves- 
sel. In  tying  with  catgut  the  first 
knot  is  to  be  single  turn,  and  the  sec- 
ond the  double ;  just  opposite  to  the 
method  used  with  silk  ligatures. 

In  the  discussion  several  fatal  cases 
were  reported.  That  the  ligature 
slipped  was  doubted.  In  one  case  the 
ligature  had  cut  through  the  vessel. 
The  practice  of  freeing  adhesions  on 
the  sides  and  diminishing  the  pressure 
on  the  stumps,  before  applying  the 
ligature,  was  endorsed. 

ACCOUCHEMENT    FORCK    IN    CERTAIN 
OBSTETRICAL    COM^ICATIONS. 

Egbert  H.  Grandin,  M.D.,  pre- 
sented this  paper.  After  referring  to 
the  changes  in  obstetrical  practices 
within  the  past  decade  he  brought  to 
the  attention  of  the  members  the 
consideration  of  advantages  of  this 
procedure  both  as  regards  the  mother 
and  child,  and  reported  several  cases 
in  support  of  his  views.  The  rapid 
induction  of  premature  labor,  where 
care  as  to  cleanliness  has  been  taken, 
carries  with  it  no  risk.  '  Tamponade 
of  the  vagina  with  gauze  in  case  of 
haemorrhage  will  prove  effectual  in 
controlling  it,  and  the  uterus  loses 
none  of  its  tonicity.  In  cases  of  im- 
pending uremia  the  immediate  ab- 
straction of  blood  alway  proves  ben- 
eficial. The  risk  to  the  integrity  of  the 
cervix  may  be  called  up  as  a  counter 
indication,  but  the  advantages  of   a 


rapidly  terminated  labor,  with  a  live 
child  and  mother  safe  would  warrant 
some  risk  to  the  cervix.  Not  a  slight 
advantage  is  the  fact  of  choice  of  time 
for  the  operation. 

supravaginal  hysterectomy  with- 
out ligature  of  the  cervix,  in 
operating  for  uterine  fibroids. 

— A    new  method. 

The  first  part  of  Dr.  B.  F.  Baer's 
paper  was  devoted  to  a  resume  of  the 
different  methods  of  treating  the 
stump.  Pean,  he  says,  has  altogether 
given  up  the  abdominal  fixation,  and 
now  goes  to  the  opposite  extreme  and 
practices  total  extirpation.  Martin 
also  has  almost  given  up  the  intraper- 
itoneal method  in  favor  of  total  extir- 
pation. The  mode  of  procedure  in 
this  new  method  is  as  follows:  The 
abdomen  is  opened  and  the  tumor, 
freed  of  all  adhesions,  is  lifted  out  of 
the  abdomen.  Then  the  patient  can 
be  placed  in  the  Trendelenburg 
posture.  A  single  silk  ligature  is 
passed  through  the  broad  ligament 
near  the  cervix,  and  again  through 
near  the  outer  side  to  prevent  slip- 
ping and  tied.  A  pedicle  forceps  is 
placed  on  tube  and  ovary.  The 
ligament  is  then  cut  near  the  forceps, 
close  to  the  tumor.  Both  sides  are 
thus  treated  and  the  knife  run  around 
the  tumor  making  a  light  cut.  The 
peritonaeum  is  then  stripped  down  and 
the  uterine  arteries  located  and  tied. 
This  should  be  done  near  the  cervix. 
The  tumor  is  removed  and  all  the 
supravaginal  portion  of  the  cervix  cut 
away.  The  stump  drops  deep  into 
the  pelvic  cavity,  covered  by  the  peri- 
toneal flaps  mentioned  above.  The 
flaps  may  be  joined  by  a  Lembert 
suture.  Ten  cases  are  given — one 
fatal  (due  to  anesthetic) — successfully 
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done  in  this  manner.  In  conclusion 
Dr.  Baer  lays  stress  on  the  advan- 
tages of  this  mode  of  treating  the 
stump. 

There  is  no  haemorrhage  and  no 
sloughing,  for  there  is  no  tissue  con- 
stricted to  slough.  The  chances  of 
contamination  of  the  abdominal  cav- 
ity are  reduced  to  the  minimum,  as 
the  cervical  stump  is  covered  in  by 
the  folds  of  peritoneum,  whose  fresh 
surfaces  are  in  contact  with  the 
stump  of  the  cerv^ix  as  it  rests  at  the 
bottom  of  the  pelvic  cavity.  No  ten- 
sion is  needed  on  the  broad  ligament 
and  hence  no  drawing  up  of  the  in- 
testines with  the  dangers  of  twists  or 
kinks.  The  bladder  is  left  in  its 
normal  position.  Dangers  of  hernia 
are  reduced,  and  of  fistula  there  need 
be  no  apprehension. 

PERIODICAL  INTERMENSTRUAL  PAIN. 

Chauncey  D.  Palmer,  M.D. — This 
is  the  author's  second  paper  on  this 
subject.  The  first  appearing  in  the 
American  Journal  of  Obstetrics.  The 
peculiar  condition  -is  characterized  by 
pain,  more  or  less  severe,  in  the  pel- 
vic region.  There  are  no  febrile  phe- 
nomena, nor  is  the  pain  influenced  by 
motion,  mental  or  moral  disturbances 
seemed  to  increase  it  to  some  de- 
gree. Its  time  of  appearance  is  from  the 
sixteenth  to  the  eighteenth  day  after 
beginning  of  menstruation,  with  an  av- 
erage duration  of  nine  days.  The  lit- 
erature on  the  subject  is  limited.  A 
number  of  writers  have  mentioned  it 
and  ascribed  its  ca-use  to  many  differ- 
ent pathological  uterine  conditions. 
As  yet  there  seems  to  be  no  unifor- 
mity in  the  conclusion  at  which  the 
different  writers  arrive.  It  partakes 
much  of  the  character  of  oophoralgia. 
The  conclusions  of  the  author  are  that 


it  is  purely  ovarian,  though  it  may 
be  associated  with  uterine  disease, 
and  that  it  primary  underlying  cause 
is  the  obstacles  in  the  way  of  a  dis- 
charge of  a  Graafian  follicle.  The 
question  of  cure  is  the  question  of 
overcoming  the  existing  ovarian  con- 
dition. This  may  be  done  by  attention 
to  general  health,  local  applications, 
etc.  (anodynes  have  given  long  periods 
of  relief)  or  the  removal  of  the  ovary. 
In  discussing  the  paper  the  patholog- 
ical condition  found  at  operations  for 
relief  from  this  pain  were  mentioned, 
such  as  calcified  condition  of  the 
ovary,  or  thickening  of  the  cortex; 
operation,  after  ordinary  means  had 
failed,  was  advised. 

THE  ELECTIVE  CESAREAN  SECTION 
THE  MOST  FAVORABLE  TIME  FOR 
OPERATION. 

H.  C.  CoE,  M.D.— It  is  with  a  tinge 
of  local  pride,  says  the  author,  that 
the  New  York  and  Brooklyn  men  can 
look  to  having  furnished  eighteen 
sections  with  a  mortality  of  33^3  per 
cent.  In  the  past  decade  sixty-seven 
operations  have  been  done  in  the 
United  States  with  a  mortality  of  40 
per  cent.  The  one  fatal  case  of  Dr. 
Grandin  should  not  be  included  as 
having  died  of  the  operation,  as  it 
was  due  to  puerperal  mania.  The 
question  of  elective  operation  ought 
to  receive  an  impetus  from  the  his- 
tory of  the  last  ten  cases,  which  were 
elective  and  all  successful.  The  idea 
with  the  obstetrician  of  waiting  until 
labor  begins  before  attempting  opera- 
tion from  the  fear  of  haemorrhage  and 
closed  condition  of  the  cervical  canal, 
seems  to  have  no  existence  in  fact. 
Haemorrhage  can  readily  be  con- 
trolled. The  tonicity  of  the  uterine 
walls  is  just  as  perfect  before  as  at 
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the  time  of  labor,  and  even  were  this 
not  so  it  would  be  but  a  natural  and 
simple  thing  to  pack  the  uterine 
cavity  with  aseptic  gauze.  In  regard 
to  the  cervical  canal  and  apprehen- 
sion lest  the  lochia  should  not  escape 
freely,  a  gauze  strip,  carried  through 
into  the  vagina,  would  supply  ample 
drainage.  Of  the  details  of  the  op- 
eration there  seems  to  be  a  unani- 
mous opinion  with  the  exception  of 
the  opening  of  the  uterus.  The 
Philadelphia  operators  prefer  opening 
in  situ,  which  would  seem  to  carry 
with  it  chances  of  infection.  The 
advantages  of  the  elective  operation 
are :  the  choice  of  all  consul  needed, 
the  arrangement  and  choice  of  room, 
instruments  and  assistants,  the  thor- 
ough aseptic  preparation  of  the  pa- 
tient and  not  having  to  work  against 
time,  the  attention  to  every  detail, 
which  counts  so  much  in  the  influ- 
ence on  the  ultimate  results. 

THE    REMARKABLE    RESULTS    OF    ANTI- 
SEPTIC SYMPHYSIOTOMY. 

Robert  P.  Harris,  M.D.— The  au- 
thor gave  the  history  of  the  operation 
from  its  earliest  known  time,  1778 
up  to  1858,  when  it  seemed  to  have 
been  given  up  as  recognized  means 
of  increasing  the  diameter  of  the 
pelvis.  From  1858  to  1865  there  is 
but  one  case  recorded.  Later,  atten- 
tion was  again  directed  to  it  by  Bel- 
luzi,  of  Bologna,  and  since  that  time 
it  has  been  performed  a  large  number 
of  times  with  varying  degrees  of  suc- 
cess. Morisani  undoubtedly  deserves 
the  credit  for  the  position  which  the 
operation  now  occupies  as  he,  through 
many  failures,  continued  to  investi- 
gate until  its  technique  reached  a 
high  degree  of  perfection.  Under 
aseptic  precautions  and  the  improved 


technique  the  mortality  has  been  re- 
duced to  the  lowest  degree.     A  com- 
parison  of  the   early   with   the   late 
operation  will  prove  interesting  read- 
ing to  the  students.      In  the  table, 
prepared  by  the  author,  there  have 
been    forty    operations    since    1886, 
with   but  one   death  of   woman  and 
three  children — dead  at  time  of   de- 
livery.   Two  more  children  died  later, 
from  three  to  fifty  eight  hours.    There 
were   four  cases  of   fistulse   (urethro- 
and  vesico-vaginal),  but  in  no  single 
case  any  impairment  of  locomotion. 
A  pelvic  diameter  of  2%    inches    is 
the  safer  minimum  limit  for  the  oper- 
ation,   more    so   than    Morisani's   of 
2^8.      The   safe    average   separation 
of  the  seat  of  operation  is  2)4,  inches. 
The   "improved    Caesarean   section" 
is,  undoubtedly,  the  one  holding  first 
place.     After  that  *'Porro"  and  then 
symphysiotomy.     The  method  of  per- 
forming the  operation,  after  the  part 
has  been  shaved  and  everything  made 
aseptic;  a  catheter  is  introduced,  by 
which'  the  urethra  is  depressed  and 
carried  to  the  right.     Then  a  vertical 
incision  is  made  about  2>^  to  3  inches 
through  the  skin  and  fat,  going  to  the 
left   in  order   to   avoid   the    clitoris, 
detaching   the   muscles   for   a    short 
space;  introduce  the  finger  and  sep- 
arate the  tissues  behind  the  bone  and 
locate  the  finger  (left  hand)  on  the 
inferior   margin   of   the   articulation. 
Then  introducing  the  knife  (Galbaiti's) 
cut  from  within  outward  and  upward. 
Care   must   be  observed   during   the 
passage  of  the  child  to  keep  the  parts 
covered  and  free  from  contamination. 
Aseptic  dressing  and  confinement  to 
bed  until  union  takes  place  completes 
the  operation. 

In  the  discussion  which  followed 
the  papers  of  Dr.  Coe  and  Dr.  Harris,, 
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^t  was  stated  that  the  separation  given 
by  Dr.  Harris  was  too  great,  and  two 
cases  were  mentioned  where  it  was 
thought  symphysiotomy  might  have 
saved  the  lives  of  two  infants  who 
died  during  delivery.  One  speaker 
justified,  under  certain  conditions, 
craniotomy  in  preference  to  other 
operations.  Elective  Caesarean  sec- 
tion should  be  done  without  inducing 
labor  previously.  In  case  the  patient 
is  seen  early  enough  an  induction  of 
premature  labor  is  indicated  rather 
than  waiting  until  a  late  period  and  do 
the  section. 

COELIOTOMY    AFTER    LABOR, 

William  A.  Parish,  M.D.,  in  pre- 
senting this  paper,  called  attention  to 
the  futility  of  medical  treatment  of 
pus  accumulations  in  the  abdominal 
cavity,  and  of  the  duty  of  the  surgeon 
to  evacuate  the  same  as  soon  as  rec- 
ognized. Spontaneous  rupture  has 
been  known  to  occur,  but  to  wait  for 
it  is  to  court  trouble,  even  danger. 
Be  the  rupture  through  the  skin  or 
into  the  bowels,  there  can  be  no  such 
thing  as  cure  until  the  cause  is  re- 
moved. The  fault  in  many  fatal 
cases  lies  not  with  the  operator,  but 
rather  with  the  attending  physician, 
who  either  fails  to  early  recognize  the 
existence  of  the  disease,  or  vainly 
waits  for  expected  improvement  which 
never  comes.  Septic  peritonitis  does, 
however,  and  the  patient  quickly  suc- 
cumbs to  the  fierce  virulence  of  the 
poison.  It  is  undoubtedly  true  that 
abscesses  in  the  pelvic  cellular  tissue 
were  formerly  considered  more  com- 
mon than  they  really  are ;  yet,  at  the 
same  time,  they  do  exist,  and  hence 
must  be  considered  before  the  abdo- 
men is  opened.  It  is  well  to  consider 
pus  as  being  located  in  other  places 
than  the  tubes  and  ovaries.     The  ex- 


istence of  dermoids,  hydro-,  haemato- 
and  pyo-salpinx  do  not  render  preg- 
nancy impossible,  but  watch  must  be 
kept  on  the  cases  for  an  unexpected 
rupture.  Abscesses  may  occur  in  the 
parenchyma  of  the  uterus,  which  do 
not  always  call  for  complete  extirpa- 
tion of  the  organ.  Diseased  tissue 
can  be  removed  and  sides  of  uterine 
walls  brought  together.  One  case 
of  this  nature  was  given. 

When  pus  has  accumulated  in  the 
abdominal  cavity  it  may  at  times  be 
evacuated  through  the  vagina,  but  it 
is  often  the  case  that  the  recto-vaginal 
pouch  has  become  obliterated  during 
the  progress  of  the  disease.  Abdomi- 
nal section  gives  the  advantage  of 
removal  of  diseased  structure  wher- 
ever found.  It  is  the  presence  of  pus 
which  calls  for  operation.  Plastic 
peritonitis  exists  generally  where 
there  is  pus  accumulations,  but  opera- 
tion is  rarely  indicated  in  plastic 
peritonitis  without  pus.  It  tends  to 
cure  under  medical  treatment.  Dif- 
fused suppurative  peritonitis  rapidly 
terminates  fatally.  Septic  suppurative 
peritonitis,  that  form  of  inflammation, 
coming  on  three  or  four  days  after 
labor,  virulent  in  form  and  rapid  in 
action,  covering  the  intestines  with 
greenish  pus,  offers  no  hope  from 
operation  unless  from  one  done  very 
early.  .  There  is  no  cure  when  the 
case  is  well  developed.  Curetting  of 
the  uterus  followed  by  section,  with 
removal  of  uterine  appendages,  may 
prove  curative,  if  resorted  to  early  in 
the  disease.  It  is  on  ttiis  form  of 
peritonitis  much  light  is  needed.  In 
the  phlebetic  form  of  septicaemia,  with- 
out pus,  there  are  no  indications  for 
section.  Eight  cases  were  operated 
on  after  labor  by  the  author,  with  one 
death.      The  fatal   Cc  se  had   abscess 
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communicating  with  the  colon.  In 
the  discussion,  one  case  of  septic 
puerperal  peritonitis,  which  was  ope- 
rated on  with  recovery,  was  reported. 
In  this  case  the  operator  was  not  sure 
it  belonged  to  the  class  given. 

COMPLICATIONS  DURING  AND  AFTER 
THE  OI'ERATION  IN  A  FEW  .RECENT 
CASES  OF  ABDOMINAL  AND  PELVIC 
SURGERY. 

Wm.  H.  Wathens,  M.D.,  said,  that 
although  every  experienced  gynaecol- 
ogist could,  usually,  diagnosticate 
pathological  condition  in  the  pelvis, 
so  far  as  to  justify  operation,  no  one 
could  tell  just  what  might  be  the 
conditions  to  be  met,  or  what  com- 
plications might  arise.  Under  these 
circumstances,  then  it  ought  to  be 
within  the  power  and  skill  of  one,  ope- 
rating in  abdominal  surgery,  not  only 
to  be  thoroughly  conversant  with  the 
absolute  anatomical  and  pathological 
knowledge  required  to  be  able  to 
recognize  what  he  feels  and  sees,  but 
also  to  be  ready  to  treat  whatever 
condition  the  exigencies  of  the  case 
may  demand.  There  seems  to  be, 
says  the  author,  almost  too  much 
embryonic  abdominal  work.  The 
desire  of  the  amateur  to  shine  as 
an  abdominal  surgeon,  though  lauda- 
ble as  to  ambition,  is  hardly  so,  con- 
sidering the  knowledge  possessed  by 
some.  There  are  undoubtedly  many 
fatal  cases  which  are  not  reported, 
thus  leading,  in  the  wrong  path, 
those  who  perchance  may  read  and 
whose  ambition  draws  them  on  m  the 
endeavor  to  shine  in  the  same  line. 
What  of  the  fistulse,  which  often  fol- 
low }  Of  the  complications  which  ex- 
ist, of  the  sudden  death  from  haemor- 
rhage on  the  table.?  Too  often  the 
desire  to  operate   prompts   men    to 


advise  it  to  their  patients,  when  ordi- 
nary medicinal  treatment-  would  at- 
tain the  same  ends,  through  less  dan- 
gerous means.  In  support  of  the  paper 
there  are  cited  four  cases,  from  the 
author's  case-book,  which  prove  the 
uncertainty  of  "ways  that  are  abdom- 
inal." 

Case  I.,  was  diagnosed  by  a  well 
known  surgeon  as  pelvic  abscess. 
Slight  fever,  increased  heart  action, 
and  tumor  outlined  on  left  side  of  ab- 
domen extending  down  into  the  pel- 
vis. After  awhile  she  recovered  and 
went  home.  It  is  not  known  what  the 
condition  of  the  tumor  is  at  this 
time.  A  year  later  symptoms  reap- 
peared and  the  abdomen  was  opened- 
Evidences  of  chronic  peritonitis,  ad- 
hesions profound,  tumor  imbedded  in 
broad  ligament,  and  attached  to  the 
sigmoid  flexure  of  colon.  The  bowel 
could  be  traced  through  the  cyst  wall,, 
uterus  three  times  its  normal  size. 
Muscular  tissue  exposed,  by  the  sepa- 
ration of  the  peritoneal  covering.  Re- 
covery perfect. 

Case  II, — A  woman,  anaemic  and 
sallow  ;  complained  of  pain  and  pres- 
sure in  pelvis  for  months.  Menstru- 
ation regular  until  within  three 
months.  Exudates  on  either  side  of 
the  uterus  which  was  fixed.  Tumor 
reaching  above  pelvic  brim.  Opera- 
tion showed  a  wide  band  of  omentum 
attached  to  right  broad  ligament.  ^  It 
was  ligated  and  divided.  Enlarged 
uterus  and  exudates  united  in  a  malig- 
nant mass.  The  bowels  were  not  ad- 
herent to  the  tumor  except  where  the 
uterus  had  attached  itself  to  the  under 
side  of  the  sigmoid  flexure.  Went 
home  in  two  weeks  feeling  well  and 
gaining  flesh.  The  inevitable  result 
the  tumor  being  malignant,  will  be 
death. 
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Case  III.  gave  a  history  of  internal 
injury  received  three  years  ago.  Eight 
months  ago  had  an  attack  of  what  was 
diagnosed  appendicitis.  Several  re- 
lapses occurred.  Little  fever,  but  in- 
creased pulse.  The  uterus  was  in 
normal  position  with  no  tumor  evi- 
dent. Section  revealed  a  condition  of 
extensive  adhesions,  the  result  of  the 
old  injury.  Omentum  adherent  to 
right  ovary  and  tube,  and  nearly  all 
the  small  intestines  were  held  together 
by  the  exudate  from  the  old  peritoni- 
tis. Separated  adhesions  and  re- 
moved some  of  injured  omentum. 
Recovery. 

Case  IV — Pain  in  right  iliac  region 
for  past  ten  days,  high  fever  and  rapid 
pulse.  Tumor  detected  on  right  side 
apparently  connected  with  the  ilium. 
Section  gave  pus  and  small  calcareous 
mass  in  region  of  appendix,  which  could 
not  be  found.  Trouble  was  probably 
appendicial  in  origin.     Recovery.    > 

Case  V. — Diagnosed  as  epithelioma 
of  cervix.  General  appearance  indi- 
cated perfect  health.  Vaginal  hys- 
terectomy performed.  All  went  well 
until  fifteenth  day,  when  her  nurse 
gave  her  a  vaginal  douche  of  a  solu- 
tion of  corrosive  sublimate,  i  :  2000, 
which  resulted  in  attacks  of  severe 
pain,  and  the  appearance  of  urine 
through  the  vagina.  The  injection 
penetrated  into  the  peritoneal  cavity. 
In  ten  days  fistula  had  closed  and 
recovery  perfect. 


case  soon  after.  At  the  time  of 
pregnancy,  thirteen  years  before 
the  removal  of  the  calcified  foetus^ 
she  had  been  attacked  with  labor 
pains,  which  subsided  and  left  the  foe- 
tus in  the  abdomen.  Two  cases  of  a 
like  nature  were  reported  in  the  dis- 
cussion. 

retroperitoneal   tuberculosis 
simulating  hernia. 

Dr.  Edward  P.  Davis.— Here  was 
the  history  of  a  young  woman  em- 
ployed as  a  domestic  :  who,  after  lift- 
ing a  heavy  weight,  complained  of 
pain  in  the  right  inguinal  region.  She 
was  confined  to  her  bed  for  eleven 
weeks  with  metrorrhagia  as  a  compli- 
cation. Recovered  and  went  to  work 
when  she  afterwards  was  taken  with 
severe  pain  in  the  right  ovarian  re- 
gion. At  the  time  she  came  under 
the  care  of  Dr.  Davis,  she  had  a  tem- 
perature of  102°,  with  rapid  pulse. 
The  history  was  good,  although  her 
father  died  of  tuberculosis.  A  hard 
"swelling  existed  in  the  right  inguinal 
region.  This  was  cut  down  upon  and 
attempt  made  to  reduce  it,  which 
failed.  The  condition  of  the  patient 
at  this  time  was  such  as  to  cause 
alarm.  The  abdomen  was  opened  in 
the  median  line  with  the  result  of 
the  discharge  of  a  quantity  of  pus. 
There  was  nothing  found  to  give  cause 
for  the  abscess.  No -tubercle  baccili 
were  found. 


a    case  of    LITHOP/EDION. 

William  F.  Lusk,  M.D.  —  This 
paper  was  of  interest  in  showing  a 
degree  of  similarity  in  the  appear- 
ance of  symptoms  between  a  litho- 
paedion  of  thirteen  years'  residence 
in  the  abdomen  of  the  mother,  and  a 
calcified  fibroid,  removed  from  another 


umbilical     HERNIA    IN    THE    FEMALE, 
WITH  REPORT  OF  FIVE  CASES. 

A.  Palmer  Dudley,  M.D. — In  his 
objections  to  the  methods  of  treating 
this  condition  the  author  puts  par- 
ticular stress  on  the  custom  of  re- 
turning the  parts  without  opening 
the  peritoneal  sac.      In  most   all   of 
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his  operations  the  sac  is  opened 
and  adherent  bowels  separated.  In 
the  treatment  of  the  incisions  he 
strongly  advocates  the  use  of  silver 
wire  for  the  purpose  of  bringing  and 
holding  the  parts  in  opposition,  while 
continuous  catgut  sutures  were  used 
for  a  nicer  approximation.  One  case 
in  particular  is  of  interest.  This  was 
a  large  ventral  hernia,  where  the 
vermicular  molion  of  the  intestines 
could  be  seen  through  the  skin,  An 
eleptical  incision  was  made  and  the 
walls  quilted  together  with  two  rows 
of  catgut  and  seven  wire  sutures. 
The  atrophied  condition  of  the  wall 
made  it  almost  impossible  to  get 
tissue  enough  to  hold. 

THE  VALUE  OF  FORCEPS  IN  COM- 
PLICATED HIGH  ARREST  OF  THE 
BREECH,  WITH  REPORT  OF  TWO 
CASES. 

Edward  Reynolds,  M.D.,  pre- 
sented the  two  cases  in  support  of 
the  views  which  he  maintains  in  the 
use  of  forceps  in  high  arrest. 

Case  I. — In  labor  thirty-six  hours, 
and  for  four  hours  there  had  been  no 
progress  toward  delivery.  The  os 
was  dilated  under  ether,  lower  seg- 
ment of  uterus  very  thin  and  closely 
applied  to  the  foetus.  In  considera- 
tion of  the  extreme  attenuation  of 
the  walls,  the  introduction  of  the 
hand  would,  he  thought,  cause  rup- 
ture. The  Vienna  forceps,  with  rods, 
were  applied,  one  blade  over  sacrum 
and  the  other  anterior  thigh.  Trac- 
tion brought  the  child  into  the  pelvis 
when  delivery  by  hand  being  impos- 
sible, they  were  again  applied  and  labor 
terminated.  This  child  died  on  the 
third  day  of  haemorrhage  at  the  base 
of  the  brain.  There  were  no  evi- 
dences of  external  injury  on  any  part 


of  the  body.  The  second  case  pre- 
sented the  same  characteristics,  but 
the  child  lived.  The  author  makes  a 
strong  point  that  rupture  would  have 
resulted  had  the  hand  been  used,  and 
also  that  in  the  application  to  lower 
part  of  the  child  visceral  injury  was 
avoided.  In  the  discussion  it  was 
agreed  that  it  was  dangerous  to  in- 
troduce the  finger  into  the  constrict- 
ing ring  for  the  purpose  of  delivery. 
The  use  of  chloroform  was  advocated 
as  having  a  tendency  to  cause  greater 
relaxation  than  ether.  The  author 
coincided  with  the  views  on  the  su- 
periority of  chloroform,  but  confessed 
that  prejudice  in  his  native  place, 
Boston,  prevented  its  use. 

THE    MANAGEMENT  OF   OCCIPTO-POSTE- 
RIOR    CASES. 

Dr.  Chauncey  D.  Palmer  contri- 
buted an  interesting  paper  on  the 
conduct  of  this  class  of  perplexing 
cases.  Although  offering  nothing 
new,  he  suggested  a  rational  plan  of 
treatment.  He  recognizes  but  four 
positions  of  the  vertex.  The  true 
posterior  being  where  the  occiput  is 
toward  the  sacro-iliac  synchondrosis 
and  impinges  against  the  posterior  in- 
clined plane.  It  is  undoubtedly  true 
that  much  misunderstanding  has 
arisen  from  confusion  in  the  true  use 
of  the  terms  used  to  designate  the 
position  of  the  head.  With  the  occi- 
put on  the  <^«/^r/<?r  plane  it  will,  sooner 
or  later  undergo  anterior  xoX.'d^XXovi  not- 
withstanding that  the  occiput  may 
look  backwards  to  some  degree.  So, 
also,  the  occiput  striking  the  posterior 
planes  may  be  turned  into  anterior 
rotation  by  the  well  directed  attention 
on  the  part  of  the  physician. 

It  is  the  proper  flexion  of  the  head, 
together  with  the  resisting  power  of 
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the  pelvic  floor  and  the  force  behind 
which  are  nature's  methods  to  secure 
anterior  rotation.  The  occiput  strik- 
ing the  posterior  inclined  plane  well 
backwards  give  rise  to  posterior  rota- 
tion. Factors  also  assisting  in  this  are 
imperfectly  developed  ischial  spines, 
relaxed  pelvic  floor,  a  large  head  of 
child.  Posterior  positions  mean,  slow 
work  in  the  beginning,  with  possible 
nonrotation.  Early  diagnosis  by  pal- 
pation and  auscultation  is  important, 
and  vaginal  examination  should  come 
into  use.  The  treatment  depends 
upon  the  stage  in  which  the  case  is 
seen  ;  early  ^enough,  that  is,  in  the  first 
stage,  anterior  rotation  if  possible,  if 
not,  then  version  by  feet.  Later, 
second  stage,  put  the  patient  on  the 
side  corresponding  to  the  plane  occu- 
pied by  the  head.  Should  the -head 
reach  the  perinaeum  without  rotating, 
try  to  increase  flexion.  Should  forceps 
be  called  into  use  here,  they  must  be 
applied  knowingly,  and  carefully  in 
order  not  to  cause  extension  or  inter- 
fere with  rotation.  In  a  living  child  at 
this  stage  forceps  are  to  be  preferred, 
when  the  child  is  dead  craniotomy. 
In  the  discussion  the  call  was  for 
more  early  diagnosis  of  occipito-pos. 
terior  position,  or  the  conditions  which 
cause  them,  and  it  was  advised  to 
rotate  the  child^  as  well  as  head,  or 
failing,  do  version  before  the  head 
engages. 

EXTIRPATION  OF  THE  ENTIRE  UTERUS 
BY  THE  SUPRAPUBIC  METHOD.  RE- 
PORT OF  SEVENTEEN  CASES. 

Dr.  William  M.  Polk. — In  giving 
these  cases,  the  writer  said,  they  had 
not  all  been  done  under  one  plan  of 
treatment,  nor  would  he  ascribe  more 
virtue  to  a  method  which  he  has  finally 
adopted    to     the    disparagement    of 


others.  Of  the  seventeen  cases,  death 
had  followed  in  but  two.  The  tech- 
nique of  the  operation  is  given  as  fol- 
lows :  Long  median  incision.  Search 
for  and  tie  the  ovarian  vessels  and 
place  forceps  on  same  vessels  well  in 
toward  the  uterus,  to  provide  against 
bleeding  from  that  direction.  The 
round  and  broad  ligaments  are  ligated 
and  the  uterus,  freed  from  them,  is 
lifted  out.  An  incision  is  then  run 
around  the  uterus,  well  down,  after 
ligating  the  uterine  arteries.  In  case 
the  tumor  is  large,  a  rubber  ligature 
is  carried  around  the  uterus  or  tumor 
at  the  cervix,  or  as  low  down  as  possi- 
ble before  amputation.  Catgut  sutures 
are  used,  one  extending  through  the 
anterior  vaginal  wall  to  the  peritoneum 
reflected  on  the  bladder.  The  second 
takes  the  posterior  wall  and  the  peri- 
toneum from  the  surface  of  tumor. 
The  third  and  fourth  are  similarly 
placed  on  the  other  side  so  as  to 
bring  the  peritoneum  together  and 
pass  then  through  lateral  vaginal 
walls.  The  sutures  are  tied  and  then 
tied  together,  and  the  knot  placed  in 
the  vagina,  and  drawn  down.  The 
vagina  is  then  washed  out  and  packed 
with  gauze.  In  procidentia  it  is  ad- 
visable to  attach  the  stump  to  the 
abdominal  wall.  • 

VAGINAL     HYSTERECTOMY     IN     CANCER 
OF    THE    UTERUS. 

H.  F.  BoLDT,  M.D.— The  author  in 
beginning  this  paper  dwelt  strongly 
on  the  care  and  attention  to  having 
everything  about  the  patient  thor- 
oughly aseptic,  and  gave  directions 
and  methods  for  the  preparation  of 
the  person  of  the  patient,  the  instru- 
ments, assistants  and  the  operator 
himself.  The  operation,  in  brief,  dif- 
fers but  little  from  the  manner  usually 
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pursued.  The  opening  into  the  cul- 
de-sac  of  Douglas  he  does  with  the 
finger  and  tries  to  get  in  there  first 
and  begins  the  "tying  off"  from  be- 
low. In  regard  to  the  use  of  ligatures, 
he  uses  catgut,  and  finds  no  trouble 
from  slipping  of  the  knot.  Silk  is 
rarely  ever  indicated,  but  he  occasion- 
ally resorts  to  the  use  of  clamps. 
With  Dr.  Dudley,  he  claims  to  be  the 
only  consistent  advocate  in  New  York 
of  catgut  in  these  operations.  Regard- 
ing the  question  as  to  the  degree  of 
involvement  of  surrounding  tissues 
as  bearing  on  the  advisability  of  opera- 
tion, he  takes  only  those  cases  where 
all  infiltrated  tissue  can  be  removed. 
Where  there  is  any  left  the  patients 
do  not  live  as  long  as  if  no  operation 


had  been  done.  In  the  matter  of 
infiltration  it  is  important  to  remem- 
ber that  the  uterus  may  be  bound 
down  by  a  purely  inflammatory  exu- 
date, in  no  wise  malignant.  In  these 
cases  he  would  remove  the  entire 
organ.  The  want  of  special  knowledge 
of  the  general  practitioner,  in  this  line 
of  cases  is  proven  by  the  fact  that 
only  about  fifteen  per  cent,  of  all 
cases  which  reach  the  surgeon  are 
suitable  for  operation.  The  writer 
recognizes  and  refers  to  the  exist- 
ence of  cancer  of  the  cervix  and  body 
with  a  mass  of  perfectly  healthy  tis- 
sue between,  and  from  Jihe  knowl- 
edge of  this  fact  he  looks  with  but 
little  favor  on  the  operation  of  partial 
ablation. 
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**  Coeliotomy,"  Versus  "Laparotomy,"  as  a  Surgical  Term. 


To  the  Editors  of  the  Annals  of  Gynecology  and  Pediatry 


When  you  perform  an  abdominal 
section,  and  report  the  case ;  under 
what  scientific  term  do  you  describe 
the  operation }  You  probably  call  it 
a  "  Laparotomy,"  because  hundreds 
of  operators  are  in  the  habit  of  using 
the  same  word,  or  its  synonym,  in  a 
dozen  countries  and  languages. 

Where  did  this  term  originate } 
You  say  it  has  a  Greek  derivation 
(the  language  of  Greece  having  been 
the  tongue  of  the  first  anatomists), 
and  comes  from  two  words,  lapara ; 
and  tome^  to  cut.  Now,  what  did  the 
Greeks  call  the  lapara  ?  It  was  cer- 
tainly never  the  abdomen. 

Did  you  ever  look  carefully  into  an 


ancient  Greek  anatomy  to  find  out 
what  the  abdomen  was  really  called 
in  their  language .?  The  word  belly 
appears  ten  times  in  the  English  ver- 
sion of  the  New  Testament ;  did  you 
ever  note  that  the  original  Greek  has 
the  word  koilia^  and  never  lapara,  in 
these  ten  places  ? 

Rufus,  of  Ephesus,  a  distinguished 
physician  and  writer,  born  A.  D.  112, 
wrote  a  paper  entitled  "  Names  of  the 
Parts  of  the  Human  Body,"  in  which 
he  has  this  significant  sentence : 
"  The  omphalos  (navel)  is  the  hollow 
which  occupies  the  middle  of  the 
koilia,  where  we  cut  the  veins  that 
nourish  the  foetus ;  the  middle  part 
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of   the   hollow  is   the  akromphalon'' 
(top  of  the  navel). 

"  Lapara  "  is  a  very  old  Greek  term, 
and  was  applied  in  the  time  of  Hip- 
pocrates to  the  parts  between  the 
short  ribs  and  the  iliac  bone  (the 
flank),  and  scores  of  old  lexicographers 
have  thus  defined  it.  The  operation 
for  lumbar  hernia,  or  laparocele,  was 
a  true  laparotomy ;  and  so,  also,  is 
that  of  lumbar,  or  laparo-colotomy. 
The  term  lapara  originally  meant  a 
hollow,  and  was  for  this  reason  ap- 
plied by  the  early  anatomists  to  the 
hollozb  of  the  waist.  It  was  never 
used  to  designate  a  convexity. 

The  misapplication  of  the  term 
"laparotomy"  commenced  in  the 
year  181 1  in  the  medical  thesis  of  a 
Wittenberg  student  of  the  name  of 
Fiedler,  who  wrote  in  Latin  under  the 
title  "  De  Laparotomia."  He  had 
witnessed  a  true  laparotomy  per- 
formed, on  October  17,  18 10,  upon  a 
man  of  fifty  with  a  diseased  colon,  as 
he  lay  on  his  right  side.  Fiedler 
wrote  again  in  1817,  and  took  it  upon 
himself  to  coin  such  distortions  as 
"laparo-gastrotomia,"  "laparo-raphia  " 
and  "  laparo-hysterotomia  " — his  de- 
sire seeming  to  be  to  supplant  the 
term  ^'gaster,'  which  really  meant 
the  belly,  by  the  word  "lapara," 
which  a  careful  investigation  would 
have  taught  him  was  not  its  Greek 
synonym.  The  mystery  is  how  an 
error  of  this  kind  ever  made  the  pro- 
gress that  it  has  in  leading  the  medical 
world  astray. 

"  Koilia  "  being  the  Greek  word  for 
abdomen,  the  natural  synonym  of 
gastrotomy  in  its  old  meaning  is 
"  coeliotomy,"  pronounced  soft  (sele- 
otomy).  This  is  not  a  new  coinage 
except  as  to  its  terminal,  for  we  have 
long  had  coelio-paracentesis  for  tapping 


the  abdomen.  The  term  coeliotomy 
has  been  adopted  by  Prof.  Sanger,  of 
Leipzig;  by  Dr.  J.  Greig  Smith,  in 
his  Abdominal  Surgery ;  by  Profs. 
Keene  and  White,  in  their  Text-Book 
of  Surgery^  and  by  a  number  of  well- 
known  medical  writers.  This  adop- 
tion gives  us  the  compound  terms 
coelio-hysterotomy  (Caesarean  section), 
coelio-hysterectomy  (QxsQCtion  of  uterus 
through  the  abdomen),  puerperal  co- 
elio-hysterectomy  (Porro- Caesarean  op- 
eration), coelio-nephrectomy  (abdominal 
exsection  of  the  kidney),  etc. 

What  characterizes  the  present  po- 
sition of  our  condemned  term  is  its 
wonderful  tenacity  of  hold  in  the 
nomenclature  of  gynaecological  writ- 
ers who  have  admitted  the  error  of 
its  application  in  abdominal  surgery. 
Two  years  ago  I  published  a  classical 
pamphlet  on  the  subject,  and  sent  it 
to  prominent  writers  in  thirty  differ- 
ent countries.  I  also  sent  a  copy  to 
every  Fellow  of  one  of  our  leading  na- 
tional societies  just  before  it  met  in 
annual  session  in  1890,  and  their  let- 
ters aittested  its  effect  upon  their 
sense  of  reason.  It  convinced  them 
that  lapara  was  not  the  abdomen,  and 
that  koilia  was ;  but  it  did  not  break 
up  the  habit  of  use,  as  shown  by  the 
fact  that  four  papers  entitled  "  lapar- 
otomy" appeared  in  their  Transac- 
tions for  1891,  and  the  term  was,  time 
and  again,  made  use  of  throughout 
the  volume,  but  no  one  said  "coeli- 
otomy" as  much  as  once.  The  old 
rut  is  so  easy  to  run  in,  and  the 
laparotomy  wheel  will  get  in.  It 
took  eighty  years  to  propagate  the 
error,  and  it  will  take  time  to  correct 
it. 

Very  truly  yours, 
Robert  P.  Harris. 
Philadelphia,  Pa. 
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Note. — [Dr.  Harris  is  undoubtedly 
right  in  regard  to  the  unsuitable  na- 
ture of  the  word  laparotomy.  It  may 
be  doubted,  however,  whether  instead 
of  trying  to  introduce  a  new  Greek 
word,  it  is  not  simpler  and  better 
to     employ    the     term     "abdominal 


To  the  Editor  of  Annals  of  Gyne- 
cology AND  Pediatry  : 
Dear  Sir: — In  an  article  printed  in 
the  October  number  of  your  journal, 
entitled  "Analysis  of  Some  Statistics 
on  Supravaginal  Hysterectomy,"  Dr. 
Marie  B.  Werner  puts  me  down  as  hav- 
ing, up  to  May,  1891,  performed  four 
successful  abdominal  hysterectomies 
with  ventral  fixation  of  the  stump,  and 
seventeen  with  vaginal  fixation,  accom- 
panied by  four  deaths.  In  justice  to 
the  method  which  I  habitually  employ, 
as  well  as  to  myself,  I  wish  to  correct 
the  author's  misunderstanding  of  my 
communication  to  her.  Two  of  these 
deaths  were  in  cases  of  ventral  fixa- 
tion, in  which,  however,  it  could  not 
be  perfectly  carried  out.  In  another 
case,  one  of  the  fallopian  tubes  con- 
tained a  quart  of  fluid,  and  could  not 


Philadelphia,  Nov.  12,  1892. 
To   the  Editor  of   the    Annals    of 

Gynecology  and  Pediatry. 

Dear  Sir  :  In  answer  to  the  com- 
munication sent  you  by  Dr.  Henry 
T.  Byford,  1  would  state  that  I  much 
regret  if  I  have  misunderstood  his 
communication  to  me  regarding  his 
supravaginal  hysterectomies,  and 
herewith  respectfully  submit  the  cor- 
respondence on  that  subject,  which 
will  show  that  I  have  endeavored  to 
give  his  figures  as  he  gave  them  to 
me.  I  also  wish  to  call  attention  to 
the  fact  that  these  same  figures  were 


section,"  with  the  compounds  which 
would  be  derived  from  it.  For  in- 
stance, why  not  say  abdominal  exsec- 
tion  of  the  kidney,  which  everyone 
can  understand,  instead  of  a  cumber- 
some Anglicized  Latinized  Greek 
word.] — Ed. 


be  removed  from  its  subperitoneal  bed 
in  the  broad  ligament.  I  sewed  up 
and  dropped  the  pedicle.  The  fourth 
death  was  the  only  one  occurring  in 
the  seventeen  vaginal  fixations.  With 
regard  to  the  selection  of  cases,  I 
have  employed  vaginal  in  every  ab- 
dominal hysterectomy  but  one,  since 
my  second  case.  After  my  first  case, 
which  was  not  well  done,  I  performed 
two  ventral  fixations  before  I  gained 
confidence  to  again  turn  the  stump 
into  the  vagina.  I  have  now  per- 
formed vaginal  fixation  thirty-one 
times  with  three  deaths,  or  a  mortality 
of  9.68  per  cent. 

Very  truly  yours, 

Henry  T.  Byford. 
Chicago,  III., 

November  8,  1892. 


published  in  your  July  number  of 
1 89 1,  and  were  read  before  the  May 
meeting  of  the  same  year  of  the  Ameri- 
can Medical  Association.  Each  time, 
as  in  the  present  publication,  I  have 
mentioned,  under  the  head  of  re- 
marks, "three  incomplete  operations," 
which  I  hoped  would  explain  matters 
satisfactorily. 

Trusting  this  will  lead  to  a  clearer 
understanding, 

I  remain. 
Respectfully  yours, 

Marie  B.  Werner. 
15 14  Arch  Street. 


CORRESPONDENCE. 
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Philadelphia,  April  19,  1891. 
Henry  T.  Byford,  M.D. 

Dear  Doctor  :  Many  thanks  for 
your  kind  response,  and  I  am  sorry 
that  I  must  trouble  you  further.  Will 
you  kindly  tell  me  what  you  mean  by 
the  sentence,  "  Had  three  incomplete 
operations,  all  fatal ;  in  two  the  opera- 
tion was  complete  and  in  one  the  pa- 
tient died  on  the  table?"     Do  these 


cases  belong  to  a  separate  list  ?  Is 
the  one  death  recorded  with  the  eigh- 
teen classed  with  these  ?  Does  it 
mean  three  or  four,  or  seven,  deaths  ? 
Will  you  kindly  give  me  the  years  in 
which  you  operated  ? 

I  should  be  pleased  to  receive  the 
items  of  your  operation  on  April  23d. 
Very  truly  yours, 

Marie  B.  Werner. 


Operator. 

Years. 

No.  of 
Cases. 

Recovery. 

Death. 

Method. 

Remarks. 

H.  T.  Byford. 

32 

• 

r. 

Ventral  fixation ; 
Extraperitoneal. 

^ 

30 

2 

R. 

" 

Tumor  developed  in  broad  ligament. 

39 

3 

R- 

Vaginal  fixation. 

" 

28 

4 

R. 

Ventral  fixation ; 
Extraperitoneal. 

.. 

32 

5 

R. 

" 

Cyst  fibroma. 

31 

6 

R. 

Vaginal  fixation ; 
Extraperitoneal. 

40 

7 

R. 

" 

29 

8 

R. 

" 

35 

q 

R. 

" 

Pyosalpinx,  adhesions. 

41 

10 

R. 

u 

Tumors  developed  in  both  broad  liga- 
ments. 

37 

II 

D. 

"         " 

Developed  in  left  broad  ligament ;  re- 
moval almost  impossible. 

34 

12 

R. 

"             " 

Adhesion  due  to  an  old  hematocele 
evacuated  five  years  before  by  my- 
self. 

?i 

'  13 

R. 

(k                     n 

Enucleated  from  peritoneal  cavity  on 
account  of  adhesions  of  the  colon. 

58 

14 

R. 

Sarcoma  of  uterus  and  ovary-adhe- 
sions. 

^      " 

25 

37 

15 
16 

R. 
R. 

a                a 

Adhesions  extensive,  and  cyst  of  right 
broad  ligament. 

44 

17 

R. 

' 

Omental  adhesions ;  developed  in 
broad  ligament. 

45 

18 

R. 

" 

• 

April  16,  1891- 
Had  three  incomplete  operations  all  fatal ;  in  two  the  operation  was  complete  and  in  one  the  patient  died 
•on  the  table. 

The  above  eighteen  cases  represented  those  in  which  the  operation  was  complete.    Vaginal  fixation  was 

.accomplished  after  supravaginal  amputation  by  laparotomy.  „ 

Henry  T.  Byford. 

I  expect  to  operate  April  23d,  and  will  send  you  the  items  if  you  can  use  them.— H.  T.  B. 


'  Mrs    Berryman. 
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Chicago,  April  22,  1891. 
Marie  B.  Werner,  M.D. 

Dear  Doctor  :  I  meant  to  say  that 
in  addition  to  the  series  of  eighteen 
cases  with  one  death,  I  had  three 
other  operations.  In  two  of  these 
other  three  I  was  unable  to  complete 
the  operation,  but  had  to  close  the 
abdomen,  leaving  parts  behind — i.e.^ 
I  closed  the  abdomen  without  being 
able  to  complete  the  operation.  In 
the  third  of  these  other  three,  per- 
formed April  23d,  1890,  the  patient 
died  before  I  could  complete  the 
operation.  Thus  I  had  three  incom- 
plete operations,  with  three  deaths, 
and  also  eighteen  complete  operations 
with  one  death  (in  all,  four  deaths). 
The  sentence  should  have  read  :  "  Had 
three  incomplete  operations  all  fatal, 
in  two  of  which  the  operation  was  an 
incomplete  one,  and  in  the  other  the 
patient  died  on  the  table  thus  pre- 
venting its  completion." 

The  first  case  was  in  August,  1887, 
and  the  last  one  March  2,  1891. 

Items  of  operation  April  2^^  18 go. — 


Irregular  lobulated  tumor,  pressing 
against  diaphragm  and  liver  and  also 
filling  up  pelvis  below;  the  two  main 
lobes  were  each  the  size  of  a  nine 
months'  pregnant  uterus,  and  there 
were  numerous  small  lobes.  Broad 
ligaments  could  only  be  recognized 
by  numerous  veins  running  up  the 
tumor's  sides,  each  almost  as  large  as 
the  wrist.  After  tying  these  vessels 
I  had  to  enucleate  it  from  the  pelvis. 
The  bladder  extended  half  way  to 
the  umbilicus.  Great  loss  of  blood. 
Omentum  adherent  to  tumor.  Pa- 
tient was  alive  when  I  cut  the  tumor 
off,  and  I  hastened  to  prepare  the 
stump,  but  she  died  while  I  was  fixing 
it  in  the  abdominal  walls.  The  tumor 
was  a  sarcoma,  with  vascular  excres- 
cences breaking  through  the  capsule 
in  many  points. 

Operation  was  one  for  which  the 
patient  had  waited  until  she  would 
soon  have  died  without  it. 
Sincerely  yours, 

Henry  T.  Byford. 


ABSTRACTS  FROM    CURRENT  LITERATURE. 


BY  S.  P.  COTTRELL,  M.D. 


Post-partum  Haemorrhage, 


Dr.  S.  M.  Carrigan  reports  a  very 
peculiar  case  (^Joiir.  A7'k.  Med.  Soc.) 
of  haemorrhage  ten  days  after  delivery. 
The  labor  had  been  easy,  requiring, 
however,  the  use  of  forceps  in  the  last 
stage;  the  placenta  firmly  adherent 
to  the  fundus  of  the  uterus  but  de- 
livered whole.  The  patient  had  been 
given  a  bi-daily  douche  of  carbolized 


water  and  did  well  until  the  tenth  day 
when  she  had  a  haemorrhage,  followed 
on  the  eleventh  by  another  profuse 
one,  which  could  only  be  controlled 
by  tampons  of  gauze.  The  bleeding 
was  stopped,  and  the  next  morning 
the  gauze  was  removed,  leaving  the 
uterus  firmly  contracted. 


ABSTRACTS  FROM  CURRENT  LITERATURE. 
Ovulation  W^ithout  Menstruation;  Pregnancy. 
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An  instance  of  this  departure  from 
the  popularly  accepted  idea  of  ovula- 
tion being  always  accompanied  by 
menstruation  is  given  by  Loviat  {Arch. 
de  TocoL  et  de  Gynec.'),  where,  in  a 
patient   suffering  from    rheumatism, 


the  abdomen  became  swollen  and 
pregnancy  was  diagnosed.  The  cor- 
rectness of  the  diagnosis  was  doubted 
by  the  patient,  who  later  gave  birth 
to  a  small  child. 


Puerperal  Fever. 


John  O.  Palak  {Med.  News,  Phila- 
delphia) says  there  are  six  forms  of 
this  condition.  Sapremia,  coming  on 
early  and  due  to  the  presence  of  re- 
tained membranes,  blood-clots,  etc.,  in 
which  ptomaines  develop,  setting  up 
a  local  inflammation,  and  septicaemia, 
which  is  general,  and  comes  on  usually 
after  the  fourth  day.  The  writer  also 
claims  that  septicaemia  does  occur 
even  where  the  most  rigid  aseptic  pre- 
cautions are  taken  as  regards  the 
hands,  instruments  and  external  geni- 
tals. This  is  due  to  the  change  in 
habitation  of  the  bacteria,  found  in 
the  acid  fluids  of  the  vagina,  to  the 
alkaline  fluids  of  the  cervix,  which 
acts  as  a  culture  medium  for  them.  The 
only  safeguard  being  the  use  in  the 


vagina,  after  the  hands  and  instru- 
ments have  received  care,  of  a  solu- 
tion of  bichloride  (i  to  3,000),  preced- 
ing every  instrumental  interference 
or  manual  examination,  and  followed 
by  a  hot-water  douche.  Pencils  of 
iodoform  may  be  left  in  the  cervix. 
Where  sepsis  is  feared  large  rectal  in- 
jections of  hot  soap-suds,  combined 
with  Rochelle  salts,  is  an  excellent 
plan.  The  treatment  of  septicaemia 
must  be  principally  general,  local  at- 
tention being  of  little  avail.  The  free 
use  of  alcohol  internally  gives  the  best 
promise.  Catharsis  with  salines  is  of 
aid  in  reducing  the  temperature  and 
decreasing  the  congestion  of  the  pel- 
vic organs  and  surroundings. 


Pelvic  Inflammation. 


Dr.  J.  M.  Baldy  {PJiila.  Polyclinic) 
in  an  article  on  this  subject,  mentions 
a  common  condition  often  presented 
to  the  physician  for  relief.  These 
cases  are  characterized  by  the  presence 
of  some  leucorrhoeal  discharge,  uterus 
fairly  movable  and  thickened  masses 
on  one  or  both  sides  in  the  region  of 
the  ovaries  and  tubes.  The  pain,  al- 
ways present,  is  never  very  severe, 
but  enough  so  to  call  constant  atten- 
tion to  the  region.  In  these  cases 
attention    is   given    to    the    general 


health,  and  vaginal  douches  of  four 
quarts  hot  water  (110°)  twice  daily, 
with  the  local  application  to  the  cer- 
vix and  vaginal  vault  of  a  50  per  cent, 
solution  of  ichthyol  in  glycerin  every 
two  or  three  days.  Tampons  of  wool 
are  adjusted  after  each  application 
The  alternate  use  of  iodine  and  ich- 
thyol solution  is  also  advised.  The 
treatment  must  be  continued  faith- 
fully for  a  long  time  in  order  to  get 
the  best  results. 
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Arterial  Saline  Injections. 


Dr.  Robert  H.  M.  Dawbarn  {Med. 
Recordy  N.Y.^  reports  three  new  cases 
treated  by  saline  injections  under  the 
new  technique.  These  cases  are  of 
particular  interest  as  proving  the  use- 
fulness of  this  method  of  supplying 
the  system  with  a  volume  of  fluid  to 
replace  that  lost  through  haemor- 
rhage. The  technique  has  been 
described  before,  but  being  simple 
and  of  importance  it  will  be  again 
described.  The  fluid  used  is  hot 
water,  120°,  to  which  is  added  salt 
(six  parts  to  a  thousand  of  water). 
The  use  of  the  salt  is  imperative,  as 
pure  water  will  at  once  dissolve  out 
the  haemaglobin  from  the  blood.  A 
double  dish,  the  first  to  contain  the 
solution  for  injection  and  the  second, 
in  which  it  rests,  to  contain  water  hot 
enough  to  keep  the  solution  up  to  the 
proper  temperature.  A  Davidson 
syringe,  to  which  is  attached  the 
needle  of  a  hypodermic  syringe. 
The  needle  is  introduced  at  right- 
angle  into  the  lumen  of  the  femoral 
artery,  its  presence  there   doing  no 


harm  and  the  flowing  of  bright  red 
blood  through  the  needle  proves  it  to 
be  in  the  right  place.  The  needle  is 
now  connected  with  the  syringe,  and 
the  solution  slowly  introduced.  It 
requires  about  half  an  hour  to  inject 
a  pint,  which  is  enough  at  one  time 
for  the  artery.  It  is  well,  however, 
to  push  in  a  pint  or  two  more,  dis- 
tributed around  over  the  legs  and  ab- 
domen. The  fault  generally  lies  with 
the  small  amount  injected.  Two 
quarts  is  about  the  right  amount,  and 
if  more  is  thrown  in  it  can  do  no 
harm.  This  can  be  repeated  if  in- 
dications present.  In  the  prevention 
of  shock  the  use  of  strychnine  for 
some  days  before  the  operation,  and 
the  injection  of  some  of  the  saline 
solution  after  the  operation,  while  the 
patient  is  yet  under  aether,  is  advo- 
cated. In  a  child  of  five  months, 
suffering  from  gastro-intestinal  ca- 
tarrh, regarded  as  a  hopeless  case, 
the  injection  was  used  in  small  quan- 
tities, and  inunctions  of  cod-liver  oil 
with  excellent  results. 


Symphyseotomy. 


In  the  Brooklyn  Medical  Journal  is 
given  a  case  of  this  operation  by  Dr. 
Charles   Jewett,  with   successful   re- 


sults.    This   is  claimed   as   the  first 
case  reported  in  this  country. 


Gonorrhceal  Septicaemia,  Fatal. 


RuGG  {Lancet)  gives  a  case  of  this 
disease  occurring  in  a  man  of  60  years 
which  terminated  fatally  on  the  tenth 
day,  with  a -temperature  of  107°  an 
hour  before  death.  The  man  on  the 
fifth  day  complained  of  pain  in  the 
back,  followed  by  pain  in  arm,  shoul- 
der and  knee.     The  wrist  became  in- 


flamed and  swollen,  effusion  into  knee 
without  inflammation  ;  the  soles  of  the 
feet  became  tender  to  touch  and  eyes 
injected.  Under  iodide  of  potassium 
and  opium  improvement  seemed  to 
follow  but  he  gradually  became  coma- 
tose and  died. 
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The  Vice-] 'resident,  Dr.  W.  S.  Stewart,  in  the  Chair. 


VENTRAL  hernia  FOLLOWING  ABDOMI- 
NAL   SECTION,  BY  DR.  JOSEPH  PRICE. 

(See  page  141). 

DISCUSSION. 

Dr.  Charles  P.  Noble  : 

I  think  that  we  are  all  interested  in  the 
subject  of  ventral  hernia,  because  unfortu- 
nately we  all  see  them  and  we  all  have  them 
in  our  own  work.  I  think  that  no  operator 
escapes  some.  With  reference  to  what  Dr. 
Price  has  said  in  regard  to  preparation  for 
operation,  every  one  agrees.  Keeping  the 
patient  quiet  on  her  back  after  operation  is 
also  of  importance.  I  keep  the  patient  ab- 
solutely on  her  back  for  two  weeks,  and  I 
think  that  the  practice  of  allowing  the  pa- 
tient to  roll  about  is  a  bad  one.  In  the  first 
place,  because  the  patient  is  more  uncom- 
fortable ;  and  in  the  second  place,  because 
the  movement  favors  hernia  by  pulling  on  the 
wound.  I  agree  with  Dr.  Price  in  regard  to 
not  feeding  early. 

With  reference  to  sutures  I  shall  outline 
my  own  practice.  In  the  first  place,  as  to 
the  method  of  suturing.  I  have  always 
sutured  the  abdominal  wall  very  much  in 
the  manner  that  Dr.  Price  has  described,  and 
continued  to  do  so  until  the  present  summer. 
Since  then  I  have  abandoned  the  single 
through  and  through  suture  and  expect  bet- 
ter results  in  the  future.  Last  spring  I  was 
in  New  York  and  saw  Dr.  Edelbohls  operate. 
Instead  of  passing  the  sutures  entirely 
through,  he  pushes  the  skin  with  the  under- 
lying connective  tissue  to  one  side  and  in- 
serts the  needle  in  the  aponeurosis  and  passes 
it  through  the  recti  muscle  and  peritonaeum, 
then  on  the  opposite  side  in  a  corresponding 
manner.  When  tied  it  is  a  buried  suture. 
Reuses  silk-worm  gut  and  allows  it  to  stay 
permanently.  In  an  incision  two  inches  in 
length  there  would  be  five  or  six  buried 
silk- worm  gut  sutures.  Six  strands  of  silk- 
worm gut  add  very  much  to  the  strength  of 


the  weakened  part  of  the  abdominal  wall, 
and  I  am  sure  that  it  will  act  as  a  preventa- 
tive of  hernia.  When  I  first  saw  this  done 
it  occurred  to  me  that  perhaps  sutures  tied 
in  this  way  would  act  as  irritants  and 
cause  trouble.  I  inquired  of  Dr.  Edelbohls 
whether  or  not  this  had  been  the  case.  He 
stated  that  he  had  operated  on  fifty  cases  in 
this  way  and  in  only  two  had  he  found  it 
necessary  to  remove  a  suture  subsequently. 
Since  then  I  have  been  using  this  method  of 
suturing  and  have  had  no  trouble.  I  have 
had  no  sutures  to  take  out,  and  the  patient 
has  not  known  that  they  were  in  the  abdomi- 
nal wall.  I  am  quite  satisfied  that  leaving 
these  six  or  eight  silk-worm  strands  will  tend 
to  prevent  hernia. 

Another  advantage  of  this  method  is  that 
you  see  that  the  edges  of  the  aponeurosis 
come  together.  The  great  objection  to  the 
through  and  through  method,  the  method 
which  Dr.  Price  has  used,  is  that  when  the 
sutures  are  tied  you  do  not  know  whether  or 
not  the  aponeurosis  meets  end  to  end.  One 
side  may  be  above  the  other  a  quarter  of  an 
inch  or  one  side  may  be  tucked  in.  By  the 
method  of  suturing  which  I  have  mentioned 
you  can  see  that  the  edges  are  brought  to- 
gether.    This,  I  think,  makes  stronger  union. 

With  reference  to  catgut  I  have  not  been 
favorable  to  it  and  use  it  but  little.  It  is  due 
to  catgut,  however,  to  say  that  those  who  use 
it  claim  good  results.  For  instance.  Dr. 
Dudley,  of  New  York,  makes  the  statement 
that  he  has  had  no  hernia  in  some  eighty 
cases  where  catgut  was  used.  It  is  only 
proper  that  this  fact  should  be  mentionefi. 

With  reference  to  the  length  of  time  that 
patients  remain  in  bed,  every  one  will  agree 
that  the  longer  they  are  in  bed  the  better. 
I  have  followed  the  rule  of  allowing  them  to 
get  up  in  three  weeks.  With  the  buried 
suture  I  think  that  is  long  enough.  If  I  find 
hernia  occurring  I  shall  leave  them  in  bed 
longer. 

In  regard  to  operations  upon  hernia.     The 
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operation  described  by  Dr.  Price  is  undoubt- 
edly a  good  one,  otherwise  it  would  not  have 
given  the  good  results  that  it  has  done.  I 
think,  however,  that  it  would  be  better  to  re- 
duce the  abdominal  wall  into  the  condition 
that  it  was  at  the  time  of  the  first  operation. 
In  making  the  incision  we  have  practically 
three  layers  -the  skin  and  subcutaneous  tis- 
sue, the  aponeurosis  with  the  muscle,  and  the 
peritonaeum  with  the  connective  tissue  above 
it.  I  think  that  the  proper  way  to  operate 
on  a  ventral  hernia  is  to  try  to  restore  the 
abdominal  wall  to  that  condition.  I  think 
that  the  peritonaeum  should  be  divided  and 
dissected  loose  from  the  muscles,  the  entire 
face  of  the  muscles  should  be  made  raw,  the 
edge  of  the  aponeurosis  dissected  out  for  the 
length  of  the  incision,  and  the  skin  freed 
from  the  aponeurosis.  In  that  way  we  know 
what  we  have  got,  as  we  have  the  layers  un- 
der our  eye.  The  sac  must  be  dissected  out 
as  Dr.  Price  described,  and  the  intraperito- 
neal treatment  must  be  done  as  he  suggested, 
Having  done  that  I  think  that  it  is  better  to 
sew  up  the  peritonaeum  with  a  running  cat- 
gut suture  and  put  buried  sutures  of  silk- 
worm gut  through  the  aponeurosis  of  the 
recti.  The  skin  may  be  sewed  with  silk  or 
silk-worm  gut.  I  have  done  several  herni- 
otomies in  that  way,  and  while  the  time  is 
not  sufficient  to  enable  us  to  know,  I  believe 
the  method  will  give  good  results. 

Dr.  G.  Betton  Massey  : 

It  does  seem  to  me  that  this  discussion 
emphasizes  what  I  have  so  frequently  said — 
that  physicians  should  carefully  consider  the 
question  of  abdominal  section  instead  of 
rushing  into  it  blindly  as  some  of  my  friends 
have  done.  If  Dr.  Price  has  had  one  hun- 
dred cases  of  hernia  come  back  to  him  after 
abdominal  section,  how  many  did  not  come 
back  of  those  on  whom  he  operated  origin- 
ally ?  Then  it  occurs  to  me  also  that  he 
probably  has  not  heard  from  some  of  these 
patients  on  whom  he  operated  for  ventral 
hernia.  I  know  how  unfavorably  patients 
regard  these  ventral  hernias,  and  their  occur- 
rence is  one  reason  why  they  hesitate  to  con- 
sult operators,  in  cases  that  probably  should 
be  operated  upon.  It  is  also  probable  that 
some  of  these  one  hundred  cases  operated  on 
for  ventral  hernia,  with  one  per  cent,  of  re- 
turn, may  yet  return,  or  go  to  some  one  else, 
or  be  so  thoroughly  disgusted  with  surgery, 


as  to  permit  him  to  suppose  they  are  cured.. 
Again,  I  may  ask  why  he  does  not  apply  the 
same  methods  to  the  original  operation  that 
are  so  successful  in  preventing  a  recurrence 
of  the  hernia  ? 

Dr.  John  S.  Miller  : 

I  have  performed  this  operation  twice.. 
The  first  was  done  about  eight  months  ago. 
I  looked  into  various  works  on  general  and 
abdominal  surgery  as  to  the  best  method  of 
closing  a  ventral  hernia,  but  could  get  nO' 
satisfaction  as  to  treatment;  and  finally, 
simply  used  my  judgment  and  did  the  0}.era- 
tion  in  the  following  manner :  I  made  an  in- 
cision down  through  the  sac  and  found  the 
peritonaeum  immediately  adherent  to  the 
skin.  After  opening  the  abdomen  I  felt  for 
the  margins  of  the  recti  muscles.  After  dis- 
secting out  the  peritonaeum,  I  incised  the 
edges  of  the  muscles  and  dissected  the  an- 
terior sheath  of  the  muscle,  turning  it  back 
as  a  leaf.  All  the  through  and  through 
sutures  of  silk-worm  gut  were  then  inserted, 
and  while  an  assistant  held  the  parts 
together  I  stitched  the  peritonaeum  with 
a  continuous  catgut  suture.  Then  with  in- 
terrupted catgut  sutures  I  brought  together 
the  two  muscles,  taking  in  the  posterior 
sheath.  The  skin  and  superficial  fascia  were 
then  closed  and  thus  the  parts  were  restored 
to  their  proper  anatomical  relation.  The  re- 
sult has  been  perfect. 

A  short  time  ago  I  had  another  case  which 
had  been  operated  on  three  times  at  the  Uni- 
versity of  Heidelberg  and  once  at  Bonn,  fol- 
lowed by  failure  and  increased  complications. 
I  found  that  it  would  not  be  safe  to  make  the 
incision  directly  through  the  sac,  as  the  in- 
testines were  not  movable  below  and  they 
were  adherent.  I  therefore  make  the  incision 
above  the  umbilicus,  in  the  line  of  the  cica- 
trix and  with  my  fingers  liberated  the  omental 
and  intestinal  adhesions.  I  then  proceeded 
in  the  manner  already  described.  At  this 
time  I  feel  that  the  result  in  this  case  will  be 
as  good  as  in  the  first. 

Dr.  Joseph  Hoffman  : 

So  far  as  hernia  is  concerned,  I  wish  to 
confine  my  remarks  to  one  or  two  points. 
The  first  is  in  reference  to  silk-worm  gut.  If 
silk-worm  gut  can  be  left  permanently  in  an 
incision  with  any  advantage  and  with  safety 
especially  in  these  hernia  operations,  I  do  not 
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see  why  we  cannot  leave  silver  wire.  The 
one  is  as  unabsorbable  as  the  other.  In  sev 
eral  instances  I  have  seen  silk-worm  gut  acci- 
dentally left  in,  but  it  has  always  proven  a 
foreign  body,  not  necessarily  causing  suppu- 
ration, but  it  has  worked  its  way  out  as  a  tack 
or  pin  or  a  bullet  under  the  skin  might  do. 
While  the  question  must  be  decided  by  expe, 
rience,  from  a  physical  standpoint  I  would 
see  no  reason  why  if  one  can  be  left  the  other 
cannot.  We  know  that  in  perineal  surgery, 
silk-worm  gut  is  par  excellence  the  suture- 
better  than  silver  wire,  better  than  catgut  or 
anything  else,  but  we  do  know  that  no  matter 
how  carefully  it  is  introduced,  even  in  the  cer- 
vix, it  will  not  remain  indefinitely  without 
causing  trouble,  although  I  believe  that  there 
is  a  case  on  record  in  which  a  child  was  born 
with  the  suture  still  remaining.  This  is  not 
a  criticism  of  the  method  described,  but  only 
a  question  as  regards  the  advisability  of  leav- 
ing a  number  of  sutures  under  the  skin  with 
knots  like  those  of  silk-worm  gut.  They  be- 
come hard  and  unyielding,  and  how  they  can 
remain  under  the  skin  without  producing  dis- 
comfort is  a  question  to  me. 

In  reference  to  the  location  of  the  incision, 
it  has  always  seemed  to  me,  apart  from  the 
matter  of  convenience,  that  those  incisions, 
where  we  have  to  go  outside  of  the  linea  alba 
into  the  muscle,  have  been  less  likely  to  lead 
to  hernia.  There  is  reason  in  that.  When 
we  cut  through  the  muscle,  when  we  close  the 
incision  we  have  not  simply  fascia  or  aponeu. 
rosis  which  does  not  unite  very  readily,  but 
we  have  the  muscle  itself  making  the  union, 
so  that  I  am  not  sure  that  cutting  to  one  side 
into  the  muscle  itself  may  not  be  the  expla- 
nation why  hernia  does  not  occur  when  the 
abdomen  is  closed  carefully.  Of  course,  you 
have  the  dangers  of  cutting  arteries  in  the 
muscles,  and  that  is  to  be  regretted  as  caus- 
ing a  mussy  operation. 

I  have  had  four  large  ventral  hernias  and 
they  have  all  gotten  well.  Upon  one  I  did 
not  operate.  This  was  a  case  which  Dr.  Price 
saw  with  me,  and  in  which  the  operation  was 
not  begun  after  etherization.  The  recti  mus. 
cles  could  not  be  approximated,  and  the  oper- 
ation was  not  done.  Another  case  showed 
the  effect  of  solutions  in  causing  adhesions. 
The  adhesions  were  something  that  I  hope 
never  to  meet  again.  I  had  out  of  the  abdo- 
men in  freeing  the  adhesions,  at  least  six  feet 
of  the  gut.     The  woman,  however,  got  well. 


In  this  connection  I  want  to  say  that  I  hope 
the  Doctor  will  not  follow  out  his  inchnation 
not  to  operate  on  big  hernias.  I  do  not  be- 
lieve that  in  his  case  the  death  was  due  to 
the  reduction  of  the  hernia,  but  to  the  fact 
that  the  woman  was  a  drunkard.  Inebriety 
in  any  shape  makes  bad  surgery  for  the  doc- 
tor and  the  patient.  You  cannot  expect  good 
results  where  the  patient  is  addicted  to  alco- 
hol. In  the  first  of  the  three  cases  with  which 
I  have  had  to  deal,  the  gut  was  strangulated 
and  the  woman  had  been  vomiting  faeces  for 
two  days,  and  on  the  day  of  operation  she  had 
vomited  a  large  wash-basin  full  of  faeces. 
The  hernia  was  as  big  as  my  hat,  but  the 
woman  got  well.  The  second  hernia  followed 
an  enormous  section  in  which  solutions  were 
used,  but  the  woman  recovered.  The  third 
case  was  one  of  hernia  as  big  as  my  head  in 
a  woman  60  years  of  age.  She  recovered. 
If  you  will  look  into  the  matter,  you  will  find 
that  probably  the  mortality  is  in  the  condi- 
tion of  the  patient  and  not  in  any  peculiarity 
of  the  peritonaeum.  The  peritonaeum  is  very 
tolerant.  If  it  will  stand  great  quantities  of 
bichloride  and  the  like,  I  do  not  see  why  it 
will  not  stand  a  bucketful  of  intestines. 

So  far  as  the  occurrence  of  hernia  is  con- 
cerned, it  must  happen  in  the  practice  of  all, 
especially  if  patients  are  allowed  to  get  up  too 
soon,  and  especially  I  believe  in  fat  women, 
for  in  fat  women  you  have  large  quantities  of 
omentum  which  gravitate  into  this  region, 
and  the  fat  of  women  seems  to  be  opposed  to 
muscular  tension.  While  I  do  not  doubt  that 
many  will  question  the  truth  or  this  proposi- 
tion, I  think  the  fact  remains  that  in  slender 
women  we  are  less  apt  to  have  hernia  than 
in  the  obese. 

Dr.  George  I.  McKelway: 

In  reference  to  the  matter  of  buried  silk- 
worm gut  sutures,  I  may  say  that  I  was  in 
New  York  a  few  days  ago  as  the  guest  of  Dr. 
Edelbohls  and  he  showed  me  a  woman  from 
whom  he  had  removed  a  large  ovarian  cyst  a 
year  ago,  and  in  whom  the  muscular  aponeu- 
roses were  united  with  interrupted  silk-worm 
gut  sutures.  She  had  come  back  for  an  oper- 
ation for  floating  kidney.  I  had  an  opportu- 
nity to  examine  the  abdominal  walls.  They 
were  very  thin,  and  with  the  finger  every  su- 
ture could  be  traced  under  the  skin.  I  think 
there  were  as  many  probably  as  ten  or  twelve. 
The  patient  said  that  they  had  given  her  no 
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discomfort  whatever.  I  do  not  think  that 
Dr.  Hoffman's  comparision  of  a  silk-worm 
gut  suture,  anchored  to  the  aponeuroses,  to  a 
pin  or  bullet  under  the  skin  is  a  fair  one.  In 
the  one  case  the  suture  material  is  anchored, 
while  in  the  other  the  foreign  body  is  loose 
and  the  motions  of  the  individual  move  it, 
and  so  it  irritates  and  so  finds  its  way  to  the 
surface. 

As  to  the  suggestion  of  cutting  through 
the  muscle,  if  we  think  for  a  moment  we  shall 
remember  that  the  fibres  of  the  recti  muscles 
run  in  the  wrong  direction  for  us  to  have  any 
added  strength  from  the  healing  of  a  vertical 
incision.  It  is  made  in  the  line  of  the  mus- 
cular fibres.  We  all  know  how  easy  it  is  after 
reaching  the  muscle  to  separate  the  fibres 
with  the  finger  or  the  handle  of  the  scalpel. 
There  is  very  little  cohesion.  I  do  not  see 
how  the  reunion  of  merely  separated  fibers 
will  result  in  stronger  union  than  there  was 
before. 

Dr.  Joseph  Price  : 

The  observations  of  the  older  ovariotomists 
verify  the  point  made  by  Dr.  Hoffmann  that 
no  harm  comes  from  splitting  the  recti 
muscles.  Keith  dwelt  upon  this  point  and 
insisted  upon  it  so  much  so  that  I  have  heard 
him  say  that  he  was  rather  fond  of  splitting 
both  muscles  as  he  got  better  union.  I  think 
that  a  number  of  others  have  gone  on  record 
with  that  observation  that  it  does  no  harm 
and  that  union  is  usually  stronger  and  better 
if  you  split  the  sheath  of  the  rectus  muscle 
and  expose  it.  I  aim  at  the  white  line,  but  I 
have  repeatedly  noticed  that  where  I  have 
taken  the  opposite  side,  and  cut  through  the 
muscle,  that  no  mischief  has  come,  and  union 
has  always  been  complete,  solid  and  perfect. 

These  buried  sutures  do  but  little  good 
once  the  incision  has  been  united.  They  are 
loose  in  their  entire  circuit  and  do  not  act  as 
splints.  In  all  the  primary  incisions  the 
sutures  are  left  until  the  tenth  or  twelfth  day 
or  even  longer.  I  have  allowed  them  to  re- 
main a  month.  In  hysterectomy  I  do  not 
change  the  dressings  for  sixteen  days.  I 
then  find  a  dry  wound  up  to  the  clamp.  A 
stitch  or  two  above  the  pedicle  may  be  cut- 
ting a  little  and  moist.  The  remainder  of 
the  sutures  are  found  to  be  loose  and  have 
ceased  to  do  good.  They  are  no  longer 
splints  but  are  anchored  to  the  recti.  Just  as 
these  sutures  have  ,ceased  to  be  of  value,  so 


the  buried  sutures,  after  the  wound  has  once 
organized,  are  without  value  and  act  as  irri- 
tants. They  will  behave  badly  in  time.  It  is 
simply  a  matter  of  time.  Not  only  will  these 
cases  come  back  with  suture  abscesses,  and 
not  only  will  it  be  important  to  remove  the 
sutures,  but  hernia  will  occur  as  often  in  these 
cases  as  where  the  sutures  are  removed.  It 
gives  me  pleasure  to  go  on  record  with  this 
statement  in  anticipation  of  what  must  come. 
Dr.  Agnew  used  wire  in  ligating  the  pedicle 
in  two  cases.  The  patients  got  well  nicely, 
but  one  of  them  came  back  in  a  month  feel- 
ing badly  and  she  died,  and  post-mortem 
showed  an  abscess  about  the  wire.  In  the 
first  Caesarean  section  done  in  Ohio,  silver 
sutures  were  left  in  the  uterus,  and  at  the 
second  Caesarean  section  the  original  row  of 
sutures  was  seen.  The  operator  simply  cut 
down  to  one  side  and  I  think  left  a  second 
row  of  silver  sutures. 

Dr.  Miller's  operation  is  a  perfect  one,  but 
it  takes  too  much  time.  The  through  and 
through  suture  will  do  the  same  thing  as  the 
terraced  suture.  The  approximation  is  just 
as  perfect.  The  overlapping  and  dove-tailing 
of  the  aponeurosis  is  valuable.  No  harm 
comes  of  it.  Aiming  at  a  perfect  coaptation 
of  these  two  thin  lines  of  divided  aponeurosis 
is  folly  and  avails  nothing.  I  would  rather 
have  them  overlap  an  inch  than  to  be  just  in 
juxtaposition.  That  sort  of  refinement  in 
discussing  a  subject  of  this  kind  is  worthless. 

Dr.  Massey  would  give  the  impression  that 
one  hundred  of  the  cases  on  which  I  had 
operated  returned  with  ventral  hernia.  I  dis- 
tinctly said  that  I  had  done  over  one  hundred 
ventral  hernia  operations.  I  did  the  opera- 
tion on  a  few  of  my  own  cases,  although  not 
many,  not  five  per  cent,  of  the  series.  Long 
before  the  days  of  abdominal  surgery,  ventral 
hernia  was  operated  on,  I  commenced  this 
work  on  umbilical  hernia,  and  just  here  let 
me  say  a  word  in  regard  to  what  predisposes 
to  these  hernias  in  regard  to  which  Dr. 
Massey  would  speak  a  word  of  caution.  I 
love  conservative  treatment  and  conservative 
men,  but  these  gentlemen  are  giving  us  a  few 
of  the  cases  that  predispose  to  hernia.  They 
are  counseling  many  sufferers  to  wait  and 
delay  until  it  takes  only  a  feather  to  depress 
the  beam.  They  are  not  only  giving  us 
hernia,  but  they  are  giving  us  mortality. 
These'conservative  gentlemen  and  conserva- 
tive electricians  have  added  a  couple  of  per 


OBSTETRICAL  SOCIETY  OF  PHILADELPHIA. 


173: 


cent,  to  our  mortality  by  their  delay.  There 
is  nothing  like  promptitude  in  abdominal  sur- 
gery. I  would  not  counsel  abdominal  surgery 
for  backache,  clavus  hystericus  or  sensitive 
spine,  but  for  actual  disease.  For  instance, 
on  Saturday  morning  I  shall  do  an  operation 
on  a  patient  that  Dr.  Massey  has  been  treat- 
ing for  a  long  time.  Her  condition  is  not 
very  promising.  Her  chances  would  have 
been  100  per  cent,  six  months  ago.  I  lost  a 
patient  last  night  who  had  been  tinkered  with 
for  a  year  by  a  half-dozen  of  these  persons  who 
know  as  m<uch  about  pelvic  disease  as  a  China- 
man knows  about  teaching  Sunday-school. 

To  return  to  the  subject.  Rest  on  the  back 
is  of  vital  importance.  It  is  comfortable  to 
to  the  operator  and  also  to  the  nurse.  If  you 
roll  the  patient  about,  as  counselled  by  Greg 
Smith  and  others,  and  allow  her  a  little 
liberty,  she  will  give  you  and  the  nurse  great 
annoyance  and  anxiety.  A  nurse  can  take 
care  of  four  patients  on  their  backs  at  ab- 
solute rest  with  more  comfort  than  one  patient 
with  a  little  liberty.  If  you  give  an  old- 
fashioned  abdominal  nurse  her  choice  of  the 
one  or  four  patients,  she  will  take  the  four. 

Food  must  be  handled  with  care.  I  have 
sometimes  thought  that  I  would  like  to  em- 
ploy somebody  to  watch  the  stomach  and 
alimentary  canal  and  order  the  food  and  get 
rid  of  all  that  myself. 

In  regard  to  suture  material  and  the  method 
of  introducing  the  sutures.  The  moment 
that  you  strip  back  the  skin  and  go  into  the 
fat  and  cellular  tissue,  you  enter  structures 
not  favorable  to  union  and  liable  to  suppura- 
tion. When  you  sink  your  knots  into  these 
structures  you  favor  trouble  rather  than 
primary  union.  Silk-worm  gut  is  never  ab- 
sorbed, but  it  is  sometimes  irritating,  and  the 
coaptation  can  not  be  made  better  by  skip- 
ping the  skin.  It  is  my  impression  that 
coaptation  will  be  better  if  the  suture  passes 
through  overlying  structures  of  some  density 
and  that  this  makes  a  better  splint.  This  re- 
mains to  be  proven.  Just  here  I  may  say 
that  a  few  of  us  do  not  go  to  New  York  to 
have  things  proven  in  abdominal  surgery. 

THE    QUESTIONS    AND    LESSONS    OF    EC- 
TOPIC   PREGNANCY.       BY  DR.    JOSEPH 

HOFFMAN.     (See  page  143). 
discussion. 
Dr.  G.  Betton  Massey  : 
The  reader  of  the  paper  makes  the  state- 


ment that  this  is  a  question  of  surgery  and 
not  theory.  It  appears  to  me  to  be  still  more 
a  question  of  the  supreme  good  of  the  patient,, 
under  the  circumstances  under  which  these 
cases  occur.  I  do  not  know  how  many  cases, 
of  extrauterine  pregnancy  I  have  treated  by 
electricity.  I  do  not  know  for  the  reason 
that  I  have  not  taken  the  trouble  to  operate 
to  establish  the  diagnosis  by  abdominal  sec- 
tion ;  but  many  tumors  adjacent  to  the  uterus 
of  uncertain  character  have  shrunken  and 
in  some  cases  disappeared  under  electricity,, 
which  were  possibly  ectopic  pregnancies.  I 
have  been  able  to  diagnose  with  reasonable 
certainty  three  cases  so  treated  by  myself. 
Some  of  these  have  been  reported.  A  recent 
case  in  a  patient,  whom  I  shall  search  out 
and  shortly  present  to  the  Society,  was  an 
interesting  one.  It  was  seen  by  a  surgical 
member  of  the  Society,  and  he  agreed  with 
me  in  diagnosing  the  case  as  one  of  extra- 
uterine pregnancy  at  about  the  second  month, 
verified  so  far  as  could  be  prior  to  rupture. 
I  may  here  refer  to  an  interesting  method  of 
differentiating  any  living  cyst,  such  as  an 
extrauterine  pregnancy,  from  a  dead  cyst, 
such  as  a  pus-tube,  that  was  applied  in  this 
case.  This  consisted  in  carrying  an  intense 
electric  light  into  the  vagina,  back  of  the 
cyst,  rendering  the  whole  lower  portion  of 
the  abdomen,  including  the  cyst,  translucent. 
This  showed  that  the  cyst  was  not  an  accu- 
mulation of  pus  as  it  might  have  been  from 
the  symptoms.  The  method  in  its  applica- 
tion to  the  pelvis  is  an  interesting  one,  but  is 
at  present  limited  to  thin  persons  owing  to- 
weakness  of  the  lamps  used.  I  have  recently 
seen  the  report  of  a  method  of  transmitting 
the  light  rather  than  the  lamp  into  the  vagina, 
and  this  will  enable  us  to  differentiate  all 
forms  of  living  non-purulent  cysts  from  puru- 
lent ones.  The  case  referred  to  demonstrates 
the  harmlessness  of  the  method  by  electricity, 
a  method  that  any  moment  might  have  been 
stopped  and  an  operation  resorted  to  if  that 
had  become  necessary.  Under  this  method 
the  size  of  the  cyst  was  in  the  course  of  some 
weeks  reduced  from  that  of  the  fist  to  that 
of  a  walnut.  The  patient  was  last  seen  in 
August,  and  there  was  no  appreciable  evi- 
dence of  the  tumor. 

I  merely  wish  to  say  that  the  use  of  this 
conservative  agent,  it  seems  to  me,  is  con- 
fined to  very  early  discoveries  of  extrauterine 
pregnancy  prior  to  rupture ;  and  these  cases 


174 


OBSTETRICAL  SOCIETY  OF  PHILADELPHIA. 


I  believe  can  be  invariably  cured  by  it  prior 
to  the  third  or  fourth  month.  After  that  it 
rests  with  the  surgeon  whether  he  would 
prefer  to  kill  the  foetus  prior  to  operation. 
In  cases  after  the  fourth  month,  occurring  in 
country  practice  where  a  surgeon  is  not  at 
hand,  the  application  of  foeticidal  currents 
will  permit  the  patient  to  be  safely  trans- 
ported to  a  place  where  surgical  skill  can  be 
obtained. 

Dr.  J.  Price  : 

At  one  time  I  felt  that  a  few  of  these  cases 
got  well  without  operative  interference.  Now 
I  think  that  I  should  reduce  it  to  a  very  few 
indeed.  Had  I  not  had  three  experiences  of 
a  suppurative  nature  after  rupture,  I  should 
not  feel  the  importance  so  much  of  surgical 
interference  at  all  times.  I  believe  that 
primarily  all  these  cases  are  tubal  and  I 
believe  that  they  rupture,  and  I  am  satisfied 
that  exceptionally  few,  if  any,  ever  go  to  four 
months  or  even  three  months  without  rup- 
ture. I  have  never  seen  one  nor  known  of 
one. 

I  pass  around  a  photograph  of  a  recent 
case.  I  have  had  two  cases  within  a  short 
time,  and  had  the  diagnosis  been  made  in 
the  first  case  as  in  this,  the  baby  could  have 
been  saved.  In  these  cases,  notwithstanding 
the  child  lives  to  term,  the  rupture  takes 
place  early ;  rupture  of  the  tube  at  least, 
possibly  not  of  the  membranes  in  one  case. 
In  the  second  case  the  sac  consisted  simply 
of  the  membranes  and  new  material.  It  was 
as  thin  as  tissue  paper.  If  we  accept  the 
statements  of  the  patient  and  her  husband, 
the  child  was  a  month  beyond  term  and  was 
living.  It  had  not  that  healthy  appearance 
when  delivered  of  a  child  from  the  right 
source,  but  its  size  was  enormous.  The  child 
is  now  very  energetic  and  remarkably  healthy. 
I  refer  to  this  case  simply  to  fortify  the  dis- 
cussion made  here  a  month  ago,  without  this 
experience.  There  has  been  nothing  in  my 
surgical  experience  to  correspond  with  that 
of  Mr.  Tait  and  Hart  and  Barbour,  except 
that  with  Mr.  Tait  I  believe  that  they  are  all 
tubal  and  all  rupture,  but  the  remainder  of 
his  experience,  that  they  go  into  the  broad 
ligament  and  go  on  to  term,  I  am  not  willing 
to  accept  for  a  moment.  Mr.  Tait  and  Hart 
and  Barbour  would  classify  this  as  a  broad 
ligament  or  intra-ligamentary  pregnancy. 
Not  so  for  a  moment.    It  was  as  far  removed 


as  possible  from  the  left  broad  ligament.  I 
took  especial  pains  to  make  a  pelvic  exami- 
nation and  study  the  distribution  of  the 
peritoneum  from  the  left  cornua  well  out  on 
the  tube  to  settle  that  question.  It  never 
was  in  the  broad  ligament.  The  tube  rup- 
tured, but  the  foetus  remained  in  the  mem- 
branes and  continued  to  develop.  The  his- 
tory of  early  rupture  was  clear.  In  the  other 
case  the  physician  did  not  get  an  accurate 
history  and  failed  to  develop  the  fact  that 
rupture  had  occurred  early.  By  careful  in- 
vestigation I  found  that  there  was  a  clear 
history  of  rupture  taking  place  on  the  street. 
After  leaving  a  street  car  she  fell  unconscious 
and  fainted  on  the  street.  The  child  went 
on  to  term  and  she  had  a  spurious  labor,  at 
which  time  the  child  should  have  been  saved. 
I  operated  later  and  the  woman  was  saved, 
but  the  fcetus  was  dead. 

Dr.  Massey  speaks  of  the  use  of  electricity 
at  the  third  or  fourth  month.  In  all  the  cases 
that  I  have  seen,  rupture  has  taken  place  long 
before  the  third  month.  If  he  will  read  Dr. 
Formad's  experience  he  will  see  that  in  thirty- 
five  fatal  cases,  none  was  beyond  three 
months.  Some  had  gone  a  week  over  time, 
some  two  weeks,  and  all  had  died  suddenly 
except  one  in  West  Philadelphia.  There  was 
a  chance  of  saving  one  case  out  of  thirty-five. 
It  is  a  curious  fact  that  Dr.  Formad  was  the 
only  Coronor's  physician  that  ever  found 
ruptured  tubal  pregnancy.  These  cases  had 
formerly  been  set  down  as  accidental  haemor- 
rhage. The  true  nature  of  the  case  was  not 
understood,  notwithstanding  the  fact  that 
some  scientific  men  occupied  this  position. 
I  call  attention  to  this  to  show  how  careless 
so-called  scientific  men  sometimes  are.  They 
all  had  these  cases,  but  it  remained  for  the 
surgeons  to  demonstrate  not  only  the  path- 
ology but  also  the  importance  of  surgery  to 
save  the  lives  of  these  cases. 

I  scarcely  feel  that  more  than  one  or  two 
per  cent.,  possibly  five  per  cent,  can  get  well 
without  operative  interference.  We  still  hear 
something  about  so-called  pelvic  haematocele. 
I  find  in  those  cases  in  which  the  symptoms 
answer  to  those  given  in  the  book  as  those  of 
pelvic  haematocele,  a  clear  history  of  concep- 
tion, a  delayed  period  or  absence  of  two  pe- 
riods or  more,  with  characteristic  peculiar 
severe  pain,  collapse,  recurring  paroxysms  of 
pain  compelling  her  to  remain  at  rest.  Those 
cases  of  so-called  pelvic  haematocele  present 
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precisely  the  same  history  as  the  cases  we  are 
•constantly  operating  on  for  tubal  pregnancy 
and  finding  the  foetus  and  quantities  of  blood 
and  removing  the  foetal  sac  with  a  great  hole 
in  it.  I  have  sometimes  examined  these  cases 
and  found  the  pelvis  full  of  a  boggy  mass  low 
down,  and  sometimes  after  deciding  on  sec- 
tion have  wondered,  "  Can  this  be  a  case  of 
so-called  pe!vic  hsematocele  that  I  have  read 
so  much  about?"  With  eighty-two  experi- 
ences with  quantities  of  blood  in  the  pelvis 
in  my  own  practice,  I  have  the  first  case  to 
find.  I  am  beginning  to  stop  thinking  about 
so-called  pelvic  haematocele. 

The  importance  of  reading  papers  on  this 
subject  and  discussing  it  is  my  only  excuse 
for  continuing  the  discussion.  I  look  upon 
it  at  home  and  abroad  as  a  missionary  work. 
The  symptoms  are  so  alarming,  the  mortality 
so  large,  the  number  of  cases  so  great  and 
the  results  so  pleasing,  that  I  always  hesitate 
to  make  an  apology  for  the  dogmatic  way  in 
which  I  express  myself  on  this  subject. 

Dr.  Joseph  Hoffman  : 

I  had  hoped  that  the  phase  of  the  treat- 
ment of  the  child  after  viability,  or  of  allowing 
it  to  go  on  to  viability,  would  have  received 
more  attention.  I  do  not  believe  much  in  it 
myself.  In  fact  I  do  not  believe  in  it  at  all, 
if  by  any  means  we  can  discover  the  preg- 
nancy early.  As  I  made  the  point  in  the  paper, 
I  should  as  soon  think  of  allowing  a  tumor  to 
grow  in  a  woman's  breast  to  see  whether  it 
was  going  to  turn  out  malignant  or  benign 
before  removing  it,  than  to  allow  ectopic 
pregnancy  to  go  on  if  I  found  it  early.  The 
sentimentalism  that  considers  an  uncertain 
child  in  a  precarious  position,  is  too  weak  for 
sensible  medicine.  If  the  child  can  be  saved, 
well  and  good.  If  we  cannot,  well  and  good. 
We  want  to  save  the  mother. 

The  point  in  reference  to  electricity  in  these 
•cases  is  the  diagnosis.  Dr.  Price  I  know  has 
■opened  many  abdomens  expecting  to  find 
ectopic  pregnancy,  but  did  not  find  it  even 
after  the  symptoms  of  rupture.  Even  after 
the  stoppage  of  the  menstrual  flow  for  some 
months,  the  presence  of  a  large  mass  to  one 
side,  haemorrhage,  apparent  discharge  of 
membranes,  the  diagnosis  cannot  be  made 
positively.  That  any  one  looking  at  these 
cases  not  from  a  surgical  point,  can,  by  plac- 
ing their  hands  upon  the  abdomen,  say  what 
is  there,  even  with  the  aid  of  the  electric  light, 


I  am  sceptical.  I  question  the  ability  to  do 
this  because  we  so  often  make  a  mistake  even 
when  we  open  the  abdomen. 

The  question  of  removing  these  masses  in 
the  early  months  is  one  that  we  deal  with 
positively  from  a  surgical  standpoint.  That 
is  the  safe  time.  The  effect  of  electricity,  it 
must  be  confessed,  is  problematical.  The 
current  used  is  now  preferably  the  faradaic 
current.  This  has  little  or  no  electrolytic 
power.  Why  such  a  current  will  cause  the 
foetus  to  be  dissolved  or  absorbed  is  a  ques- 
tion. Again,  it  must  be  remembered  that  the 
length  of  time  required  to  destroy  the  foetus 
is  usually  during  the  time  in  which  rupture 
occurs.  The  stimulation  of  the  galvanic  cur- 
rent, if  it  is  used,  may  rupture  the  sac.  Dis- 
cussion in  this  matter  will  never  be  closed  for 
the  simple  reason  that  the  men  who  do  not 
do  surgery,  and  do  not  understand  it,  or  can- 
not understand  it  or  will  not  understand  it, 
rely  upon  tentative  methods,  and  we  will  al- 
ways find  those  who  will  side  with  them.  The 
surgeons  and  those  who  believe  in  surgery  as 
an  exact  science  or  art,  will  have  the  most 
advocates  among  those  who  are  practical 
and  will  have  the  greatest  number  of  advo- 
cates who  look  for  positive  results  of  careful 
painstaking  work. 

SOME  OBSTETRICAL  EXPERIENCES  IN 
THE  "SLUMS,"  AND  SPECIMENS  OF 
HYDATIDIFORM  MOLE  OF  UTERUS 
AND  TWIN  PREGNANCY  IN  MEM- 
BRANES AT  FIVE  MONTHS,  BY  DR. 

HORACE  FOX.     (See  page  146). 

DISCUSSION. 

Dr.  J.  Price  : 

Dr.  Fox  deserves  great  credit  for  present- 
ing his  work  in  the  practical  manner  that  he 
has  done.  He  has  had  a  large  and  varied 
experience  in  the  alleys  and  courts  which  very 
few  are  willing  to  undertake.  It  is  very  dif- 
ficult to  get  men  to  practice  obstetrics.  I 
have  singled  out  a  hundred  men  and  have 
assigned  them  ten  or  twelve  cases,  and  after 
they  had  attended  a  few  they  would  return 
and  say  that  they  had  enough.  I  have  re- 
peatedly asked  men  to  attend  a  hundred  cases 
of  obstetrics  in  their  own  neighborhood,  as 
this  would  give  them  a  fairly  good  experi- 
ence. There  has  never  been  a  premium  upon 
skilled  obstetrics.     At  one  time  it  was  done 
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by  vulgar,  ignorant  midwives,  and  in  this  city 
in  20,000  labors,  5,000  are  reported  by  mid- 
wives.  There  are  from  120  to  130  midwives 
practicing  in  this  city.  This  is  simply  dis- 
graceful in  an  educational,  scientific  centre. 
No  woman  should  be  attended  by  a  midwife 
unless  she  bears  a  diploma  from  a  good  mid- 
wifery school  where  the  theoretical  and  prac- 
tical training  is  carried  out  as  in  Germany. 
We  have  no  such  school  in  this  country. 

We  have  all  felt  the  importance  of  early 
teaching  and  practical  preparation  of  the 
student  for  practical  work.  Obstetrical  in- 
struction unfortunately  begins  with  the  sec- 
ond year,  and  in  some  schools  the  student  for 
examination  purposes,  shirks  obstetrics  even 
in  the  second  term,  hoping  to  pass  on  every- 
thing else,  thinking  that  he  will  have  ample 
time  to  make  it  up  in  the  last  year.  They 
come  to  me  in  numbers  without  even  the  the- 
oretical instruction  of  one  term.  So  much 
has  this  been  the  case  that  I  think  that  ob- 
stetrics should  be  taught  during  the  first  and 
second  years,  as  this  is  one  of  the  branches 
in  which  early  practice  can  be  had.  Men 
come  to  me  without  having  read  a  single  work 
on  obstetrics  and  with  only  the  knowledge 
contained  in  a  compend,  and  want  me  to  put 
them  to  work.  Many  of  us  have  given  these 
men  practical  assistance,  and  if  with  this  they 
would  take  a  cram  from  their  quiz  master  or 
from  some  coacher  about  the  college,  it  would 
be  of  some  value  to  them  in  this  work,  but  they 
fail  to  do  that.  It  is  difficult  even  to  get  them 
to  buy  Neel's  little  book  on  Palpation.  More 
than  half  of  them  do  not  own  a  classical  work 
on  obstetrics.  They  are  living  on  compends  . 
and  notes.  One  thing  that  I  have  always  felt 
the  need  of,  is  that  teachers  recognizing  the 
importance  of  this  work,  should  give  their 
pupils  some  little  plain  counsel  as  to  what 
they  should  do  and  how  they  should  do  it, 
but  they  never  receive  it.  Again,  their  treat- 
ment and  behavior  towards  the  men  who  con- 
trol the  institutions  that  assign  them  this 
material.  It  is  exceptional  for  a  student  to 
know  anything  whatever  in  regard  to  the 
proper  manner  of  treating  the  man  who  as- 
signs him  half  a  dozen  cases.  I  assign  a  man 
a  number  of  cases  and  the  first  thing  he  does 
is  to  have  in  consultation  his  quiz  master  who 
has  no  responsibility  in  the  matter.  Dr.  Boyd, 
controlling  the  Lying-in  Charity,  is  held  re- 


sponsible by  the  directors.  Let  there  be 
some  carelessness  on  the  part  of  a  student,  or 
something  go  wrong,  and  he  will  soon  be 
called  to  task.  Nothing  has  been  so  annoy- 
ing to  me  as  the  meddling  of  these  college 
parasites  with  the  work  outside. 

TWIN  PREGNANCY  OF    UNUSUAL  INTER- 
EST.     BY   DR.  WILLIAM   S.  STEWART. 

(See  page  150). 

DISCUSSION. 

Dr.  J.  Price: 

I  have  seen  several  cases,  although  not 
exactly  like  those  reported.  I  remember  one 
very  well ;  a  patient  whom  I  had  assigned  to 
a  Jefferson  student.  After  watching  the  case 
all  day,  he  came  to  me  about  eight  o'clock 
and  said  that  something  was  wrong,  that  the 
woman  was  full  of  fcetal  heart  sounds  and 
full  of  baby.  I  went  with  him  and  recog- 
nized two  foetal  heart  sounds.  I  made  him 
puncture  the  membranes,  and  in  a  short  time 
he  delivered  a  large  child,  which  he  Carried 
down  stairs  to  the  old  colored  woman  in 
charge.  When  he  came  back  the  second 
child  was  presenting.  The  second  mem- 
branes were  punctured  and  the  child  de- 
livered. This  was  carried  down  stairs.  He 
came  back,  and  on  examination  said  that  a 
third  was  present.  He  then  delivered  a  third 
child  quite  macerated,  dead,  perhaps,  for  a 
month.  I  afterward  got  the  history  of  a  fall 
down  stairs  at  the  eighth  month  with  quite 
free  bleeding.  I  presume  that  the  third  child 
was  killed  at  that  time. 

Dr.  W.  S.  Stewart: 

I  regret  that  I  did  not  comprehend  the 
situation  of  the  second  foetus  before  ruptur- 
ing its  membranes,  and  should  have  had  it 
complete  the  full  period  of  gestation  in  utero. 
The  lesson  to  be  learned  is  not  to  be  in  haste 
to  deliver  where  you  find  that  the  placentae 
are  separate  and  the  children  occupying 
different  compartments  of  the  uterus.  I 
have  reported  this  case,  not  only  for  its 
rarity,  but  as  a  warning  to  those  who  should 
happen  to  have  a  similar  opportunity  of  pre- 
venting an  undeveloped  foetus  from  being 
prematurely  forced  into  the  world. 

Elliston  J.  Morris,  M.D., 
Secretary. 
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Pennsylvania. 


Gentlemen  : — The  little  girl  whom 
I  present  to  you  to-day  suffers  from  a 
malady  which  is  as  frequent  as  it  is 
difficult  to  treat.  The  child  is  six 
years  old  and  has  always  been  in  good 
health  with  the  exception  of  the  pres- 
ent complaint.  She  looks  well,  as  you 
see,  without  evidence  of  ill  health  of 
any  kind.  Her  mother  tells  us  that 
she  has  never  "changed;"  by  which 
term  she  means  that  instead  of  over- 
coming the  physiological  weakness  of 
the  sphincter  vesicae,  which  is  charac- 
teristic of  a  child  up  to  the  age  of 
about  two  years,  she  has  never  been 
able  to  gain  more  than  a  slight  con- 
trol over  her  bladder.  She  passes  her 
water  involuntarily  several  times  a 
night  during  sleep,  and,  worse  than 


1  A  clinical  lecture  delivered  at  the  Hospital  of  the 
University  of  Pennsylvania. 
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this,  she  is  not  well  able  to  retain  it  in 
the  day  time.  Ordinarily  the  desire  to 
empty  her  bladder  comes  upon  her 
suddenly  and  powerfully  at  frequent 
intervals  during  the  day,  and  she  can 
resist  it  but  a  few  minutes.  Then, 
unless  she  is  in  a  position  to  relieve 
herself,  the  urine  is  passed  in  spite  of 
all  efforts  to  control  it.  Any  fright 
will  cause  her  to  wet  herself  at  once. 
The  urine  does  not  pass  from  her  as 
the  result  of  jarring  or  laughter,  as  is 
not  infrequently  the  case  in  women. 

Here,  gentlemen,  we  have  quite  a 
severe  case  of  enuresis.  Incontinence 
of  urine  may  be  either  nocturnal  only 
(enuresis  nocturna)  or  may  occur  only 
by  day  (enuresis  diurna)  or  we  may 
find  a  combination  of  the  two  condi- 
tions. The  first  form  is  by  far  the 
most   common.       It   sometimes   hap. 
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pens,  in  fact  it  is  not  infrequent,  that 
a  child  who  suffers  from  nocturnal  in- 
continence will  also  have  frequent 
micturitions  during  the  day,  but  with- 
out any  actual  inability  to  retain  the 
urine  then.  The  ordinary  enuresis 
nocturna  is  somewhat  commoner  in 
boys  than  in  girls.  It  may  begin  at 
any  time  before  the  age  of  puberty". 
Most  often  it  is  an  uninterrupted  con- 
tinuation, to  a  certain  degree,  of  the 
infantile  condition.  It  may,  however, 
first  develop  after  the  child  is  several 
years  of  age.  Usually  the  malady 
ceases  spontaneously  at  puberty,  if  it 
has  not  already  been  relieved  by  treat- 
ment before  this. 

When  we  direct  our  attention  to 
the  causes  of  enuresis  we  find  them 
most  varied  and  numerous,  and  re- 
quiring a  very  careful  analysis  in  every 
case,  in  order  that  we  may  shape  our 
treatment  aright.  They  range  them- 
selves naturally  into  two  classes.  In 
the  first  place  we  may  have  some  dis- 
order of  the  nervous  apparatus  of  the 
bladder,  or  the  bladder  is  through 
some  means  too  often  excited.  Prob- 
ably all  the  cases  of  simple  enuresis 
come  under  this  class.  In  the  second 
place  there  may  be  incontinence — 
even  constant  dribbling — dependent 
upon  some  condition  which  renders 
retention  of  the  urine  impossible.  In- 
continence of  this  sort  may  be  due  to 
congenital  smallness  of  the  bladder, 
extroversion,  some  malformation  about 
the  vesical  sphincter,  or  overflow  of 
urine  from  vesical  paralysis,  as  seen  in 
paraplegia,  or  from  obstruction,  result- 
ing from  phimosis,  a  calculus  impacted 
in  the  urethra,  or  a  large  hardened 
faecal  mass  pressing  through  the 'rec- 
tum upon  the  urethra.  Cases  of  di- 
urnal incontinence  may  be  of  this  class 
or  of  the  first. 


Now,  in  the  child  before  us  it  is 
important  to  make  a  careful  examina- 
tion of  the  genito-urinary  tract  in  or- 
der to  exclude  the  possibility  of  some 
of  those  causes  being  present  which 
render  perfect  control  anatomically 
impossible.  This  has  already  been 
done  by  one  of  my  surgical  colleagues, 
and  nothing  abnormal  has  been  found. 
We  therefore  have  to  do  with  a  case 
in  which  the  urinary  apparatus  is  per- 
fect but  there  exists  a  disturbance  of 
the. innervation  of  the^ bladder  as  the 
primary  cause,  perhaps  with  some 
other  condition  which  acts  reflexly  as 
a  secondary  cause.  It  is  our  present 
business  to  search  for  this  reflex  fac- 
tor, as  upon  its  discovery  the  success 
of  our  treatment  may  depend.  In 
doing  this  we  must  remember  that  the 
seat  of  the  irritation,  though  very  fre- 
quently somewhere  in  the  genito-uri- 
nary  tract,  does  not  need  to  be  there. 
I  recollect  one  published  case  in  which 
the  removal  of  a  shoe-button  which 
had  been  for  years  in  the  nose  was 
followed  by  immediate  cessation  of 
an  obstinate  enuresis.  Even  mouth- 
breathing  from  obstruction  of  the 
naso-pharynx  appears  sometimes  to 
have  a  definite  connection  with  uri- 
nary incontinence. 

If  the  surgical  examination  which 
was  made  did  not  include  the  search 
for  a  vesical  calculus,  I  will  have  the 
investigation  gone  through  with. 
There  are  no  symptoms  of  renal  cal- 
culus. We  must,  of  course,  make  a 
study  of  the  urine  in  order  to  assure 
ourselves  that  no  cystitis  exists.  Cys- 
titis might  readily  produce  the  fre- 
quent micturition  with  very  little  con- 
trol, such  as  this  little  girl  suffers  from 
by  day ;  and  it  might,  with  the  vesical 
neurosis,  produce  the  nocturnal  incon- 
tinence also.     But  cystitis  is  a  painful 
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affection,  and  we  really  have  no  rea- 
son whatever  to  suspect  its  presence 
here.  The  analysis  may,  however, 
show  us  that  there  is  a  high  degree  of 
acidity  of  the  urine  which  acts  as  the 
exciting  cause  of  the  incontinence, 
or  we  may  find  a  deposit  of  phosphates 
or  urates,  the  result  of  indigestion, 
and  this  may  act  in  a  similarly  irritat- 
ing manner.  In  boys  an  adherent  or 
narrow  prepuce  may  produce  a  reflex 
irritation  which,  with  the  neurosis,  is 
quite  sufficient  to  account  for  the  in- 
continence. In  our  little  patient  we 
must  inquire  regarding  the  existence 
of  a  leucorrhoeal  discharge  which 
could  act  in  a  similar  way.  Mastur- 
bation in  either  sex  is  also  a  not  un- 
common cause  of  nocturnal  enuresis. 
Another  very  prominent  occasion 
of  reflex  disturbance  is  the  presence 
in  the  bowel  of  lumbricoid  or  of  thread 
worms.  I  have  interrogated  the 
mother  of  our  patient  carefully  on  this 
point.  She  has  never  observed  any 
worms  in  the  stools  although  she  has 
looked  for  them,  and  the  child  has 
never  complained  of  itching  at  the 
anus  or  shown  symptoms  of  intestinal 
irritation.  Other  forms  of  irritation 
about  the  rectum,  as  excoriations,  fis- 
sures, fistulas,  or  even  the  presence 
of  faeces  in  the  rectum  when  the  child 
is  put  to  bed,  may,  by  a  reflex  influ- 
ence, bring  about  an  emptying  of  the 
bladder  during  sleep.  Usually  deep 
sleep  is  considered  an  active  cause  of 
nocturnal  incontinence.  The  desire 
to  urinate  arises  but  the  sleep,  is  so 
deep  that  the  sensation  is  not  suffi- 
cient to  arouse  the  child,  and  it  per- 
haps merely  dreams  that  it  is  sitting 
upon  the  chamber,  whereas  it  is  in 
reality  passing  its  water  into  the  bed. 
Even  excessive  fullness  of  the  blad- 
der, the  result  of  diabetes  or  of  drink- 


ing large  amounts  of  water  before 
going  to  bed,  may  result  in  inconti- 
nence. The  examination  of  the  urine 
will,  of  course,  settle  the  question  of 
diabetes  in  our  patient.  Improper  food 
and  especially  the  ingestion  of  a  hearty 
meal  in  the  late  evening,  are  fruitful 
causes  of  a  gastric  disturbance  which, 
by  its  reflex  irritation,  induces  the 
abnornal  emptying  of  the  bladder. 
It  is  probable,  too,  that  a  condition  of 
general  poor  health  is  not  without  its 
influence  in  some  cases. 

Now,  in  the  case  before  us  it  is  evi- 
dent that  we  have  to  deal  with  a  con- 
dition different  in  degree,  and  possi- 
bly in  kind,  from  the  ordinary  in- 
stances of  enuresis.  By  far  the  greater 
number  of  cases  are,  as  I  told  you, 
nocturnal  only ;  and  the  child  has  en- 
tire control  over  the  bladder  during 
the  day.  Our  patient  has  not  this 
control,  and  her  condition  is  on  that 
account  a  much  more  unpleasant  and 
serious  one.  You  will  frequently  in 
your  practice  meet  with  women  who, 
though  with  entire  control  of  the 
bladder  in  the  night,  yet  during  the 
day  will  be  suddenly  seized  with  a 
desire  to  urinate  which  brooks  no  de- 
lay. Unless  relief  is  given  within  a 
short  time  the  urine  will  pass  from 
them.  Such  a  condition  may  develop 
suddenly  and  may  last  a  variable  time ; 
perhaps  being  very  obstinate.  The 
trouble  is  frequently  a  reflex  one  from 
some  disordered  condition  of  the 
uterus.  The  condition  of  this  child 
in  the  day  time  is  exactly  similar,  ex- 
cept that  we  have  found  no  uterine  or 
other  disorder  on  which  the  vesical 
affection  depends.  Had  this  little  girl 
nocturnal  enuresis  alone  I  should  re- 
gard it  as  a  case  in  which  the  inner- 
vation of  the  sphincter  of  the  bladder 
was  defective  as  compared  with  that 
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of  the  muscular  wall,  this  condition 
being,  perhaps,  combined  with  some 
reflex  irritation  which  we  have  not 
yet  discovered.  As  a  result  of  this 
the  urine  is  expelled  when  the  control 
of  the  mind  is  removed  during  sleep. 
But  the  bladder  in  this  case  appears 
not  only  contracted,  holding  but  little 
urine,  as  is  frequent  in  this  disease, 
but  also  unduly  sensitive,  so  that  even 
by  day  it  is  actually  intolerant  of  but 
a  small  amount  of  urine.  That  is  to 
say,  there  is  in  this  case  not  only  an 
imperfect  innervation  of  the  sphinc- 
ter but  a  distinct  hyperaesthesia  of  the 
walls  of  the  bladder. 

In  what  now  does  the  treatment  of 
the  disease  consist,  and  what  is 
to  be  done  for  the  little  girl  ?  Since 
the  causes  of  the  affection  are  so 
various  our  therapy  will  depend  upon 
the  cause  found,  and  when  none  can 
be  discovered  treatment  must  be 
largely  empirical  and  experimental. 
In  the  first  place  we  must  see  that 
our  patients  are  kept  in  the  best  pos- 
sible general  health  by  whatever 
means  seem  most  indicated  in  each 
case.  Salt  water  bathing,  massage 
and  change  of  air  and  scene,  with 
such  tonic  drugs  as  cod  liver  oil,  iron 
and  arsenic  may  suffice  to  cure  the 
trouble.  I  am  bound  to  say,  however, 
that  the  general  health  of  this  child 
is  already  very  good,  and  that  we 
must  direct  our  attention  here  in 
some  other  direction.  I  was  on  the 
point  of  regulating  her  diet,  but  I 
find  that  she  already  takes  but  a  light 
supper,  and  that  her  digestion  is  in 
good  order.  It  is  always  important 
to  look  into  this  matter  in  cases  of 
nocturnal  enuresis.  No  child  with 
this  affection  should  be  allowed  a 
hearty  meal  at  night.  In  fact,  it  is  a 
poor  plan  for  any  child,  sick  or  well. 


We  cannot  expect  to  cure  the  disease 
as  long  as  digestive  disturbances  ex- 
ist. As  I  have  already  intimated  an 
improper  diet  may  so  alter  the  state 
of  the  urine  that  enuresis  is  produced, 
even  though  no  other  symptoms  of 
indigestion  appear.  I  shall  see,  there- 
fore, that  this  little  girl  gets  a  liberal 
diet,  but  one  which  is  strictly  whole- 
some; and  she  shall  have  only  a  very 
light  meal  at  6  o'clock  in  the  evening 
Children  wet  the  bed  usually  only 
once  in  the  night,  during  the  earlier 
hours  of  sleep.  Care  must  be  taken, 
therefore,  not  to  allow  much  fluid  to 
be  imbibed  during,  the  evening  in 
order  that  the  bladder  may  not  soon 
become  full,  and  the  mother  should 
be  instructed  to  take  the  child  up 
and  place  it  upon  the  chamber  shortly 
before  the  hour  at  which  she  finds 
the  urine  is  generally  voided.  I  have 
asked  the  mother  of  our  patient  to 
attend  to  this,  but,  unfortunately, 
although  she  has  tried  to  do  so,  the 
child  wets  the  bed  so  often  and  at 
such  irregular  intervals  that  it  seems 
almost  impossible  to  follow  any  pre- 
cautions in  the  matter.  We  will  ask 
her,  nevertheless,  to  continue  to  do 
all  she  possibly  can  in  this  direction, 
as  it  is  a  very  important  means  of 
treatment.  We  will  try  also  to  have 
the  child  to  evacuate  her  bowels  in 
the  evening  fnstead  of  in  the  morning ; 
but  this,  I  find,  is  already  quite  a 
habit  with  her.  You  see,  gentlemen, 
that  we  evidently  have  to  do  with  a 
difficult  case.  The  mother  must  take 
care  that  the  little  girl  is  not  heavily 
covered  at  night,  and  it  is  well  also 
to  see  that  she  does  not  sleep  too 
much  upon  her  back.  To  accomplish 
this  a  band  may  be  tied  around  the 
waist  with  a  large  button  or  a  spool 
fastened  to  it  in  such  a  way  that  it 
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presses  upon  the  lumbar  spine  so 
soon  as  the  dorsal  position  is  assmed. 
As  a  result  the  child  at  once  wakes  or 
turns  again  upon  the  side.  It  is  the 
well-known  method,  in  fact,  which  is 
frequently  found  of  service  in  the 
seminal  emissions  of  young  men.  By 
keeping  the  child  on  the  side  while 
asleep  the  urine  is  prevented  from  at 
once  settling  upon  the  neck  of  the 
bladder.  To  accomplish  the  same 
end  it  has  been  recommended  to  ele- 
vate the  foot  of  the  bed,  and  very 
good  results  have  been  attained  in 
this  way. 

Should  the  examination  of  the  urine 
in  this  case  show  it  to  be  highly  acid 
I  shall  order  the  administration  of 
alkalies,  such  as  the  citrate  of  potash 
or  phosphate  or  carbonate  of  soda, 
and  I  shall  cut  down  the  amount  of 
-nitrogenous  food  taken.  Should  I 
find  any  evidence  of  cystitis,  direct 
local  treatment  of  the  interior  of  the 
bladder  may  eventually  be  needed. 
Should  I  discover  a  vaginal  catarrh 
we  must  do  our  best  to  cure  it ;  though 
this  is  often  a  difficult  matter.  For 
the  same  reason  it  is  important  to  re- 
move any  reflex  irritation  about  the 
penis  in  boys,  using  circumcision  or 
some  less  radical  measure. 

Of  all  drugs  recommended  for  enu- 
resis probably  the  most  efficient  is 
belladonna  or  its  alkaloid  atropia. 
The  great  secret  in  its  administration 
is  to  give  sufficient  of  it,  and  a  large 
proportion  of  the  failures  with  it  are 
simply  due  to  this  neglect.  Children 
bear  belladonna  wonderfully  well,  and 
can  usually  take  much  larger  doses 
than  can  adults.  Begin  with  small 
amounts  and  steadily  and  rapidly  in- 
crease until  evidences  of  its  physio- 
logical action  appear.  I  shall  cer- 
tainly give  it  a  thorough  trial  in  this 


case,  starting  with  five  minims  of  the 
tincture  three  times  a  day.  How 
much  she  can  take  eventually  can 
only  be  determined  by  trial.  It  is 
well  to  bear  in  mind  that  the  tinctures 
vary  much  in  strength,  and  that  with 
a  new  bottle  from  a  different  phar- 
macy a  somewhat  smaller  dose  had 
better  be  given  at  first.  For  this 
reason  it  is  sometimes  of  advantage 
to  use  a  solution  of  atropia,  or  the 
normal  liquid  of  belladonna  which 
contains  a  uniform  amount  of  atropia. 
According  to  analysis  belladonna  cer- 
tainly acts  as  a  sedative  to  the  blad- 
der, and  may  at  the  same  time  stimu- 
late the  contraction  of  the  sphincter. 
Another  drug  of  great  value,  particu- 
larly in  enuresis  diurna,  is  strychnia. 
Sometimes  in  bad  cases  it  is  well  to  in- 
ject it  hypodermically  into  the  region 
of  the  pelvis.  It  should  be  given  in 
gradually  increasing  doses  until  a 
slight  tendency  to  twitching  is  de- 
veloped. Bromide  of  potash,  ergot, 
canabis  indica,  asafoetida,  rhus  toxi- 
codendron, rhus  aromatica,  cantharis, 
hops,  antipyrine  have  all  been  used 
with  good  results  in  some  cases. 

When  treatment  by  drugs  fails  we 
still  have  a  valuable  remedy  in  elec- 
tricity. Either  the  galvanic  or  the 
Faradic  current  may  be  used,  good 
results  being  obtained  with  each  one. 
One  electrode  may  be  applied  over 
the  sacrum  or  in  the  rectum,  and  the 
other  on  the  perineum  or  above  the 
pubis.  A  very  slender  electrode  may 
be  introduced  into  the  vagina  with- 
out damage  to  the  hymen.  It  has 
also  been  recommended  to  introduce 
an  electrode  into  the  urethra  or  blad- 
der, but  this  is  not  altogether  with- 
out risk  of  inducing  inflammation. 
We  shall  make  use  of  the  electric 
current  in  this  case  if  we  fail  with 
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belladonna  and  strychnia.  Certain 
other  therapeutic  measures  may  be 
employed.  Cold  sponging  of  the 
perineum  is  often  of  advantage.  Blis- 
tering of  the  nape  of  the  neck,  as  high 
up  as  possible,  has  been  reported 
favorably.  It  was  employed  on  the 
ground  that  the  higher  centres  con- 
trolling urination  are  situated  in  the 
medulla,  and  that  it  was  these  which 
are  probably  at  fault  in  enuresis. 
Cauterization  of  the  neck  of  the  blad- 
der with  a  dilute  solution  of  nitrate 
of  silver  has'  been  recommended. 
This  is,  however,  painful  and  necessi- 
tates a  previous  application  of  cocaine 
or  even  the  administration  of  an  an- 
aesthetic. It  should  certainly  be  re- 
served for  the  most  obstinate  cases 
in  which  a  thorough  trial  of  other 
measures  has  failed.  So  also,  I  think, 
should  the  forcible  dilatation  of  the 
urethra  in  girls,  which  is  often  a  very 
effective  plan  of  treatment.  Dilata- 
tion with  sounds,  gradually  increasing 
in  size,  may  be  employed  in  boys. 
I  shall  not  advise  dilatation  here 
until  after  the  battery  has  proved 
of  no  service.  In  some  cases  the 
bladder  has  become  so  contracted 
that  it  is  advisable  to  use  gradual 
distension  with  injections  of  warm 
wkter,  continuing  this  treatment  for 
a  number  of  weeks.  It  is  a  proce- 
dure, however,  which  must  be  carried 
on  with  a  great  deal  of  care. 

Finally,  I  wish  to  say  a  few  words 
about  the  subject  of  punishment.  Set 
your  faces  most  earnestly  against  it. 
I  can  assure  you,  you  will  need  do 
this,  for  even  before  you  are  con- 
sulted it  is  probable  that  severe  and 
often  cruel  punishment  has  already 
been  tried  by  the  parents.  I  remem- 
ber one  instance  which  came  under 
my  observation,  where  the  cries  of  a 


little  girl,  cruelly  beaten  by  her  father, 
were  so  great  that  the  matter  became 
the  talk  of  the  neighborhood.  Cases, 
too,  have  occurred;  and  one  came 
under  my  notice,  in  which  the  fear  of 
the  repeated  whippings  has  led  a  boy 
to  tie  a  string  around  the  penis  at 
night,  in  the  effort  to  check  the  pas- 
sage of  urine  and  thus  avoid  the  beat- 
ing, and  severe  damage  to  the  organ 
has  been  known  to  follow.  The  pa- 
rents may  reason  kindly  with  the 
child,  trying  to  make  it  feel  that  the 
habit  is  a  disgraceful  one,  in  the  hope 
that  they  may  thus  arouse  it  to  exert 
all  its  will  power;  but  punish,  never. 
Punishment  gradually  renders  the 
child  cowardly  and  removes  its  sense 
of  honor  and  self-respect.  It  is  wrong 
to  argue  that  a  child  wets  the  bed 
because  it  is  of  filthy  habits,  or  too 
lazy  to  get  up,  or  the  like,  for  you 
will  often  find  evinced  the  most 
earnest  desire  on  the  part  of  the  pa- 
tient to  get  well,  and  that  the  nightly 
wetting  is  a  cause  of  intense  mortifi- 
cation. You  must  carefully  explain 
to  the  parents  that  enuresis  is  a  dis- 
ease and  not  a  habit  and  is  entirely 
beyond  the  patient's  control. 

There  is  only  one  exception  to  the 
rule  which  I  have  laid  down  about 
punishment.  Children  are  wonderful 
imitators,  and  I  have  seen  instances 
where  the  presence  of  one  or  two 
cases  of  nocturnal  incontinence  in  an 
institution  appears  to  have  been  the 
starting  point  for  a  regular  epidemic 
of  the  disease.  In  many  of  these  in- 
stances it  would  appear  to  be  an  ac- 
quired habit,  meant  to  attract  atten- 
tion, or  due  to  a  lack  of  a  proper  re- 
gard for  cleanliness.  In  such  cases 
•punishment  may  be  threatened  and 
even  applied,  but. this  must  be  most 
judiciously  done,  and  it   must  never 
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be  persisted  in.  Even  here  it  is  very 
easy  to  make  a  mistake  and  punish  a 
guiltless  child.  It  is  particularly  in 
such   instances   as    these   that    hyp- 


notism with  suggestion  may  be  ex- 
pected to  be  of  avail,  and  cases  have 
been  reported  in  which  it  has  been  of 
great  service. 


EDITORIAL. 


Hyperpyrexia  in  Scarlet  Fever. 


Scarlet  fever  is  chiefly  to  be 
feared  on  account  of  the  complica- 
tions which  so  often  arise  earlier  or 
later  in  its  course.  Of  these  we  shall 
not  treat  here,  nor  shall  we  dwell  upon 
the  so-called  malignant  forms  of  scar- 
let fever  which  bear  the  names  of  the 
toxic,  the  haemorrhagic  and  the  angi- 
nose  form  respectively. 

When  in  a  case  of  scarlet  fever, 
which  up  to  that  time  has  been  fol- 
lowing the  ordinary  course,  the  tem- 
perature after  becoming  nearly  or 
quite  normal,  suddenly  rises  again, 
we  are  taught  in  all  the  text-books  to 
look  for  the  development  of  one  or 
more  of  the  ordinary  complications, 
such  as  angina,  otitis,  nephritis,  in- 
flammation of  the  cervical  glands  or 
pleurisy.  This  recommendation,  sound 
as  it  is,  and  which  if  acted  upon  in 
the  majority  of  cases  makes  things 
perfectly  clear  to  us,  will  occasionally 
be  found  insufficient.  In  the  toxic 
forms  of  scarlet  fever  the  disease  be- 
gins with  fever  which  may  in  a  few 
hours  reach  108°  or  more,  and  death 
may  result  from  the  intensity  of  the 
poison.  -But  in  the  rare  cases  of 
which  we  are  speaking,  after  the  dis- 
appearance of  the  rash  and  after  the 
temperature  has  begun  to  decline  the 
fever  may  return,  and  even  attain  a 


very  high  degree  ;  at  the  same  time  it 
may  be  accompanied  by  the  gravest 
symptoms,  implicating  more  espe- 
cially the  nervous  system,  without 
there  being  a  possibility  of  detecting 
any  complication  whatever. 

Thomas  (in  Ziemssen  s  Handbuch 
dei  spec.  PatJi.  U7id  Therapie)  was  one 
of  the  first  to  describe  the  secondary 
fever.  He  distinguishes  several  kinds, 
of  which  one  of  the  most  remarkable 
takes  on  all  the  appearances  of  typh- 
oid fever.  He  insists  upon  the  ab- 
sence of  all  localized  lesions  which 
could  produce  a  fever  of  so  high  a 
grade  and  of  such  long  duration. 
Gumprecht  gives  an  analysis  of  thir- 
teen such  cases.  The  fever  ranged 
between  102°  and  104°  and  lasted  from 
several  days  to  two  weeks. 

Bouveret,  in  the  Revue  de  Mediciney 
April,  1892,  reports  three  cases  which 
differ  in  many  respects  from  those  of 
the  two  authors  above  mentioned.  In 
his  cases  the  fever  was  not  one  of  102°- 
104°,  lasting  a  few  days  and  ending 
spontaneously  in  recovery;  on  the 
contrary,  the  temperature  at  about 
the  tenth  day  (when  the  eruption  had 
disappeared  and  the  fever  was  going 
down)  suddenly  arose  rapidly  to  106° 
or  even  higher.  It  was  a  veritable 
hyperpyrexia,  rapidly  developing  and 
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intense,  accompanied  by  most  marked 
nervous  symptoms,  so  that  the  patient 
presented  the  picture  of  one  suffer- 
ing from  cerebral  rheumatism.  It  is 
worthy  of  remark  that  in  all  of  the 
three  cases  which  he  reports  the  ele- 
vation of  the  temperature  came  on 
about  the  same  time,  viz.,  from  about 
the  eighth  to  the  tenth  day.  It  is 
needless  to  say  that  we  are  not  deal- 
ing with  those  transient  elevations  of 
temperature  which  so  frequently  are 
seen  in  the  defervescence  of  many 
fevers,  more  especially  typhoid,  and 
for  which  there  is  no  demonstrable 
cause.  In  the  cases  of  which  we  are 
speaking  the  temperature  curve  can 
go  as  high  as  io8°,  and  this  violent 
hyperpyrexia  may  be  accompanied  by 
nervous  symptoms  of  ever  increasing 
gravity,  headache,  delirium,  somno- 
lence and  coma.  Life  is  in  danger 
from  hour  to  hour. 

Gumprecht  attributed  the  condition 
to  a  secondary  general  blood  infection 
caused  by  streptococci  coming  from 
the  tonsils,  although  these  glands  pre- 
sented no  lesions  such  as  we  are  ac- 
customed to  call  diphtheritic,  and  no 
signs  of  deep  inflammation.  .Bouve- 
ret  thinks  that  the  symptoms  are  to 
be  explained  by  a  super-excitation  of 
the  heat  centres.  He  supposes  that 
such  irritation  is  brought  about  by  the 
action  of  poisons  coming  not  only 
from  the  supposed  germs  of  scarlet 
fever  but  from  those  micro-oro:anisms 


upon  which  secondary  infections  or- 
dinarily depend.  Clinically  (as  he 
holds)  the  cases  are  analogous  to  those 
of  cerebral  rheumatism.  Here  we 
have  the  same  elevation  of  tempera- 
ture, the  same  nervous  symptoms  and 
the  same  imminent  danger  to  life,  for 
whatever  the  primary  disease  may  be 
the  patient  cannot  long  support  a 
temperature  of  io8°  F.,  or  more.  It 
was  on  account  of  this  analogy  that 
Bouveret  decided  to  withhold  all  anti- 
pyertic  drugs  and  to  treat  his  patients 
with  cold  baths,  which,  in  the  three 
cases  which  he  reports,  acted  admi- 
rably. It  is  to  be  noted  that  in  cases 
of  toxic  scarlet  fever,  where  the  hyper- 
pyrexia came  on  in  the  very  begin- 
ning of  the  disease,  cold  baths  seemed 
to  have  very  little  influence  upon  the 
temperature;  here,  on  the  contrary, 
they  were  followed  by  considerable 
falls,  just  as  is  often  seen  in  cases  of 
typoid  fever.  Where  in  private  prac- 
tice the  cold  bath  cannot  be  used,  we 
must  rely  upon  the  cold  pack  or  spong- 
ing, or  at  times  a  warm  bath  gradually 
cooled  down  may  be  employed.  The 
available  autopsies  in  this  connection 
are  few  in  number,  and  the  aetiology 
and  pathology  of  the  condition  are 
quite  obscure.  The  hypotheses  which 
have  been  put  forward  have  been  sub- 
stantiated, and  it  is  to  future  autop- 
sies, conducted  according  to  the  most 
modern  methods,  that  we  must  look 
for  the  solution  of  this  question. 
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New  York  Academy  of  Medicine — Section  in  Paediatrics. 


Dr.  Wm.  p.  Northrup,  Chairman. 
Meeting  of  November  10,  1892. 


Dr.  Henry  D.  Chapin  presented 
the  kidneys  of  two  infants.  The  first 
patient  was  four  months  of  age  and 
died  of  catarrhal  pneumonia.  At  the 
autopsy  large  crystals  of  uric  acid 
were  found  in  one  kidney,  in  the 
other  there  were  numerous  crystals 
of  uric  acid  and  a  calculus  the  size  of 
a  pea.  There  had  been  no  symptoms 
referable  to  the  kidneys  during  life. 
The  other  patient  was  seven  months 
of  age ;  she  had  been  admitted  to  the 
hospital  in  a  comatose  condition  and 
died  soon  after;  no  kidney  disease 
had  been  suspected.  Upon  autopsy 
pyonephrosis  was  observed.  The 
calyx  was  distended  and  there  was 
evidence  of  chronic  nephritis,  there 
was  no  occlusion  discoverable  in  the 
whole  urinary  tract,  a  probe  being 
freely  admitted.  The  cause  was  un- 
certain. The  pelvis  of  the  kidney 
was  large  and  contained  no  calculus. 
The  speaker  said  that  he  had  before 
found  so  called  primary  nephritis  upon 
autopsy  when  it  had  not  been  sus- 
pected before  death.  There  is  often 
slight  nephritis  with  pneunonia  which 
may  be  due  to  lack  of  oxygen,  pre- 
venting the  complete  assimilation  of 
food.  This  may  result  in  the  produc- 
tion of  uric  acid  in  sufficient  quanti- 
ties to  produce  a  nephritis.  It  had 
been  a  question  in  his  mind  whether 
the  drawing  of  urine  with  the  cathe- 
ter for   examination    should   not    be 


more  frequently  practiced.  There  is 
no  doubt  that  we  sometimes  overlook 
nephritis  in  young  children. 

The  Chairman  referred  to  a  case 
recently  presented  at  the  Pathologi- 
cal Society  by  Dr.  J.  Lewis  Smith  in 
which  the  question  as  to  diagnosis 
and  cause  of  death  had  been  raised. 

Dr.  Smith  said  that  this  patient 
was  two  years  of  age.  She  had  been 
taken  suddenly  ill  with  convulsions  ; 
pneumonia  was  detected  on  the  fol- 
lowing day  and  the  child  soon  died 
comatose.  The  urine  on  the  first  day 
was  perfectly  normal ;  on  the  second 
day  albumin  was  detected  and  hyaline 
casts.  The  autopsy  had  shown  kid- 
ney lesions,  but  they  appeared  too  old 
to  account  for  these  sudden  symp- 
toms. 

Dr.  Jacobi  believed  that  in  Dr. 
Chapin's  first  case  the  nephritis  was 
simply  a  complication  and  not  the  re- 
sult of  the  pneumonia.  The  presence 
of  uric  acid  and  the  stone  in  one  kid- 
ney was  sufficient  to  account  for  the 
nephritis.  It  must  have  been  an  old 
process.  The  presence  of  uric  acid 
infarctions  in  new-born  infants  is  very 
common.  In  this  case  they  had  prob- 
ably not  disappeared  as  in  the  normal 
condition. 

The  subject  for  discussion  for  the 
evening  was  Adenoid  Growths  of  the 
Pharynx  in  Children. 

Dr.    F.    H.    Bosworth     said    that 


i86 


SOCIETY  PROCEEDINGS. 


attention  was  first  directed  to  this 
important  subject  by  W.  Meyer  thir- 
teen years  ago.  Although  the  first 
to  write  he  left  practically  nothing 
more  to  be  said.  In  one  respect  only 
has  criticism  to  be  made  upon  his 
work.  He  failed  to  detect  the  true 
pathological  character  of  the  growth 
as  adenoid  tissue.  One  great  error  is 
made  in  the  management  of  these 
cases.  This  is  the  supposition  that  it 
is  simply  a  local  disorder  of  the  throat ; 
it  is  in  fact  a  general  disease  with 
marked  local  manifestations.  Be- 
tween sixty  and  seventy  per  cent,  of 
all  catarrh  in  children  is  due  to  ade- 
noids ;  hypertrophic  rhinitis  does  not 
occur  in  early  life.  Deviated  septum 
is  also  far  less  common  than  in  adults. 
The  most  important  symptom  is 
interference  with  respiration.  The 
impairment  of  the  hearing  by  occlusion 
of  the  eustachian  tube  is  also  an  ele- 
ment of  danger.  But  five  per  cent,  of 
children  with  marked  adenoid  growths 
entirely  escape  with  hearing  unim- 
paired. Swinburn  reports  that  forty 
cases  in  176  cases,  of  deafness  were 
due  to  adenoids.  The  disease  causes 
a  characteristic  look  which  is  quickly 
recognized.  There  is  a  tendency  to 
broadening  of  the  nose,  with  the 
mouth  partly  open  and  a  half  stupid 
look;  the  voice  loses  its  resonance 
and  has  been  described  as  a  dead yo\cq. 
One  very  simple  and  effective  test 
may  be  made.  If  the  vaseline  spray 
is  thrown  into  the  healthy  nostril  it 
appears  upon  the  other  side.  If  the 
vault  of  the  pharynx  be  occluded  by 
adenoids,  the  spray  does  not  return. 
This  is  a  simple,  harmless  and  very 
certain  test.  It  has  been  proposed  to 
use  the  nasal  douche  in  the  same  man- 
ner. This  is  a  sure  test  but  not  harm- 
ess.     It  may  cause  serious  damage. 


The  rhinescope  cannot  be  used  readily 
under  six  years. 

The  existence  of  this  condition 
shows  a  certain  constitutional  ten- 
dency hard  to  describe  definitely;  it 
is  but  one  step  removed  from  scrofula. 
It  is  marked  by  a  marked  tendency  to 
hypertrophies  with  glandular  and  ade- 
noid tissues.  The  throat  shows  this 
growth  first.  The  faucial  tonsils  are 
in, close  sympathy  with  these  growths 
in  the  pharynx,  sometimes  known  as 
pharyngeal  tonsil.  If  either  one  is  en- 
larged, the  other  one  is  sure  to  be  to  a 
certain  degree  at  least.  Enlargement 
of  either  shows  the  constitutional  ten- 
dency already  referred  to ;  hence, 
our  whole  duty  is  not  fulfilled  by  an 
operation.  The  constitutional  ten- 
dency should  also  receive  our  atten- 
tion. One  preparation  is  especially 
indicated— the  syrup  of  the  iodide  of 
iron.  The  dose  usually  prescribed  is 
too  small.  A  child  from  three  to  five 
years  may  take  safely  and  with  the 
greatest  advantage  from  one-half  to 
one  teaspoonful  three  times  a  day. 
This  treatment  should  be  continued 
for  at  least  three  months  after  the 
operation,  to  remove  the  constitu- 
tional tendency. 

The  question  arises,  can  we  avoid 
operation  in  young  children  for  this 
affection  1  It  is  entirely  possible  if 
the  growths  are  not  of  long  standing 
and  are  soft.  They  sometimes  en- 
tirely disappear  under  the  iodide  of 
iron  treatment,  but  this  cannot  always 
be  accomplished. 

Operation  when  performed  should 
be  thorough.  Hooper,  of  Boston,  has 
laid  especial  stress  upon  this  point. 
The  finger  nail  can  rarely  do  the 
operation  with  sufficient  thorough- 
ness. Forceps,  the  speaker  believes, 
do  not  do  the  work  sufficiently  thor- 
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oughly  and  compel  one  to  work  in 
the  dark.  The  curette  is  generally 
considered  a  better  instrument  than 
the  forceps,  and  with  this  the  speaker 
agreed.  The  growths,  he  believes,  are 
not  pendent  but  spring  from  the  pos- 
terior wall  of  the  pharynx.  The 
speaker's  modification  of  the  Jarvis 
snare,  with  No.  8  wire,  thoroughly 
removes  the  growths  without  harm  to 
other  tissues,  and  without  haemor- 
rhage. An  anaesthetic  is  not  always 
required.  Sometimes  it  is  possible 
to  administer  chloroform,  but  com- 
plete relaxation  is  not  required. 

Dr.  W.  H.  Park  discussed  the 
pathology  of  the  subject,  illustrating 
his  remarks  with  plates,  microscopic 
slides,  and  anatomical  preparations. 
The-  normal  tissue  of  the  vault  of  the 
pharynx  is  rich  in  lymphatic  tissue. 
There  is  sometimes  a  marked  thick- 
ening of  the  whole  surface  with  no 
actual  tumor.  In  other  cases  the 
mass  appeared  like  a  normal  tonsil. 
They  vary  greatly  in  size  and  consis- 
tency, being  as  a  rule  soft  in  children. 
They  consist  of  a  reticulated  tissue 
springing  from  a  fibrous  base.  The 
cells  lie  thickly  packed  in  this  reticu- 
lum. Epithelum  is  of  the  ciliated 
variety.  The  tissue  contains  no  mu- 
cous glands  whatever.  These  growths 
can  hardly  be  called  pathological,  as 
regards  their  character;  they  are  sim- 
ply hypertrophies  of  the  normal  lym- 
phatic elements  of  the  membrane. 
They  cause  trouble  in  two  ways— by 
interference  with  respiration  and  by 
closure  of  the  Eustachian  tubes. 

Dr.  F.  E.  Miller  reviewed  the 
subject  of  surgical  treatment  with  the 
subsequent  management.  He  did  not 
approve  of  the  forceps  as  they  do  not 
remove  all  of  the  diseased  tissue  and 
operation  when  they  are  used  is  slow 


and  tedious.  The  snare  is  somewhat 
difficult  of  operation,  men  not  accus- 
tomed to  its  use  have  found  difficulty 
in  removing  any  tissue  ;  if  growth  is 
diffused,  it  does  not  remove  it  with 
any  degree  of  thoroughness.  The 
curette  is  the  most  valuable  instru- 
ment, and  Gottstein's  curette  is  by  all 
means  the  best  yet  devised.  With  it 
the  operation  is  quickly  performed,  an 
item  of  very  great  importance.  The 
hypertrophied  tissue  is  readily  brought 
forward  after  removal,  and  need  cause 
no  strangling  or  choking.  When  very 
sharp  it  may  cut  smoothly  the  base  of 
the  growth,  leaving  the  mass  in  the 
vault  of  the  pharynx,  but  it  is  readily 
removed  by  the  patient's  "own  efforts. 
Bleeding  is  not  dangerous  and  is  not 
long  continued.  Constitutional  treat- 
ment is  important,  and  should  be  con- 
tinued for  several  months  after  the 
operation. 

Dr.  J.  P.  McEvoy  reported  meth- 
ods of  treatment  approved  abroad, 
especially  in  Schmitzler's  Clinic  at 
Vienna,  where  he  was  long  a  student. 
Methods  do  not  differ  materially  from 
methods  employed  in  this  country. 
The  curette  is  almost  universally  em- 
ployed, forceps  have  some  advocates, 
and  the  snare  others.  Gottstein's 
curette  is  coming  into  almost  universal 
use,  and  is  regarded  as  a  safe  instru- 
ment, enabling  the  surgeon  to  operate 
rapidly  and  very  effectively. 

The  Chairman  inquired  regarding 
the  operative  treatment  when  the 
growth  is  diffused. 

Dr.  Bosworth  replied  that  he  had 
found  no  difficulty  in  removing  such 
growths  with  the  snare. 

Dr.  Beverly  Robson  agreed  with 
the  view  that  the  disease  is  constitu- 
tional, but  thought  that  the  idea  was 
not  a  new  one;  preceding  the  introduc- 
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tion  of  Gottstein's  curette,  operation 
was  unsatisfactory.  By  the  use  of 
that  instrument,  the  speaker  believes, 
removal  may  be  quickly  and  thor- 
oughly effected.  Many  of  these 
growths  may  be  satisfactorily  removed 
with  the  nail,  at  least  the  children  will 
be  relieved  of  their  symptoms.  He 
does  not  believe  these  growths  cause 
as  much  trouble  as  would  be  supposed 
from  reports  that  had  been  made  in 
recent  years.  Deafness,  in  his  opin- 
ion, has  not  been  common  as  a  result 
of  their  presence.  If  the  growths 
are  not  large  and  the  case  is  not  a 
severe  one,  very  thorough  operation  is 
not  demanded. 

Dr.  Goodwillie  said  that  this  ope- 
ration should  be  undertaken  with  great 
care ;  it  is  rather  a  serious  matter. 
If  the  growth  is  pedunculated,  it  may 
be  removed  by  the  nail,  provided  it  is 
long  and  sharp.  He  winds  the  child 
in  a  sheet,  places  him  upon  his  oper- 
ating chair  with  his  head  held  well 
over  upon  his  own  knees.  A  gag  is 
inserted ;  the  finger  of  his  left  hand 
is  used  as  a  hook ;  and  the  mass  is  re- 
moved little  by  little  with  small  for- 
ceps. A  loop  may  be  passed  through 
the  nose  back  of  the  palate  and  guided 
by  the  finger.  An  anaesthetic  should 
usually  be  employed.  The  use  of  a 
finger  as  a  director  is  very  important, 
for  in  that  way  the  operator  is  able 
to  guide  his  movements  with  great 
certainty. 

Dr.  Park  reported  a  case  of  fatal 
haemorrhage,  in  which  the  operation 
had  been  performed  by  the  curette. 
The  mother  was  instructed  to  watch 
the  child  occasionally  for  kcBmorrhage, 
but  failed  to  do  so.  The  following 
morning  a  fatal  haemorrhage  was 
found  to  have  taken  place  during  the 
night. 


Dr.  ¥.  A.  Castle  also  agreed  with 
the  idea  that  the  disease  is  constitu- 
tional. He  commended  chloride  of 
calcium  as  a  drug  of  considerable 
value  when  there  is  a  tendency  to- 
overgrowth  of  adenoid  tissue.  In 
obstinate  cases  favorable  results 
sometimes  follow  its  use  when  the 
syrup  of  iron  has  lost  its  effect. 

The  Chairman  inquired  whether 
the  patients  ever  outgrow  this  con- 
dition. 

Dr.  Bosworth  replied  that  it  is 
doubtful  if  these  growths  atrophy 
materially  and  a  large  tonsil  never 
disappears.  It  is  doubtful  whether 
an  adenoid  does.  They  remain  as 
diseased  tissue,  but  may  shrink  some- 
what and  become  hard  and  fibrous. 
As  regards  treatment  it  is  dangerous- 
to  use  a  knife  where  we  cannot  see 
and  where  we  are  unable  to  tie  ar- 
teries. He  never  cuts  a  tonsil  after 
eighteen,  for  fatal  haemorrhage  has 
sometimes  followed  a  cutting  opera- 
tion in  adults.  No  death  has  been 
recorded  from  haemorrhage  in  a  child. 

Dr.  Goodwillie  said  that  the  first 
few  seconds  are  very  important 
when  there  is  haemorrhage.  Pres- 
sure immediately  applied  frequently 
checks  it  effectively.  Hence  the  ad- 
vantage of  operating  with  the  finger 
at  the  back  of  the  throat.  The  ad- 
vantage of  nitrous  oxide  gas  was  re- 
ferred to  for  such  operations  by  one 
speaker,  who  takes  his  patients  to  a 
dentist  where  gas  is  administered  be- 
fore operating. 

Dr.  Northrup  spoke  from  the 
standpoint  of  the  general  practitioner 
with  a  bias  toward  childen's  ailment. 
It  was  his  practice  in  chronic  otor- 
rhoea  to  investigate  the  condition  of 
the  pharynx.  In  young  children  he 
gets  a  spool  between  the  teeth,  hold- 
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ing  it  with  the  hand,  the  arm  of  that 
hand  holding  the  head  of  the  child 
firmly  against  his  side,  while  with  the 
index-finger  of  the  other  hand  he  digs 
.away  the  spongy  growth  in  the  vault, 
which  is  usually  quite  soft  in  children. 
His  results  have  been  so  satisfactory, 
it  has  surprised  him  that  the  experts 
had  not  approved  the  method.  One 
f  iels  out  the  diagnosis,  digs  out  the 
growth,  satisfies  himself  of  the  result 
by  means  of  an  intelligent  instrument, 
the  finger.  Drainage  is  good,  the 
pain  is  little,  apprehension  is  avoided. 
He  agrees  with  a  remark  of  Dr.  Bos- 
worth  that  protruding  tonsils  when 
not  actually  inflamed  should  be  re- 
moved as  completely  as  possible. 
They  are  links  of  a  lymphatic  chain, 
which,  when  removed,  often  destroy 
the  entire  chain.  He  cited  the  case 
of  a  boy  who  was  left  by  scarlet  fever 
with  enlarged  faucial  and  pharyngeal 
tonsils.  The  three  were  removed 
with  complete  relief  of  all  bad  symp- 
toms. Upon  this  he  contracted 
measles,  followed  by  pneumonia  of 
both  sides,  and  came  very  near  dying. 
The  speaker  felt  sure  that  the  slight- 
est embarrassment  of  respiration,  such 
as  the  presence  of  the  enlarged  tonsils 
would  have  occasioned,  would  cer- 
tainly have  caused  death. 

An  opportunity  to  watch  the  effect 
of  scarlet  fever  upon  the  tonsil  was 
afforded  the  speaker  as  follows :  from 


a  child  of  six  years  both  faucil  tonsils 
were  removed,  the  left  completely, 
the  right  incompletely.  A  quick 
movement  of  the  child  caused  the 
guillotine  to  remove  all  the  tonsil 
except  the  anterior  lip.  This  stood 
out  to  nearly  its  original  height. 
Five  days  later  the  child  developed 
scarlet  fever.  The  interest  of  the 
case  was  solely  the  behavior  of  the 
process  of  tonsillar  tissue.  The  left 
side  was  not  swollen,  there  being 
almost  no  tonsil  to  be  effected.  The 
posterior  portion  of  the  right  was 
swollen,  the  stump  of  the  tonsil  being 
somewhat  thicker;  but  the  surviving 
process  stood  out  into  the  pharynx, 
was  red,  granular  and  angry.  Even 
after  the  remaining  portion  of  the 
fauces  was  pale  and  normal  this 
nipple  of  tissue  was  prominent  and 
so  continued  for  weeks  and  required 
treatment.  Here  was  an  excellent 
demonstration  of  what  a  tonsil  was 
prepared  to  do  in  a  scarlet  fever  pa- 
tient, and  upon  the  other  side  was  a 
control  experiment  in  the  same  pa- 
tient of  the  advantages  of  absence  of 
tonsil. 

The  speaker  hoped  that  this  meet- 
ing would  enable  the  paediatrician  to 
have  more  clearly  in  mind  the  great 
good  he  may  do  these  deaf,  stupid, 
mouth-breathers  by  restoring  their 
mental  brightness  as  well  as  their 
hearing. 
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Tuberculosis  of  the  Larynx  in  Children. 


Plicque  {Anftales  des  Maladise  de 
r Oreille,  April,  1892)  has  called  atten- 
tion to  the  few  reported  cases,  and  re- 
fers to  Rheindorff' s  memoir  (Jahr- 
buch  fur  Kinderheilkunde,  1 891,  Vol. 
xxxiii)  where  only  twenty  cases  could 
be  collected  from  the  whole  literature. 
Pathological  investigations  show  a 
greater  frequency.  This  is  probably 
due  to  the  laryngeal  condition  being 
a  minor  epiphenomenon  added  to  the 
general  tuberculosis.  In  adults,  how- 
ever, it  may  be  the  chief  or  only  man- 
ifestation of  the  disease.  The  tuber- 
culous  disease  is  usually  far  advanced 
before  the  symptoms  present  them- 
selves. Hoarseness  is  common  in  all 
cases.  Pain  is  rarer.  Painful  dys- 
phagia has  not  been  recorded.  The 
cough  is  not  characteristic.  Dyspnoea 
is  of  the  rarest  occurrence.  On  ex- 
amination with  the  laryngoscope  the 
mucous  membrane  is  found  to  be  red. 


injected,  striated,  with  prominent  ves- 
icles, or  dotted  with  red  patches ;  the 
vocal  cords  may  be  covered  with  muco^ 
pus,  swollen,  eroded.  The  muscles  of 
the  larynx  act  feebly.  The  ulcers  are 
punched  out,  rounded,  and  pale.  A 
vegetative  type  is  described  from 
pathological  observation  as  occurring,, 
but  very  rarely.  .  The  diagnosis  from 
hereditary  syphilis  or  its  combination 
with  tubercle  is  difficult.  Lupus  dif- 
fers in  its  greater  rarity,  its  slower 
course,  and  different  general  state. 
The  prognosis  is  of  speedy  fatality 
from  the  advanced  state  of  genera? 
tuberculosis  which  it  implies  in  chil- 
dren. Barthez  and  Saune  recommend 
curettage,  galvano-cauterization,  lac- 
tic acid  applications  and  insufflation 
of  iodoform  if  the  patient  is  not  too 
exhausted,  in  which  case  local  treat- 
treatment  maybe  limited  to  occasional 
application  of  cocaine. 


Craniectomy. 


Bourne viLLE  {Semaine  Medical, 
August  10,  1892)  at  the  Congress  of 
Mental  Science,  presented  a  number 
of  skulls  of  idiots,  which  showed  no 
trace  of  synostosis  or  of  premature 
ossification.  Several  skulls  were  shown 
on  which  craniectomy  had  been  per- 
formed, and  in  these  and  in  others 
the  sutures  had  not  united.  He  goes 
on  to  prove  that  Lannelongue's  theory 
of  microcephalus,  on  which  the  opera- 
tion of  craniectomy  was  based,  rests 


on  an  unsound  basis,  both  anatomically 
and  physiologically,  and  the  procedure 
should,  therefore,  be  abandoned.  The 
author  reports  never  having  seen  a 
case  of  complete  synostosis  in  an  idiot 
or  "backward"  child.  Rejis  also  re- 
ported a  dozen  cases  with  no  benefit  ta 
the  little  patients.  Death  occurred 
in  one  case.  Much  stress  is  laid  on 
hygienic  and  educational  measures  in 
treating  these  cases. 
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Concerning  the  Examination  of  Wet-Nurses  and  their  Milk. 


SzalIrdi  {Centralblatt fur  Gynakol- 
ogie.  No.  27,  1892)  considers  the  qual- 
ifications necessary  for  a  good  wet- 
nurse.  Beside  physical  health  and 
capability  for  work  in  the  nurse,  and 
the  constitutional  health  of  the  child, 
the  quantity  and  quality  of  the  milk 
is  of  especial  importance.  The  quan- 
tity of  milk  in  one  breast  after  two 
hours  rest  should  be  at  least  one 
ounce.  The  average  quantity  is  one 
and  two-third  ounces.  The  largest 
quantity  observed  was  two  and  two- 
third  ounces.  A  wet-nurse  who  after 
repeated  examination  falls  short  of 
one  ounce  is  inefficient. 

By  the  chemical  examination  of 
the  milk  from  twenty-six  wet-nurses 
Szalardi  found  the  following  composi- 
tion : 

Specific  gravity  (15°  C.j  1,03275. 
Fat,    ........      3.38  per  cent. 

Sugar,    .......      7.00        *' 

Albumen,  ....  1.83        " 

Ash 0.20        " 


The  percentage  of  sugar  and  albumen 
varies  but  little.  The  proportion  of 
fat  varies  greatly  (i  to  7  per  cent). 
For  weak  children  a  milk  with  small 
percentage  of  fat  is  to  be  selected. 
For  stronger  or  older  children  the 
milk  should  be  rich  in  fat. 

The  writer  finds  no  difference  be- 
tween the  quality  of  the  milk  from 
wet-nurses  who  but  a  short  time  be- 
fore have  given  birth  to  children  and 
those  whose  children  were  born  for 
months.  He  doubts  the  statements 
of  physicians  that  the  difference  in 
age  between  the  child  to  be  nursed 
and  that  of  the  wet-nurse  should  not 
be  more  than  a  few  weeks. 

In  practise  the  examination  of  milk 
is  best  made  with  the  Lactodensime- 
ter  for  determining  the  specific  grav- 
ity ;  Marchand's  Lactobutyrometer 
modified  by  Conrad  for  the  fat  per- 
centage; and  the  Table  of  Fleisch- 
mann  for  extractive  matters. 


Pernicious  Anaemia. 


Rev.  mens,  des  malad. 

EscHERicH  {Wei7i.  Klin.  IVoc/i., 
March  31,  1892),  has  reported  a  case 
of  pernicious  anaemia  in  a  child  aged 
four  years  and  two  months.  It  had 
always  been  pale  and  had  suffered 
from  otorrhoea,  and  had  had  at  one 
time  an  attack  of  haemorrhage.  The 
anaemia  increased  after  the  child  had 
been  vaccinated.  The  extreme  pale- 
ness of  the  skin  and  mucous  mem- 
brane was  remarkable.  There  was 
no  organic  affection,  or  hypertrophy 
of  the  spleen.  The  child  was  of  a 
nervous  temperament  and  had  attacks 


de  I'enfance,  March,  1892. 

of  tinnitus  aurium.  The  blood  showed 
a  reduction  of  red  blood  corpuscles 
below  a  million.  There  was  a  notable 
difference  in  the  dimensions  and  color- 
ation also.  The  white  blood  corpus- 
cles were  present  in  the  proportion  of 
seven  thousand  to  the  cubic  millime- 
tre. The  per  cent,  of  haemoglobin 
varied  from  ten  to  fifteen.  Transfu- 
sion of  blood  was  done  without  avail, 
and  the  usual  medication  was  em- 
ployed. The  post-mortem  on  the 
child  showed  the  characteristic  lesions 
of  pernicious  anaemia. 
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The  Cure  of  Cold  Abscess  by  Injection   of  Iodoform  Oil,  and  the 
Technique  of  the  Operation. 


Redard  {Gazette  Medical  de  Stras- 
bourg, September,  1892)  since  the  year 
1886  has  used  injections  of  iodoform 
oil  in  the  treatment  of  all  cold  ab- 
scesses, with  70  per  cent,  of  cures. 

At  first  solutions  of  iodoform  in 
ether  were  used,  but  owing  to  certain 
complications,  as  extreme  gaseous 
distention  of  the  sac,  sloughs,  con- 
secutive fistulae,  poisoning  and  re- 
lapses, its  use  was  discontinued.  The 
action  of  the  iodoform  when  injected 
into  a  tubercular  cavity  is  on  the 
tubercular  granulations,  the  original 
cause  of  the  disease,  and  not  on  the 
pus  or  the  tubercular  osseous  tissue. 
With  the  oil  inflammation  of  the  walls 
of  the  sac  and  intoxication  have  not 
been  observed.  The  cure  is  generally 
rapid,  averaging  two  or  three  months 
when  the  abscess  is  very  large  and 
communicates  with  bone. 


The  technique  of  the  operation  is 
as  follows  : 

A  thoroughly-sterilized  trocar  and 
canula  is  introduced  into  the  cavity 
and  the  pus  drawn  off.  The  cavity  is 
now  carefully  washed  out  with  the 
following  solution  : 

B.     Naphthol,  10  grms. 

Distilled  water,  qs.  ad.  100  c.c. 

Alcohol  90°,  5  grms. 

The  iodoform  oil  is  now  injected  : 

B.     Iodoform  oil,  10  grms. 

Sterilized  olive  oil,     qs.  ad.  100  c.c. 
The  injection  continued  until  there  is  a  re- 
turn flow. 

The  puncture  is  then  closed  with 
iodoform  collodion,  and  a  bandage 
with  moderate  compression  completes 
the  dressing.  From  two  to  three  in- 
jections are  generally  sufficient  for  a 
cure. 


Operative  Treatment  of  Potts's  Disease, 


Vincent  {Revue  de  Chirurgie, 
April,  1892)  advises  the  drainage  of 
abscesses  and  the  removal  of  diseased 
bone  in  cases  of  Potts'  disease.  The 
drainage  tube  is  to  be  passed  [j-form 
either  entirely  in  front  of  the  verte- 
brae or  directly  through  the  bodies. 

The  operation  is  carried  out  bv 
making  a  vertical  incision  on  each 
side  of  the  spinal  muscles,  joined  by 
two  others  drawn  horizontally  inward, 
converting  them  into  J-incisions  ;  one 
or   more   ribs    are   resected   to    o^ive 


access  to  the  front  of  the  vertebrae 
from  one  side  to  the  other,  and  the 
tube  drawn  through  under  its  guid- 
ance. A  curette  can  be  passed  through 
the  bodies  of  the  affected  vertebrae 
obliquely  forward  and  inward  until  it 
strikes  an  instrument  held  under  the 
periosteum  on  the  other  side.  The 
latter  method  is  employed  when  the 
bodies  of  the  vertebrae  are  broken 
down,  and  a  curved  drainage  tube  is 
drawn  through  the  bone. 

Two  successful  cases  are  reported. 
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A  Case  of  Pelvic  Haematocele  Treated  by  Abdominal 
Section  and  Gauze  Drainage.^ 


BY    EDWARD    P.  DAVIS,  M.D., 

PHILADELPHIA. 


The  patient,  aged  33,  was  a  woman  of 
Xjrerman  descent,  above  the  average 
stature  and  of  superior  physical  de- 
velopment. She  was  of  swarthy  com- 
plexion, and  her  general  health  uni- 
formly good.  As  regards  her  family 
history,  she  stated  that  her  mother 
was  operated  upon  by  the  senior 
Gross  for  ectopic  gestation,  that  she 
recovered,  but  suffered  from  irregular 
menstruation,  and  died  at  37  of  "con- 
sumption of  the  bowels,"  possibly 
tubercular  enteritis.  The  patient 
married  at  seventeen,  having  been 
in  good  health  previous  to  marriage, 
her  menstruation  regular  and  com- 
paratively painless.  A  year  after 
marriage  she  gave  birth  to  a  living 
child  at  term,  her  labor  having  been 
normal  and  her  convalescence  speedy. 
Two  months  after  the  birth  of  this 


1  Read  before  the  Obstetrical  Society  of  Philadelphia, 
December  i,  1892. 
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child  she  had  a  discharge  of  blood 
from  the  genital  tract,  which  persisted 
for  two  months.  She  gradually  grew 
better  of  this,  but  suffered  from  bear- 
ing-down pains.  Her  menstruation 
occurred  regularly  every  twenty-eight 
days  until  four  years  ago,  when  she 
became  pregnant  a  second  time. 
This  pregnancy  was  terminated  by 
the  expulsion  of  a  sac,  undoubtedly, 
from  the  patient's  description,  an 
embryo  and  its  appendages.  This 
was  accompanied  by  pain  and  haemor- 
rhage. She  recovered  from  this  and 
menstruated  regularly  until  February 
13,  1892,  when  she  was  seized  with 
sudden  pain,  syncope  and  vomiting. 
There  was  no  discharge  of  blood. 
She  was  seen  by  a  physician,  who 
recognized  what  he  thought  was  a 
placenta  in  an  early  period  of  de- 
velopment. After  two  weeks'  illness 
in   bed   she  convalesced   slowly   and 
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came  under  the  notice  of  the  writer 
about  six  weeks  after  this  illness. 
She  then  complained  of  pain  across 
the  abdomen,  of  a  bearing-down  sen- 
sa:tion,  with  a  feeling  of  weight  in  the 
pelvis.  Her  general  nutrition  was 
excellent,  and  her  muscular  strength 
considerable.  An  examination  per 
vaginam  revealed  the  uterus  slightly 
enlarged  and  retroverted.  A  tumor 
filled  the  lower  portion  of  the  pelvis, 
into  which  the  uterus  was  merged. 
The  tumor  was  of  semi-solid  consist- 
ence. The  patient  was  informed 
that  a  pelvic  tumor  was  present,  the 
exact  nature  of  which  could  not  be 
known  without  an  abdominal  incision. 
She  consented,  and  accordingly  en- 
tered the  Polyclinic  for  treatment. 
She  was  there  examined  by  a  col- 
league, who  was  unwilling  to  make  a 
diagnosis  farther  than  that  of  pelvic 
tumor  of  semi-solid  consistence.  The 
uterus  seemed  to  be  a  portion  of  the 
tumor,  and  it  was  thought  that  a 
fibro-cystic  tumor  of  the  uterus,  or 
an  ectopic  gestation,  might  be  present. 
When  the  abdomen  was  opened  (the 
patient  in  Trendelenburg's  posture), 
as  soon  as  the  omentum  was  pushed 
upward  in  the  abdominal  cavity, 
bloody  fluid  welled  up  from  the  right 
half  of  the  pelvis.  This  fluid  con- 
tained small  clots  of  jelly-like  con- 
sistence, the  fluid  and  clots  being  the 
color  commonly  seen  in  haematocele. 
The  fluid  was  without  odor,  and  no 
evidence  of  peritonitis  or  intestinal 
adhesions  were  present.  The  fluid 
was  removed  by  sponges,  and  was 
found  to  have  filled  a  sac  situated 
behind  the  right  broad  ligament  and 
extending  downward  to  Douglas'  cul- 
de-sac.  No  rupture  of  the  Fallopian 
tube  could  be  found,  nor  was  the 
ovary  apparently  abnormal.     It  was 


th'ought  at  the  time  that  the  haema- 
tocele was  probably  the  result  of 
ectopic  gestation.  The  fluid  was  en- 
tirely removed  by  sponges  and  the 
sac  tamponed  with  iodoform  gauze, 
the  end  of  the  gauze  being  brought 
out  at  the  lower  end  of  the  abdominal 
incision.  No  abnormal  condition  was 
detected  upon  the  left  side  of  the 
pelvis.  The  patient's  convalescence 
was  uninterrupted,  the  drainage  being 
free.  The  gauze  was  removed  by  de- 
grees, several  inches  being  cut  off 
daily  until  at  last  there  remained  but 
a  short  tract,  which  healed  firmly  by 
granulation.  The  patient  left  the 
hospital,  early  in  the  summer,  conva- 
lescent. Her  menstruation  returned,, 
was  regular  and  painless.  Early  in 
September  she  again  missed  her  men 
strual  period  for  six  weeks,  com- 
plained of  pain  and  weight  in  the 
pelvis,  which  was  followed  by  flooding 
and  the  discharge  of  clots  and  ma- 
terial similar  to  what  the  patient  de- 
scribed as  having  been  expelled  in  a 
previous  abortion.  From  this  she* 
recovered  without  coming  to  the 
notice  of  the  writer,  but  early  in  Oc- 
tober desired  an  operation  for  closure 
of  a  laceration  of  the  pelvic  floor. 
At  that  time  she  supposed  herself 
again  in  the  first  weeks  of  pregnancy, 
but  desired  the  operation  to  correct  a 
cystocele  and  rectocele  of  moderate 
extent.  While  etherized  for  the  op- 
eration, the  opportunity  was  taken  to 
thoroughly  examine  the  pelvis.  It 
was  found  that  a  condition  of  affairs 
similar  to  that  which  had  formerly 
existed  was  present  upon  the  left  side 
of  the  patient's  pelvis,  namely,  the 
uterus  retroverted,  and  a  tumor  of 
semi-solid  consistence  projecting  into 
the  cavity  of  the  pelvis.  The  pelvic 
floor  was  closed,  the  patient  making 
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an  uninterrupted  recovery.  She  re- 
gards herself,  at  the  present  time, 
as  in  the  early  months  of  pregnancy ; 
the  subjective  symptoms  of  preg- 
nancy are  present,  while  the  en- 
larged uterus  renders  this  occurrence 
possible.  Whether  the  pregnancy  is 
ectopic  or  intra-uterine  is  a  possible 
question.  The  patient,  while  not  a 
bleeder,  exhibits  a  remarkable  ten- 
dency to  haemorrhage;  she  gives  a 
history  of  having  bled  freely  from 
slight  cuts;  she  has  had  teeth  ex- 
tracted without  serious  loss  of  blood, 
and  has  never  had  a  dangerous  haemor- 
rhage. She  states  that  during  her 
first  and  only  normal  pregnancy  she 
had  a  periodic  discharge  of  blood 
from  the  genital  tract  during  the  en- 
tire period  of  pregnancy.  It  is  the 
purpose  of  the  writer  to  keep  her 
under  observation  until  the  exist- 
ence of  intra-uterine  pregnancy  can 
be  demonstrated  or  denied.  If  such 
be  present,  an  effort  will  be  made  to 
prolong  this  pregnancy  until  abortion 
can  be  avoided  and  the  birth  of  a 
child  at  term  secured.  If  the  preg- 
nancy is  not  intra-uterine,  but  the 
pelvic  tumor  increases  in  size,  there 
will  be  grounds  for  considering  the 
patient  pregnant  ectopically,  and  this 
condition  will  demand  appropriate 
treatment.  A  careful  summary  of 
the  patient's  history,  with  the  results 
of  observation  from  several  examina- 
tions of  her,  lead  me  to  believe  that 


she  has  suffered  repeated  abortions 
folio  wing  intra-uterine  pregnancy,  that 
the  haematocele  which  was  emptied 
was  an  accompaniment  of  such  an 
abortion,  and  resulted  from  the  pa- 
tient's constitutional  peculiarity — the 
free  oozing  of  blood.  The  fact  that 
the  patient  has  been  repeatedly  ex- 
posed to  impregnation,  with  several 
attacks  of  pain  and  haemorrhage,  are 
more  in  favor  of  this  view  than  of  the 
belief  that  her  condition  resulted  from 
ectopic  gestation. 

While  much  might  be  said  regard- 
ing the  pathology  of  pelvic  haema- 
tocele, the  question  of  paramount 
interest  concerning  this  particular 
case  is  that  of  treatment.  Observa- 
tion has  shown  that  haematocele  is 
often  an  accompaniment  of  a  disor- 
dered condition  of  the  tubes,  ovaries 
and  pelvic  peritoneum,  which  renders 
normal  pregnancy  impossible,  and  ex- 
poses the  patient  to  grave  dangers. 
Should  normal  pregnancy  not  be 
present  in  this  case,  the  suggestion 
will  at  once  occur  that  the  patient's 
abdomen  should  be  opened,  the  tubes 
and  ovaries  removed  and  the  uterus 
brought  into  the  proper  position.  If 
ectopic  gestation  be  present,  a  similar 
course  of  treatment  seems  indicated. 
In  either  event  the  cessation  of  men- 
struation seems  most  desirable  to  re- 
lieve the  patient  of  the  constantly 
recurring  dangers  attending  each 
monthly  period. 
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Report  of  a  Successful  Elective  Caesarean  Section.^ 


BY   CHARLES    P.    NOBLE,    M.D., 

PHILADELPHIA. 


The  case  of  Caesarean  section  which 
I  shall  report  was  done  for  the  "  rela- 
tive indication,"  and  was  "elective," 
it  being  determined  in  the  latter 
weeks  of  pregnancy  that  the  de- 
livery of  the  child  alive  by  the  na- 
tural passages  was  impossible.  The 
Caesarean  operation  was  decided  upon, 
and  done  during  the  last  week  of 
gestation,  but  before  the  onset  of 
labor.  When  Caesarean  section  has 
been  decided  upon  in  a  given  case,  it 
seems  to  me  that  the  reasons  for  per- 
forming the  operation  at  the  com- 
pletion of  the  pregnancy,  but  before 
labor,  are  obvious.  In  the  one  case  we 
have  a  perfectly  well-ordered  ab- 
dominal section,  and  can  look  for- 
ward to  a  successful  result,  for  the 
same  reasons  that  we  expect  a  suc- 
cessful result  in  ovariotomy.  In  the 
other  case  we  have  an  emergency 
operation,  and  must  take  all  the 
chances  of  a  bad  result,  which  are 
due  to  hasty  preparations,  and,  per- 
haps, strange  assistants,  bad  light 
and  faulty  asepsis,  in  some  part  of 
the  technique. 

The  one  objection  which  has  been 
urged  against  operation  before  labor 
is  the  danger  of  haemorrhage  from 
lack  of  contraction  and  retraction  of 
the  womb.  This  objection  is  almost 
purely  theoretical.  Excepting  cases  in 
which  the  uterus  has  been  paralyzed 
by  the  unnecessary  practice  of  con- 
stricting it  with  rubber  tubing,  there 


*  Read  before  the  Obstetrical  Society  of  Philadelphia, 
December  i,  1892. 


is  but  one  case  on  record  (that  of 
Treub,  of  Leyden),  in  which  the 
uterus  failed  to  contract  promptly 
when  emptied  of  its  contents  before 
labor  ;  and,  according  to  Harris,  there 
have  been  fourteen  such  operations 
in  this  country.  In  addition,  we  have 
the  "horn-rip"  cases,  fourteen  in 
number,  with  ten  maternal  recoveries, 
on  whtch  to  base  our  belief.  To 
my  mind,  the  one  objection  to  the 
Caesarean  operation  before  labor  is, 
that  the  issue  of  the  labor  might 
prove  the  operation  to  be  unnecessary. 
But  as  this  should  occur  only  to  one 
unskilled  in  pelvimetry  and  in  esti- 
mating the  size  of  the  foetal  head  in 
relation  to  the  pelvis,  it  is  an  argu- 
ment for  counsel  in  diagnosis,  rather 
than  against  the  elective  operation. 

I  did  the  classical  rather  than  the 
Porro  operation,  because  I  do  not 
believe  it  is  proper,  without  grave 
reasons,  to  deprive  a  woman  of  the 
child-bearing  function.  While  the 
published  results  of  the  Porro  opera- 
tion have  not  been  so  good  as  those 
of  the  classical  operation,  this  has 
probably  been  due  to  the  nature  of  the 
cases  and  to  the  skill  of  the  operator. 
This  opinion  is  strengthened  by  the 
fact  that  in  the  hands  of  successful 
abdominal  surgeons,  the^Porro  opera- 
tion, in  favorable  cases,  has  given 
perfect  results.  My  objection  to  it 
is  that  it  deprives  the  woman  of  the 
child-bearing  function. 

The  time  has  gone  by  when  the 
danger  of  the  Caesareanjoperation  is 
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to  be  estimated  by  old  statistics. 
They  represent  bad  obstetrics  and 
bad  surgery.  The  results  of  the 
present  prove  that  the  danger  in- 
herent in  the  operation,  done  before 
or  early  in  labor  (in  women  not 
tampered  with),  and  done  by  trained 
abdominal  surgeons,  is  scarcely  greater 
than  in  the  average  of  labors  as  at  pres- 
ent conducted  in  our  great  cities. 

I  am  aware  that  this  statement  will 
appear  exaggerated  to  many,  but  I  am 
convinced  not  only  of  its  truth,  but 
that .  the  record  supports  it.  In  my 
judgment  the  Porro  operation  should 
be  chosen  only  when  the  pregnancy  is 
complicated  by  fibroid  tumors,  or,  when 
unfortunately,  the  operator  has  been 
"called  in  late,"  after  the  patient  has 
been  long  in  labor,  and  the  dangers 
of  uterine  atony,  and  of  infection  of 
the  birth  canal,  are  present.  In  such 
cases  its  advantages  are  so  obvious  as 
to  need  no  argument. 

The  following  is  a  history  of  the 
case: 

Mrs.  C,  aged  25,  primipara,  men- 
struated last  December  20,  1891.  She 
consulted  me  late  in  February  to  learn 
whether  she  was  pregnant.  The  ex- 
amination showed  that  she  was  preg- 
nant, and  also  that  the  pelvis  was 
markedly  contracted.  A  careful  ex- 
amination was  made,  with  the  follow- 
ing result :  Height  five  feet,  build 
slender,  moderate  lateral  curvature  of 
the  spine  tilting  up,  the  right  side  of 
the  pelvis  "pigeon  breast,"  but  no 
other  well-marked  sign  of  rickets.  The 
pelvic  measurements  are :  A.  S.  S., 
27.5  cm.;  Cr.  II.,  28.5  cm.;  Tr.,  33.5  cm.; 
D.  B.  (ext.  cong.),  17.5  cm.;  C.  D.,  8.75 
cm.;  C.  v.,  6.75  -f  or  2^  in.  estimated. 
The  diagnosis  made  was  scolio-rachitic 
flat  pelvis.  Mrs.  C.  was  advised  to 
return  when  seven  months  pregnant. 


so  that  the  question  of  the  induction 
of  premature  labor  could  be  deter- 
mined, as  against  permitting  her  to 
go  to  term  to  be  delivered  by  Caesarean 
section.  She  did  not  return,  however, 
until  the  thirty-sixth  week  of  preg- 
nancy. In  my  judgment  the  baby 
was  too  large  to  permit  of  its  delivery 
alive.  At  this  time  I  asked  Drs. 
Boyd,  Harris  and  Parish  to  see  her. 
All  agreed  that  delivery  per  vias 
natttrales  of  a  living  child  was  impos- 
sible, and  the  Caesarean  operation  was 
determined  upon.  Symphysiotomy 
was  considered,  but  rejected  on  the 
ground  that  the  pelvic  deformity  was 
extreme  for  the  operation.  In  addi- 
tion, I  felt  quite  satisfied  that  mother 
and  child  could  be  saved  by  the 
Caesarean  operation,  and  feared  that 
it  might  be  necessary  to  sacrifice  the 
child  if  symphysiotomy  were  done. 

Mrs.  C.  was  admitted  to  the  Ken- 
sington Hospital  for  Women  and  was 
prepared  for  operation  by  the  use  of 
baths,  by  having  the  bowels  kept  open 
and  by  daily  exercise  out  of  doors.  It 
being  estimated  that  the  patient  was 
in  the  fortieth  week  of  gestation,  the 
operation  was  done  September  28,  at 
12  o'clock  noon.  I  was  assisted 
directly  by  Dr.  Applebach  ;  Dr.  Boyd 
controlling  the  uterine  circulation  by 
manual  pressure  after  the  extraction 
of  the  child.  Drs.  Harris  and  Parish 
and  some  twenty- five  invited  physi- 
cians were  present.  When  the  etheri- 
zation was  complete  five  grains  of 
ergotin  and  one-fortieth  of  a  grain  of 
sulphate  of  strychnia  were  given 
hypodermically,  and  an  additional  five 
grains  of  ergotin  were  given  toward 
the  close  of  the  operation.  The  usual 
antiseptic  precautions  were  used. 

A  free  incision  six  inches  in  length 
was  made  through  the  abdominal  wall. 
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and  the  uterus  was  incised  in  situ. 
The  placenta  was  located  under  the 
upper  end  of  the  incision,  and  the 
uterus  in  that  region  was  much  thick- 
ened. Haemorrhage  was  free  but  not 
alarming,  and  the  blood  was  kept  out 
of  the  peritoneal  cavity  by  pressing 
the  abdominal  wall  against  the  uterus. 
The  uterine  incision  extended  well  up 
toward  the  fundus  and  purposely 
avoided  the  lower  segment.  The  baby, 
a  girl,  was  delivered  by  the  feet,  the 
cord  clamped  and  cut,  and  the  baby 
given  to  Dr.  Brady.  She  was  in  good 
condition,  and  was  soon  crying  lustily. 
As  the  baby  was  delivered  the  uterus 
was  withdrawn  from  the  peritoneal 
cavity  and  the  cervix  was  compressed 
manually;  a  fold  of  gauze  was  now 
placed  over  the  bowels  and  the  uterus 
surrounded  by  aseptic  towels.  Con- 
traction and  retraction  were  good, 
and  haemorrhage  at  no  time  was 
annoying.  The  placenta  and  mem- 
brane were  carefully  delivered,  and  two 
fingers  were  passed  down  through  the 
cervix  to  insure  a  patulous  canal  for 
the  lochia.  Some  deep  sutures  (avoid- 
ing the  mucosa)  were  now  passed 
and  tied,  and  then  fourteen  super- 
ficial stitches.  The  method  of  Lem- 
bert  was  not  followed.  I  introduced 
the  sutures  in  the  same  way  in  April, 
1890.*     This  method  is  advocated  by 


Kelly  also.  It  saves  much  time  in 
snturini^  and  is  equally  satisfactory. 
The  uterus  was  now  rinsed  off  with 
boiled  water  and  the  vesical  pouch 
washed.  The  bowels  were  scarcely 
stained  with ,  blood,  and  Douglas' 
pouch  was  dry.  The  abdominal  wound 
was  now  closed.  Chinese  silk  was 
used  for  all  sutures.  The  wound  was 
dressed  with  aristol,  the  usual  dress- 
ing applied  and  the  patient  put  to  bed 
without  shock.  As  the  patient's  con- 
dition at  no  time  demanded  haste,  the 
operation  was  done  deliberately  and 
consumed  an  hour. 

The  after  history  was  uneventful. 
One  hypodermic  of  morphia  (one- 
fourth  gr.)  was  given  the  first  day  and 
an  anodyne  and  purge  on  the  fifth  day 
for  an  attack  of  colic.  Otherwise  the 
course  of  the  case  and  the  treatment 
was  the  same  as  for  the  simplest  ovari- 
otomy. The  baby  nursed  after  twenty- 
four  hours  and  is  thriving  nicely. 

This  makes  the  fourth  Caesarean 
section  done  in  this  hospital,  two  by 
my  predecessor.  Dr.  H.  A.  Kelly,  and 
two  by  myself.  All  the  mothers  have 
made  good  recoveries,  and  all  the 
children  were  born  alive.  Dr.  Kelly 
has  done  two  other  Caesarean  opera- 
tions with  the  same  result. 


1  Amer,  Jour,  of  Obstetrics,  June,  1891. 
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Report  of  a  Case* of  Appendicitis/ 


BY    DR.    MORDECAI    PRICE, 

PHILADELPHIA. 


In  this  case  Mrs.  R.  S.  suffered  for  a 
number  of  years  with  what  was  sup- 
posed to  be  liver  trouble.  There  was 
tenderness  all  over  the  right  side  of 
the  body.  She  was  treated  by  a  very 
intelligent  physician.  She  suffered 
from  numerous  attacks  of  malarial 
fever.  No  examination  was  made,  as 
there  was  no  suspicion  of  any  other 
trouble  up  to  within  eighteen  months 
of  her  death,  when  her  physician  dis- 
covered a  large  symmetrical  tumor  fill- 
ing up  the  entire  lower  abdomen.  A 
number  of  good  men  had  examined  the 
case  and  a  number  of  different  opin- 
ions given  as  to  the  character  of  the 
trouble,  none  of  which  were  correct. 
Operation  was  refused  for  the  reason 
that  in  her  greatly  emaciated  condi- 
tion, and  owing  to  the  feeble  character 
of  her  heart,  no  encouraging  prognosis 
could  be  given.  This  large  tumor  rup- 
tured and  discharged  through  the  bow- 
el. The  patient  greatly  improved  and 
went  about.     She  had  a   number  of 


mild  attacks  extending  over  the  last 
eighteen  months,  and  then  the  tumor 
again  enlarged  and  ruptured,  but  she 
was  not  able  to  rally  from  the  septic 
condition  brought  about  by  the  sup- 
puration. 

Post-mortem  of  Mrs.  R.  S.,  made 
by  Dr.  A.  G.  B.  Hinkle:  Body  mod- 
erately well  nourished ;  liver  fatty ;  a 
large  abscess  at  the  end  of  the  appen- 
dix; the  appendix  open,  communi- 
cating with  the  bowel ;  abscess  adher- 
ent to  all  the  pelvic  organs,  and  ex- 
tending from  crest  of  ilium  to  crest  of 
ilium,  and  a  well-marked  tumor  in 
the  middle  of  the  abdomen.  The  ab- 
scess extended  back  of  the  uterus 
over  to  the  left  side  of  the  body ; 
womb  and  appendages  normal  save 
adhesions  to  the  abscess ;  abscess  full 
of  pus  and  contents  of  bowel. 

An  operation  would  undoubtedly 
have  saved  life.  In  the  multitude  of 
opinions  there  was  nothing  done. 


A    Case    Illustrating   the    Treatment  of  Painful    Prolapsed 
Ovaries  in  Young  Girls.' 


BY  G.  BETTON  MASSEY,  M.D., 

PHILADELPHIA. 


In  the  absence  of  the  regular  speak- 
ers this  evening,  I  wish  to  report  a 
case  illustrative  of  the  treatment  of 


1  Read  before  the  Obstetrical  Society  of  Philadelphia, 
December  3,  1892. 

2  Reported  orally  before  the  Obstetrical  Society  of 
Philadelphia,  December  i,  1892. 


painful  prolapsed  ovaries  in  young 
girls.  The  previous  history  of  the 
case  will  also  suggest  a  possible  way 
in  which  virginal  ovaries  can  become 
prolapsed  and  painful  without  trau- 
matism. 


200 


G.  BETTON  MASSEY. 


The  patient  is  a  young  lady  of  a 
sensitive,  literary  family,  with  an  in-* 
trospective  bent.  She  menstruated 
early,  and,  like  many  young  girls,  had 
painful  periods.  She  was  ill  devel- 
oped physically,  and  the  periods  were- 
also  irregular. 

With  the  ultra-mechanical  ideas  of 
the  present,  her  physician  sent  her 
to  a  surgeon  for  treatment.  This  sur- 
geon is  said  to  have  diagnosed  en- 
dometritis and  uterine  prolapse  to  a 
moderate  degree,  and  he  inserted  a 
pessary.  Therein,  I  am  sure,  lies  the 
cause  of  the  subsequent  tenderness 
and  prolapse  of  the  ovary. 

It  is  often  said  that  pessaries  are 
all  right  if  inserted  properly  and 
adapted  to  the  particular  require- 
ments of  the  case  by  a  skilled  phy- 
sician, but  it  cannot  be  alleged  that 
this  surgeon  lacked  the  mechanical 
skill  or  the  clinical  experience  to  do 
so  in  the  case,  as  he  is  universally  re- 
garded as  on  the  topmost  round  of 
his  profession  in  this  country,  if  not 
in  the  world. 

She  was  sent  home,  some  distance 
from  the  office  of  the  surgeon,  but  the 
pam  was  no  better.  Before  the  pes- 
sary had  been  worn  long  it  was  re- 
moved by  the  attending  physician, 
but  not  before  there  was  great  aggra- 
vation of  the  pre-existent  condition, 
which  I  now  suppose  was  one  of  the 
minor  endometrial  catarrhs  so  com- 
mon in  these  patients.  The  case 
went  from  bad  to  worse,  'and  there 
were  numerous  consultations  with 
physicians  and  surgeons,  and  removal 
of  the  ovaries  and  tubes  was  advised 
by  several. 

When  seen  by  me,  three  years  after 
the  inception  of  the  trouble,  she  was 
21  years  of  age.  The  uterus  was  in 
a  condition  of  catarrhal  inflammation. 


enlarged  and  tender.  The  ovaries, 
particularly  the  left,  were  prolapsed 
and  very  tender,  although  not  en- 
larged. The  position  and  the  pain- 
ful condition  of  the  ovary  was,  I  con- 
ceive, the;  conditioh  which  led  so 
many  surgeons  to  advise  the  unsex- 
ing  of  this  young  lady,  and  according 
to  accepted  teachings  this  advice  was 
warranted.  I,  however,  looked  upon 
the  ca:se  as  primarily  one  of  uterine 
disease,  having  had  added  to  it  the 
ovarian  trouble  and  the  general  neu- 
rasthenia from  which  she  suffered. 

In  brief,  this  patient  was  placed  on 
electrical  treatment  and  rest  for  her 
neurasthenia,  and  she  was  subjected 
to  vaginal  treatment  by  the  galvanic 
current  with  a  covered  positive  elec- 
trode. This  resulted  in  great  ameli- 
oration of  the  tenderness  of  the  left 
ovary. 

Up  to  this  time,  a  period  of  some 
weeks,  the  uterus  had  not  been  ex- 
plored, but  owing  to  the  copious 
catarrhal  discharge  I  thought  it  well 
to  pass  a  flexible  aseptic  sound,  which 
mav  be  done  with  less  danger  of  in- 
jury than  the  rigid  instrument.  The 
uterus  was  found  to  be  over  three 
inches  in  depth,  showing;  a  greater 
source  of  trouble  than  the  ovarian 
displacement.  She  was  then  put 
on  the  direct  treatment  for  endo- 
metrial inflammation,  intra-uterine 
galvanic  and  faradic  currents,  care 
being  taken  not  to  bruise  the  sensi- 
tive conditions  outside  of  the  uterus 
by  any  undue  movements.  From  the 
first  intra-uterine  treatment  improve- 
ment was  noted,  the  continuous  pain 
in  the  left  ovarian  region  being  re- 
lieved somewhat.  The  following 
period  was  much  easier,  and  she  went 
on  to  a  rapid  recovery  after  a  duration 
of  treatment  of  two  or  three  months. 
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She  was  discharged  cured  from  my 
Sanatorium  fiye  months  ago,  and  re- 
cent advices  state  that  she  is  entirely 
well,  natural  in  her  periods  and  gain- 
ing flesh. 

It  may  be  asked,  "  What. became  of 
the  ovary  that  was  destined  to  be  re- 


moved .!*"  The  ovary  still  remains 
somewhat  lower  than  the  other,  but 
freely  floating;  and  I  conceive  that 
the  slight  deviation  of  position  of  that 
ovary  will  not  cause  any  more  trouble 
than  a  like  freedom  of  movement  of 
any  of  the  internal  organs. 


Case  of  True  Pelvic  Abscess.^ 


BY    CHARLES  P.  NOBLE,  M.D., 

PHILADELPHIA. 


The  following  case  is  reported  as  a 
contribution  to  the  subject  of  pelvic 
abscess,  and  also  to  the  subject  of 
the  disappearance  of  adhesions  within 
the  peritoneum  as  a  part  of  their  nat- 
ural history. 

Mrs.  H.,  aged  28,  II  para,  was  de- 
livered of  her  second  child  in  March, 
1 89 1,  the  labor  being  conducted  by  a 
midwife.  She  was  infected  and  was 
extremely  ill.  I  saw  her  with  Dr.  Leo- 
pold five  weeks  after  the  labor.  At 
that  time  she  was  prostrated,  with  a 
•rapid  puls^,  *' leaky"  skin,  chills, 
irregular  temperature ;  in  fact,  the 
classical  symptoms  of  septic  intoxica- 
tion. 

On  examination  the  right  broad  lig- 
ament was  found  indurated  and  a  mass 
of  exudate  extended  on  the  right  side 
of  the  abdomen  almost  as  high  as  the 
umbilicus.  From  the  extent  of  the 
mass  it  was  supposed  that  a  right  pyo- 
salpinx  with  an  intra-peritoneal  ab- 
scess existed;  but  in  view  of  the 
puerperal  history  and  the  existence  of 
a  cervical  laceration  the  possibility  of 
a  true  pelvic  abscess  was  discussed. 

A  median  abdominal  incision  was 
made   April    16,  and   the   abdominal 


1  Read  before  the  Obstetrical  Society  of  Philadelphia, 
December  3,  1892. 


viscera  in  the  lower  right  quarter  of 
the  pelvis  were  found  fused  by  adhe- 
sions. The  patient  took  ether  so 
badly,  becoming  cyanosed  while  still 
partly  conscious,  and  the  pulse  was  so 
weak,  that  I  and  the  gentlemen  pres- 
ent were  convinced  that  to  attempt 
the  separation  of  the  adhesions,  and 
the  evacuation  of  the  pus  from  above, 
would  result  in  her  death  on  the  table 
from  ether.  An  unsuccessful  attempt 
was  made  to  reach  the  pus  by  an  in- 
cision made  near  the  anterior  superior 
spine  of  the  ilium  without  giving 
more  ether.  The  exploration  was  not 
pushed,  owing  to  the  patient's  bad 
condition.  The  patient  was  then  put 
to  bed  and  improved  for  some  d,ays. 
Operation  was  again  proposed  ajid 
chloroform  selected  as  the  anaesthetic, 
which  produced  as  much  cyanosis  as 
ether  had  done.  An  incision  was  now 
made  directly  over  the  broad  ligament, 
the  uterus'was  located,  and  the  index 
finger  was  forced  into  the  broad  liga- 
ment, evacuating  several  ounces  of 
pus.  With  rubber  drainage  a  satis- 
factory convalescence  followed. 

October  27,  1892,  I  operated  on 
Mrs.  rt.  to  cure  a  ventral  hernia 
which  had  formed  at  the  site  of  the 
third  incision.    On  opening  the  abdo- 
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men  I  was  surprised  to  find  that  the 
adhesions  throughout  the  right  side 
of  the  abdomen,  which  had  been  uni- 
versal eighteen  months  ago,  had  dis- 
appeared, except  a  point  of  adhesion 
between  the  omentum  and  hernial 
sac,  and  another  between  the  omen- 
tum and  broad  ligament.  Both  append- 
ages were  perfectly  healthy. 

This  fact  demonstrates  what  was 
inferred  when  the  pus  was  evacuated, 
namely,  that  it  was  not  a  pyosal- 
pinx  but  an  abscess  of  the  broad  lig- 
ament. 

The  disappearance  of  the  very  ex- 
tensive adhesions  in  this  case  is 
worthy  of  record  as  showing  that  peri- 
toneal adhesions  are  not  necessarily 
permanent. 

In  the  Medical  News  of  August  29, 
1 891,  I  reported  four  cases  of  true 
pelvic  abscess,  three  of  which  had 
been  seen  by  myself,  and  the  fourth 
by  Dr.  Parish.  In  three  of  these 
cases  an  exploratory  abdominal  sec- 
tion was  made  to  exclude  a  compli- 
cating pyosalpinx,  and  the  tubes  were 


found  healthy.  In  each  case  pus  was 
evacuated  from  the  broad  ligament 
by  a  second  incision  above  Poupart's 
ligament.  In  the  fourth  case  the  ev^i- 
dence  was  satisfactory  that  the  ab- 
scess was  behind  the  peritoneum  in 
the  false  pelvis.  It  was  evacuated  in 
the  loin.  All  of  these  cases  were 
puerperal. 

When  the  modern  doctrine  of  pel- 
vic inflammation  first  became  estab- 
lished, and  surgeons  learned  that  what 
they  had  called  "pelvic  cellulitis"  and 
pelvic  abscess  was  really  salpingo- 
peritonitis and  pyosalpinx,  there  was 
a  tendency  for  a  time  to  deny  that 
aacte  pelvic  cellulitis  and  true  pelvic 
abscess  ever  occurred.  Hence  in  the 
interest  of  exact  truth  I  take  pleasure 
in  recording  these  cases. 

Undoubtedly  acute  pelvic  cellulitis 
and  true  pelvic  abscess  rarely  occur 
as  puerperal  conditions,  but  they 
are  extremely  infrequent  as  com- 
pared with  pelvic  peritonitis,  pyosal- 
pinx and  purulent  peritonitis. 


Report  of  a  Case  of  Gastrotomy  or  Laparotomy.^ 


BY   R.    E.    HAUGHTON,    M.D., 

MIDLAND,    TEXAS. 


Mrs.  H.,  aged  30,  was  confined 
of  her  second  child  December  6,  1891, 
with  subsequent  peritonitis,  which 
terminated  in  "chronic  suppurative 
peritonitis,"  with  phlegmasia  dolens 
as  complications. 

Later  an  opening  formed,  discharg- 
ing at  the  umbilicus  from  a  pint  to 
a  quart  daily,  at  the  time  of  my  first 
visit,  April  17,  1892.     June  2,  1892,  I 

^  Read  before  the  Chicago  Medical  Society,  October 
I,  1892. 


told  those  interested  that  the  woman 
could  not,  in  my  judgment,  recover  in 
her  present  condition.  She  had  a  sup- 
purating cavity  in  the  abdomen; 
and  secondly,  was  in  a  septic  condi- 
tion, which  was  shown  by  great  pros- 
tration, bad  color,  approaching  a  green- 
ish hue,  with  certain  nervous  symp- 
toms, and  marked  hectic  conditions. 
The  fever-range  was  not  high,  but  each 
day  showed  a  temperature  from  100° 
to  102°  and  103°.     She  was  evidently 
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losing  ground.  The  operation  had 
been  suggested  as  the  only  alterna- 
tive presenting  any  hope  of  recovery  ? 

June  2.  Operation  and  Progress. — 
I  made  an  incision,  first  an  exploratory 
one,  as  before  I  began  it  was  not  de- 
termined what  would  be  met.  The 
history  of  the  case  prior  to  the  last 
sickness  revealed  an  ovarian  compli- 
cation, but  an  examination  failed  to 
determine  any  pelvic  complication,  yet 
it  was  important  to  anticipate"  any 
possible  condition  which  might  by 
any  means  exist.  Also,  it  was  done  to 
determine  if  any  accumulation  of  pus 
showed  itself  in  any  department  of 
the  pelvis.  Nothing  was  found  except 
that  the  uterus  was  down  low  in  the 
pelvis  and  as  firm  in  position  as  if  it 
had  never  been  a  movable  organ.  No 
tenderness  to  excite  any  apprehension. 
The  operation  was  by  an  incision  of 
two  and  a  half  incJies^  which  showed 
an  inflamed,  thickened  and  suppura- 
tive condition,  and  also  revealed,  when 
^the  incision  had  been  extended  to  five 
'(5)  inches,  a  large  suppurating  cavity, 
between  the  peritoneum  and  abdom- 
inal walls,  which  contained,  by  esti- 
mate, a  half  gallon  of  pus,  which 
came  from  the  upper  end  of  the 
incision,  above  the  umbilicus.  The 
point  of  discharge  was  through  the 
umbihcus  before  the  operation,  so  the 
incision  diverged  to  pass  around  it, 
having  opened  into  the  main  cavity 
of  the  abscess. 

Sponges  and  hot  water  were  rap- 
idly used  to  remove  the  pus  and 
cleanse  the  cavity.  In  exploring  the 
sac  I  found  in  every  department  large 
and  strong  adhesions,  which  could 
not  be  detached  or  broken  without 
great  danger  to  the  integrity  of 
the  peritoneum.  For  I  apprehended 
that  as  adhesions  existed  attaching  the 


peritoneum  to  the  muscular  parietes, 
so  there  was  a  great  probability  that 
similar  peritoneal  adhesions  might 
exist  between  the  viscera,  within  the 
peritoneal  cavity  and  the  peritoneum 
itself,  a  condition  which  was  revealed 
by  the  incision,  so  far  as  made,  exter- 
nal to  the  peritoneum.  Becoming 
satisfied  of  this  possibility,  and  also 
becoming  fully  satisfied  that  we  did 
not  have  to  deal  with  pelvic  complica- 
tions, except  it  might  be  in  the  form 
of  strong  adhesions  within,  I  did  not 
open  the  peritoneal  cavity,  in  order  to 
prevent  the  entrance  of  pus  and  to 
lessen  the  danger  of  a  possible  dis- 
ruption of  adhesions  to  the  bowel, 
which  if  broken  would  endanger  the 
integrity  of  the  bowel,  as  we  had 
grave  apprehensions  in  this  direction  ; 
These  were  justifiable,  for  at  a  later 
date  it  was  demonstrated  that  there 
was  adhesion  follozved  by  a  perfora- 
tion of  the  bowel,  as  suspected,  and 
communicating  with  the  large  abscess 
which  had  just  been  opened,  commu- 
nicating with  the  suppurating  perito- 
neum. I  suspected  this,  for  at  one 
point,  upon  the  right  side,  there  was 
a  depression  or  pocket  into  which 
my  finger  passed  as  I  carefully  ex- 
plored the  cavity,  and  I  also  found 
various  firm  adhesions  which  I  did 
not  dare  to  break.  For  about  three 
weeks  during  the  progress  to- 
ward recovery,  we  found  that  faecal 
matter  was  passing  from  this  open- 
ing: which  did  liot  exist  at  the  time  of 
the  operation,  so  far  as  proved ;  it  ap- 
peared soon  to  be  discharging  into 
the  abscess  cavity,  and  passing  out 
through  the  drainage  tube  in  unmis- 
takable quality  and  odor.  This  open- 
ing closed  and  ceased  its  discharge. 
After  the  operation  and  thorough 
cleansing  of  the  cavity  of  pus,  the  in- 
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cision  was  closed,  a  drainage  tube  was 
insertied  at  the  lower  angle  of  the 
wound,  and  the  cavity  was  daily 
washed  out  with  a  solution  of  carbolic 
acid  and  the  occasional  use  of  the  per- 
oxide of  hydrogen. 

[NoyE. — I  have  been  in  some  doubt 
in  what  category  to  place  this  oper- 
ation ;  yet  according  to  the  lexicons, 
both  medical  and  English,  it  is  more 
properly  gastrotomy,  as  the  inflamed 
peritoneum     was     not     incised    for 


reasons  stated.  The  intention  was- 
to  open  the  abdominal  cavity,  but  the 
conditions  did  not  require  it,  as  the 
sequel  proved.  Yet  so  far  as  the  con-^ 
ditions  are  concerned,  it  was  properly 
a  gastrotomy.  I  have  several  times 
before  opened  the  peritoneal  cavity 
and  know  the  conditions  which  usu- 
ally seem  to  require  it,  as  in  ovari- 
otomy, uterine  fibroids,  salpingitis,, 
etc.— R.  E.  H.] 
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The  Induction  of  Premature  Labor. 


In  spite  of  modern  advances  in  the 
methods  of  accomplishing  delivery  by 
the  Caesarean  section,  by  Porro's  op- 
eration, by  symphysiotomy,  or  even 
by  craniotomy,  the  fact  will  always 
remain  that  the  necessity  for  such 
operations  is  usually  in  itself  an  op- 
probrium for  medicine,  for,  by  rights, 
the  contraction  or  distortion  of  the 
pelvis,  which  is  the  cause  of  the  ob- 
struction to  delivery  in  the  vast  ma- 
jority of  cases,  ought  to  be  detected 
in  time  to  permit  of  the  induction  of 
premature  labor  at  a  tirne  when  the 
child  is  already  viable,  but  not  yet  so 
large  that  natural  delivery  is  impos- 
sible. 

On  the  other  hand  the  methods  of 
inducing  labor  at  the  time  of  election 
have  not  yet  reached  that  degree  of 
perfection  which  renders  the  proce- 
dure safe,  nor  of  simplicity  which 
makes  the  operation  easy,  and  pos- 
sibly for  these  reasons  such  measures 
are  not  yet  so  generally  known  as  to 
secure  their  universal  and  timely 
adoption. 


Of  the  methods  heretofore  in  use 
few  deserve  serious  consideration, 
most  of  them  being  either  too  unre- 
liable to  justify  confidence,  or  too 
dangerous  to  warrant  employment. 
It  is  not  necessary,  therefore,  to  con- 
sider the  use  of  various  drugs,  hot 
douches  and  sponge  tents,  which  may 
be  left  to  pass  into  innocuous  desue- 
tude, together  with  the  simple  and 
efficacious  aboriginal  method  of 
trampling  on  the  abdomen. 

The  puncture  of  the  membranes 
through  the  os  uteri  is  worthy  of 
consideration,  but  deserving  of  re- 
jection. It  is  a  method  of  great 
antiquity  and  wide  diffusion.  We 
have  seen  a  description  of  an  instru- 
ment employed  for  this  purpose  by 
the  Esquimaux,  made  of  a  pointed 
rod  of  whalebone  in  a  sheath  of  seal- 
skin, from  the  end  of  which  the  point 
of  the  rod  may  be  made  to  protrude 
by  traction  on  a  thong  of  reindeer 
tendon,  which  passes  through  an 
opening  in  the  sheath  near  the  end. 
This  is  said  to  work  well,  and  it  is 
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•surprising  that  some  aspirant  for 
medical  glory  has  not  appropriated 
the  idea,  following  time-honored 
custom,  and  brought  out  an  almost 
identical  instrument  as  his  own  in- 
vention, to  the  increase  of  his  renown, 
the  edification  of  his  medical  society 
and  the  profit  of  his  instrument  maker 
{cuts  gratis  for  reprints). 

Seriously,  however,  the  puncture 
of  the  membranes,  although  effica- 
cious, is  liable  to  be  followed  by  all 
the  evil  effects  which  sometimes  re- 
sult from  draining  off  the  waters  and 
the  ensuing  "dry"  labor,  with  the 
probability  in  many  cases  that  where 
the  forceps  ought  to  be  applied,  or 
version  ought  to  be  performed,  the  os 
will  be  undilated  and  rigid. 

The  tendency  of  modern  methods, 
therefore,  has  been  to  stimulate  the 
uterus  to  contraction  by  introducing 
a  flexible  bougie,  or  by  injecting  fluid 
between  the  uterine  wall  and  the 
membranes,  securing  dilatation  of  the 
OS  by  Barnes'  bags  or  similar  dilators 
acting  by  continuous  elastic  pressure. 
Unfortunately  serious  accidents  are 
liable  to  arise  from  the  introduction 
of  bougies  in  this  way,  as  septic  in- 
fection is  liable  to  be  set  up,  particu- 
larly where,  as  sometimes  occurs,  the 
bougie  fails  to  bring  on  labor  for  a 
considerable  period. 

On  the  other  hand  the  injection  of 
fluids  is  not  free  from  danger  from 
air-embolism,  and  numerous  deaths 
from  this  accident  have  been  reported. 
Nevertheless,  such  a  catastrophe  is 
strictly  avoidable  if  proper  care  is 
used  to  expel  all  air  from  the  syringe 
and  tube.  There  is  some  chance  of 
septic  infection  when  simple  water  is 
used,  and  yet  actively  antiseptic  solu- 
tions have  disadvantages  from  the 
probability  of  absorption. 


To  avoid  these  evils  the  desidera- 
tum seems  to  be  to  use  a  fluid  which 
is  bland,  unctuous,  antiseptic,  non- 
poisonous,  and  yet  actively  stimulat- 
ing to  the  uterus;  these  conditions 
are  fulfilled  by  glycerine.  It  is  well 
known  that  small  quantities  of  this 
fluid  injected  into  the  rectum  will  pro- 
duce powerful  contractions  of  the  lat- 
ter, and  even  of  the  colon  ;  and  it  has 
been  found  that  glycerine  has  a  simi- 
lar action  in  producing  powerful  con- 
tractions of  the  pregnant  uterus. 
Kehrer^  published  in  1891  several 
cases  where  this  action  was  produced 
even  by  using  tampons  of  cotton 
soaked  in  glycerine.  In  July,  1890, 
Pelzer  began  using  glycerine,  in- 
jected between  the  uterine  wall  and 
the  membranes,  for  inducing  prema- 
ture labor,  in  the  Institute  for  Instruc- 
tion of  Midwives  at  Cologne,  and  he 
published"  the  results  of  this  treat- 
ment in  four  cases  where  it  was  suc- 
cessfully used  for  this  purpose,  and 
in  three  others  where  it  was  employed 
with  good  effect  on  account  of  feeble- 
ness of  the  labor-pains.  The  article 
of  Pelzer  induced  Dr.  J.  C.  Edgar,^  of 
New  York,  to  employ  this  method  in 
two  cases,  with  excellent  results. 

The  mode  of  introduction  of  the 
glycerine  is  simple,  a  glass  syringe,  a 
piece  of  rubber  tube  and  a  No.  9 
(English)  olive-pointed,  braided  silk 
catheter  being  used.  Pelzer  appears 
to'  have  confidence  in  the  antiseptic 
properties  of  pure  glycerine,  while 
Edgar  boils-  his  glycerine.  It  must 
be  remembered  that  like  all  other  ob- 
stetric manipulations  this  procedure 
must  be  performed  with  the  strictest 
antiseptic  and  aseptic  precautions,  for 


1  Lehrbuch  der  op.  Geburtshiilfe. 

2  Archiv.  f.  Gynaekologie,  Bd.  42,  1892. 

^  N.  Y.  Med.  Record,  November  26,  1892. 
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a  failure  in  the  least  particular  might 
infect  the  woman.  It  is  also  espe- 
cially necessary  to  see  that  not  a  bub- 
ble of  air  remains  in  the  catheter,  tube 
or  syringe.  From  one-half  an  ounce 
(Edgar)  to  four  ounces  (Pelzer)  of 
glycerine  may  be  used,  the  cervix  be- 
ing drawn  down  with  volselkt  forceps 
after  a  sufficient  preliminary  scrub- 
bing and  douching  of  the  vagina  and 
external  parts,  and  then  the  catheter 
is  inserted  six  or  eight  inches  within 
the  OS,  passing  between  the  mem- 
branes and  the  posterior  wall  of  the 
uterus.  The  patient  remains  for  some 
time  with  the  hips  well  elevated. 
Pelzer  attempts  to  explain  the  ac- 


tion of  the  glycerine  by  its  abstraction 
of  water  through  the  membranes,  but 
it  appears  that  there  is  some  specifi- 
cally stimulating  action  on  the  uterus. 
What  this  is  we  fear  can  never  be  ex- 
plained—perhaps the  best  way  is  to. 
imitate  the  celebrated  doctor  in  the 
play  who,  when  confronted  with  the 
question  why  opium  produces  sleep, 
boldly  replied  that  it  was  on  account 
of  its  inherent  dormitive  properties. 

At  any  rate  the  fact  is  established 
that  glycerine  thus  used  will  power- 
fully stimulate  uterine  contractions, 
and  the  further  development  of  the 
procedure  will  be  awaited  with  the 
greatest  interest. 
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Posture  in  Relation  to  Obstetrics  and  Gynaecology  J 


BY    WILLIAM    W^ARREN    POTTER,  M.D., 

BUFFALO,  N.  Y, 


There  is  no  good  reason  why  pos- 
ture should  not  be  made  to  play  a 
part  in  curing  diseases  which  it  has 
partially  caused.  The  laws  of  gravity 
act  on  the  fluids  and  solids  in  the 
body  as  well  as  elsewhere  in  nature. 
Improper  posture  causes  hyperasmia, 
blood  stasis  and  dislocation  of  pelvic 
organs.  (A  demonstration  of  the 
erect  posture  was  made  by  schematic 
drawings  on  the  blackboard,  and  the 
subject  was  further  illustrated  by 
photographs  of  the  several  postures 
treated  of  in  the  paper.) 

The  Erect  Posture. — The  erect  pos- 


1  Abstract  of  paper  read  before  the  Am.  Assoc,  of 
Obstetricians  and  Gynaecologists,  1892. 


ture  has  some  importance  in  both  ob- 
stetrics and  gynaecology,  chiefly  as 
facilitating  in  some  cases  differential 
diagnosis  between  pregnancy  and 
tumors.  It  has,  however,  much  im- 
portance in  relation  to  the  causation 
of  disease.  It  is  the  posture  of  good 
health,  and  it  is  likewise  the  posture 
of  pernicious  disease,  the  difference 
only  being  between  its  correct  and 
incorrect  assumption.  It  is  easy  to 
distinguish  between  a  healthy  and 
diseased  woman  by  the  manner  in 
which  she  assumes  the  correct  or  in- 
correct erect  posture.  Physicians . 
should  habitually  instruct  their  pa- 
tients  as   to   the   proper  method  of 


[Annals  of  Gyn.kcology  and  Pediatry,  January,  1893  ] 

Plate  II. 
Fig.  3. 


Genu-pfxtoral  Posture. 
Fig.  4. 


Knee-P^lrow  Posture. 


(Annals  of  Gynecology  and  Pediatry,  January,  1S93.I 


Plate  III. 


Fig.  5 


Semi-prone  Posture. 


[See  Page   207.] 
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standing  erect,  and  demonstrate  to 
them  the  pernicious  influences  of 
stooping. 

The  Horizontal  Posture.  (Plate  I, 
Fig.  i). — This  posture  has  obstetric 
importance  for  the  employment  of 
palpation  in  the  diagnosis  of  preg- 
nancy, tumors,  appendicitis  and  other 
intra-abdominal  and  pelvic  conditions. 
It  is  the  posture  for  abdominal  sec- 
tion, and  should  be  correctly  assumed 
in  cases  of  obscure  disease  in  order  to 
facilitate  diagnosis. 

The  Dorsal  Posture. — This  is  one 
of  the  most  important  postures  in  the 
whole  category,  since  it  has  advan- 
tages for  diagnosis  and  treatment  in 
both  obstetrical  and  gynaecological 
procedures.  In  obstetrics  it  is  the 
posture  for  the  application  of  forceps 
as  well  as  for  many  other  obstetrical 
details.  In  gynaecology  it  is  the  pos- 
ture for  bimanual  exploration  of  the 
genital  tract  as  well  as  for  many 
plastic  operations  in  that  field.  It  is 
the  posture  for  bladder  investigation 
and  treatment.  A  modification  of 
the  dorsal  is  the  dorso-sacral  posture 
(Plate  I,  Fig.  2)  in  which  perineal 
lacerations  are  repaired,  and  in  which 
vaginal  hysterectomy  is  performed. 

The  Genu-pectoral  Posture.  (Plate 
II,  Fig.  3). — This  posture  has  obstetric 
importance  in  relation  to  prolapse  of 
the  funis,  inspection  of  the  head,  and 
occasionally  the  performance  of  ver- 
sions. In  gynaecology  it  reverses  the 
normal  gravity  of  the  pelvic  and  ab- 
dominal viscera,  and  sometimes,  un- 
aided, replaces  a  retroverted  or  pro- 
lapsed uterus.  It  unloads  the  pelvic 
vessels,  and  is  useful  in  the  treatment 
and  cure  of  many  diseases  of  the  pelvic 
organs,  as  well  as  in  the  diagnosis 
and  management  of  intestinal  disor- 
ders. It  is  especially  the  posture  for 
the  introduction  of  a  pessary  and  for 


its  inspection  in  situ.  It  should  be 
correctly  assumed,  a  table  forming 
the  base  of  a  right-angle  triangle,  the 
thighs  the  upright,  and  the  body  the 
hypothenuse. 

Semi-prone  Postiwe.  (Plate  III^ 
Fig.  5). — This  is  the  posture  origi- 
nally demonstrated  by  Sims,  and 
grew  out  of  the  fact  that  the  genu- 
pectoral  posture  was  sometimes  too 
fatiguing  for  long  manipulation  and 


operations  of  the  genital  tract.  He 
found  that  by  placing  the  woman 
in  the  semi-prone  position  it  would 
answer  nearly  or  quite  as  well  in 
many  instances.  It  has  become  a 
popular  posture  among  all  trained 
gynaecologists  for  diagnosis  and  treat- 
ment of  many  diseases  of  the  genital 
tract.  It  is  the  posture  for  curette- 
ment  and  intra-uterine  irrigation. 
There  are  few  intra-uterine  processes 
of  instrumentation  that  are  not  better 
performed  with  the  patient  in  the 
semi-prone  pose  than  in  any  other. 
It  is  the  posture  for  tamponade  of 
the  vagina,  for  uterine  haemorrhage. 
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for  administering  the  hot  rectal  lave- 
ment, and  Foster  and  others  advise  it 
for  the  vaginal  douche.  The  me- 
chanism of  this  posture  is  not  always 
correctly  understood,  hence  its  appli- 
cation has  not  met  with  uniform  suc- 
cess^  It  is  a  difficult  posture  to  illus- 
trate by  photographs,  but  one  to  be 
studied  carefully  and  employed  fre- 
quently. 

The  Trendelenburg  Posture.  (Plate 
IV,  Fig.  6). — This  posture  has  been 
made  use  of  chiefly  by  abdominal 
surgeons,  where  a  reversal  of  gravity 
seemed  to  facilitate  intra-abdominal 
operations.  It  has  been  extolled 
beyond  measure  by  some,  and  con- 
demned by  others.  A  modified 
Trendelenburg  posture,  or  an  eleva- 
tion of  the  body  at  an  angle  of  fifteen 
or  twenty  degrees,  is  available  in  the 
treatment  of  pelvic  disease.  By  keep- 
ing the  patient  in  this  posture  for 
a  more  or  less  prolonged  period,  as 
advocated  by  Emmett  and  others, 
the  inflammatory  processes  are  cut 
short. 

DISCUSSION. 

Dr.  James  F.  W.  Ross,  of  Toronto : 
I  hope  that  Dr.  Potter  will  complete 
the  series  of  photographs  he  has  pre- 
sented to  us  in  season  for  our  trans- 
actions for  next  year,  showing  some- 
thing that  has  been  omitted  ir)  these 
he  has  just  now  shown,  and  something 
that  has  not  been  presented  to  the 
student  of  medicine  very  clearly.  I 
refer  to  the  distention  of  the  vagina 
by  air  with  the  patient  in  the  genu- 
pectoral  position.  Then,  in  Sims' 
position,  a  photograph  showing  a 
vesico-vaginal  fistula "  in  situ  would 
still  further  complete  the  work.  I  am 
not  one  of  those  who  consider  the 
faulty  erect  posture  as  a  cause  of 
disease,  but   rather  the   result  of  a 


peculiar  systemic  condition  that  may 
itself  aggravate  the  disease.  I  look 
upon  these  postures,  however,  as 
valuable  from  a  surgical  and  gynaecol-* 
ogical  point  of  view. 

In  making  examinations  of  women 
I  insist  on  the  removal  of  the  corset. 
It  is  an  impossibility  to  examine  the 
pelvis  of  a  woman  properly  while  she 
has  the  corset  applied  to  her  body. 

I  would  like  to  speak  one  word  of 
praise  for  the  genu-pectoral  position. 
I  have  in  one  case  operated  for  vesico- 
vaginal fistula  with  the  patient  in  this 
posture,  in  which  the  woman  refused 
to  take  chloroform,  and  it  was  one  of 
the  easiest  operations  I  ever  did.  As 
for  Trendelenburg's  posture  I  take  an 
intermediate  view  of  its  value.  It 
has  been  of  the  greatest  assistance  to 
me,  and  especially  in  cases  of  severe 
pelvic  haemorrhage,  for  in  these  I  can 
see  the  mouth  of  the  bleeding  vessels 
as  readily  as  in  amputating  a  leg. 

Dr.  Charles  A.  L.  Reed,  of  Cincin- 
nati :  After  I  have  examined  a  patient 
lying  on  her  back  and  have  found 
some  evidence  of  displacement,  I  re- 
peat that  examination  with  the  patient 
in  the  erect  posture  resting  one  foot 
on  the  round  of  a  chair.  In  that  way  I 
determine  with  accuracy  the  degree  of 
the  existing  displacement.  Place  a 
patient  in  the  recumbent  posture  who^ 
has  a  retro-displacement,  and  it  is 
exaggerated  by  virtue  of  this  position 
if  an  anterior  displacement,  you  can 
estimate  the  amount  of  pressure  exer- 
cised upon  the  bladder  and  posterior 
structures  with  very  much  more  ac- 
curacy by  having  the  patient  on  her 
feet.  So  forcibly  has  this  impressed 
me  that  I  make  it  a  matter  of  routine 
practice  in  all  cases  in  which  I  am 
examining  a  woman  for  the  accurate 
estimation  of  an  existing  displace- 
ment. 
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Plate  IV 


Fig.  6. 


Trendelenberc;'s  Posture. 


[See  Page  208.] 


[Annals  oi-  Gvn.ecologv  and  Pediatry,  January,  1893] 

Plate  I. 


Horizontal  Posture. 
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DORSO-SACRAL    PoSTURE. 


[See  Page  209.] 
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With  regard  to  the  Trendelenburg 
posture,  permit  me  to  say  that  Tren- 
delenburg devised  this  posture  for  the 
performance  of  supra-pubic  cystotomy, 
and  that  it  was  first  applied,  so  far  as 
any  existing  records  show,  for  intra- 
pelvic  operations,  by  Dr.  Krug,  of 
New  York.  By  this  adaptation  of  the 
posture,  his  name  is  justly  entitled  to 
be  coupled  with  that  of  Trendelen- 
burg, and  in  my  published  reports  of 
cases  I  have  alluded  to  this  as  the 
Krug-Trendelenburg  posture. 

Dr.  William  H.  Taylor,  of  Cincin- 
nati :  I  specially  commend  the  photo- 
graphs, presented  by  Dr.  Potter,  of 
the  genu-pectoral  position.  I  think  it 
is  in  accordance  with  the  experience 
of  almost  every  gentleman  present, 
who  has  attempted  to  teach  the 
patients  how  to  assume  this  position, 
that  it  is  with  great  difficulty  that 
they  are  induced  to  make  the  thighs 
perfectly  perpendicular ;  almost  al- 
ways the  upper  ends  are  further  in- 
clined toward  the  body  than  the 
lower,  so  that  patients  do  not  get  all 
the  advantages  of  the  genu-pectoral 
position  that  belongs  to  it. 

With  reference  to  the  Sims  posi- 
tion, I  think  it  is  greatly  to  be  com- 
mended, in  those  harassing  cases  that 
we  see  in  consultation,  which  the  books 
call  "  neglected  shoulder  presenta- 
tions," cases  where  the  shoulder  has 
become  impacted  under  the  brim  of 
the  pelvis.  Very  many  have  experi- 
enced difficulty  in  introducing  the 
hand  above  the  brim,  seizing  the 
neck,  and  making  version.  With  a 
woman  in  the  Sims  position,  or  if 
supported. in  the  ge»u-pectoral  posi- 
tion, the  body  of  the  child  will 
gravitate  so  as  to  draw  the  shoulder 
.above  the  pelvic  brim. 

Dr.  Joseph  Hoffman,  of  Philadel- 
14 


phia :  So  far  as  the  postures,  as 
brought  out  by  Dr.  Potter  in  his 
paper,  are  concerned,  I  think  they  are 
admirable,  and  believe  that  in  some 
respects  they  give  us  a  better  idea  of 
the  postures  and  of  the  way  they  are 
made  to  assume  importance  in  the 
various  operations  than  any  hereto- 
fore published. 

The  ideas  that  Dr.  Reed  has  given 
in  reference  to  examination  are  of  im- 
portance in  some  cases.  As  a  routine 
practice,  I  would  not  go  so  far  as  he 
has  expressed  it.  Each  man,  however, 
is  entitled  to  his  own  views  on  points 
upon  which  he  is  thoroughly  con- 
vinced. 

So  far  as  my  own  feelings  in  refer- 
ence to  the  Trendelenburg  posture 
are  concerned,  without  challenging 
the  methods  by  which  the 'gentlemen 
have  arrived  at  conclusions  I  will 
say  that  I  do  not  think  the  posture  is 
based  upon  physical  and  physiological 
facts. 

Dr.  Rufus  B.  Hall,  of  Cincinnati  : 
I  cannot  agree  with  Dr.  Hoffman 
when  he  states  that  the  Trendelen- 
burg posture  is  not  a  desirable  one 
in  many  operations  of  the  pelvis. 
Take,  for  instance,  a  case  of  hyster- 
ectomy for  a  large  tumor  :  In  operat- 
ing with  the  clamp  it  is  not  necessary 
to  elevate  the  hips ;  but  those  of  us 
who  have  operated  by  total  extirpa- 
tion, and  used  the  position,  I  am  cer- 
tain can  indorse  it  most  emphatically. 
Were  I  to  make  a  total  extii'pation  of 
the  cervix  I  should  adopt  it ;  because 
it  puts  the  field  of  operation  plainly 
before  the  operator,  especially  the 
broad  ligaments  to  be  ligated,  without* 
lengthening  the  incision. 

Dr.  Edwin  Ricketts,  of  Cincinnati : 
I  would  like  to  ask  the  question  :  Is 
it  possible  to  put  these  patients  to 
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bed  as  dry  after  having  used  the 
Trendelenburg  posture  as  it  is  in 
the  usual  manner  of  operating?  If 
such  is  the  case,  I  have  not  been  able 
to  see  it.  It  does  seem  to  me  this 
wetting  process,  that  accompanies  the 
use  of  the  Trendelenburg  posture, 
is  a  serious  objection. 

Dr.  Frank  A.  Glascow,  of  St.  Louis: 
One  point  was  not  brought  out  by 
Dr.  Potter  in  his  paper,  and  was  not 
referred  to  in  the  discussion,  namely, 
the  stooping  posture.  Entirely  too 
much  stress  is  laid  on  that  as  causing 
congestion  and  inflammation.  No  one 
can  deny  that  a  stooping  posture  has 
a  bad  effect  on  the  pelvic  organs.  It 
aids  congestion,  I  believe,  not  as  the 
author  says,  through  direct  action  on 
the  circulation,  but  indirectly  through 
a  lack  of  development  of  the  thoracic 
organs  and  through  pressure. 

Dr.  J.  Henry  Carstens,  of  Detroit : 
Considerable  has  been  said  with  refer- 
ence to  the  standing  posture  of  women. 
I  would  like  to  know  what  the  effect 
is  on  women  who  sit  and  use  sewing 
machines  ?  If  the  intestines  are  press- 
ing upon  the  pelvis,  and  have  the  effect 
of  displacing  the  uterus  of  the  women 
who  sit  all  day  long,  they  all  certainly 
ought  to  have  displaced  uteri,  con- 
gestion, inflammation,  etc.  I  believe 
that  that  posture  has  very  little  to  do 
with  it.  I  think  with  Dr.  Ross  that 
it  is  some  constitutional  condition, 
some  little  malformation  about  the 
pelvis,  that  causes  mischief,  for  a  tilt- 
ing of  the  pelvis  in  one  woman  is  dif- 
ferent from  that  in  another. 

Dr.  L.  Ch.  Boisliniere,  of  St.  Louis: 
In  obstetrics  the  dorsal  position  is  to 
be  preferred,  as  it  allows  of  uterine 
massage  by  the  Dublin  or..Kristelter 
method,  and  the  easier  expression  of 
the  child  and  placenta.    It  also  guards 


against  the  entrance  of  air  into  the- 
uterine  sinuses — sometimes  a  cause 
of  sudden  death.  This  position  per- 
mits the  introduction  of  the  hand  or 
forceps  in  the  direction  of  the  axis  of 
the  superior  strait.  If  the  head  of 
the  child  is  high  the  patient  should 
be  placed  at  the  very  edge  of  the  bed> 
the  knees  kept  widely  apart  by  two^ 
assistants.  If  the  child's  head  is  at 
the  inferior  strait,  place  the  patient 
also  on  her  back,  but  not  so  near  the 
edge  of  the  bed  This  position  will 
allow  of  a  more  ready  delivery  of  the 
shoulders,  should  these  be  large. 

An  exception  tq  this  method  is. 
when,  in  turning,  the  back  of  the  child 
is  to  the  back  of  the. mother;  then  the 
lateral  position  is  preferable.  It  will 
facilitate  the  introduction  of  the  hand,„ 
as,  in  this  case,  the  anterior  plane  of 
the  child  being  to  the  mother's  abdo- 
men it  is  easier  then  to  enter  the 
uterus  in  the  direction  of  the  axis  of 
the  superior  strait,  and  the  feet  will 
be  easily  seized,  as  they  are  placed  on 
the  anterior  plane  of  the  child. 

When,  in  turning,  the  feet  have 
been  brought  down,  the  woman  should 
be  replaced  on  her  back,  as  in  this 
position,  by  external  pressure,  the 
child's  head  will  be  kept  flexed,  its 
arms  folded  on  its  anterior  plane,  and 
the  after-coming  head  and  placenta 
.may  be  gently  expressed  by  the  Crede 
or  Penrose  method  during  contrac- 
tion, or  the  forceps  applied. 

Another  exception  to  the  dorsal 
position  is  when  labor,  too  precipitate,, 
has  not  been  checked  by  an  applica- 
tion of  the  forceps ;  the  woman  should 
then  be  placed  on  her  side,  especially 
if  the  pelvis  is  very  large  and  the  child 
small.  This  lateral  position  will  then 
much  moderate  the  uterine  contrac- 
tions. 
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Postural  replacement  of  the  cord 
by  placing  the  woman  in  the  knee  and 
chest  position,  as  advocated  by  Drs. 
Thomas  and  Papin,  succeeds  occa- 
sionally, but  it  is  not  to  be  depended 
upon.  It  sometimes  succeeds  when 
the  cord  presents  at  the  superior 
strait,  but  always  fails  when  the  cord 
is  prolapsed  in  or  out  of  the  vagina. 
This  position,  if  prolonged,  is  more- 
over very  fatiguing  to  the  woman,  and 
hinders  labor.  The  surest  course  to 
follow  is  to  apply  the  forceps  when 
the  head  is  in  the  excavation  with  a 
prolapsed  cord,  or  version  if  the  head 
is  at  or  above  the  brim.  This  method 
in  the  hands  of  eminent  accoucheurs 
has  saved  fifty-two  out  of  sixty-four 
children.  . 

In  retroflexion,  the  knee  and  chest 
position  will  gently  assist  in  attempts 
at  reposition. 

Dr.  A.  Vander  Veer,  of  Albany  : 
The  excellent  paper  presented  by  Dr. 
Potter  has  received  such  a  thorough 
discussion  by  the  Fellows,  that  I  will 
only  make  one  remark  in  regard  to 
the  dorsal  position  in  some  of  the  oper- 
ations we  do  upon  the  vagina.  I  have 
a  narrow  table  that  can  be  converted 
into  the  Trendelenburg  posture  at  any 
time.  It  has  two  detachable  posts 
against  which  the  patient  can  be 
braced  close  to  the  operator.  The 
position  exposes  the  vaginal  walls. 

Dr.  William  Warren  Potter,  of  Buf- 
falo (closing  the  discussion):  Dr. 
Ross  was  kind  enough  to  suggest  that 
I  might  have  been  more  accurate,  or 
should  have  perfected  some  of  the 
postures  to  a  greater  degree.  The 
difficulties  in  getting  a  good  model 
with  which  to  produce  all  the  details 
of  posture  are  very  great.    One  needs 


to  have  two  or  three  models,  and  these 
cannot  always  be  obtained. 

Dr.  Ross  also  spoke  of  replacing^ 
the  displaced  uterus  with  a  sound.  I 
have  no  use  for  the  sound  in  such 
cases.  The  genu-pectoral  position 
with  reference  to  the  reposition  of 
displaced  uteri  can  be  employed  with 
greater  safety,  as  well  as  more  iease 
and  certainty. 

Dr.  Reed  called  attention  to  utiliz- 
ing the  erect  posture  for  diagnosis  in 
a  way  which  I  have  not  emphasized. 
I  am  greatly  indebted  for  the  hint> 
and  will  avail  myself  of  the  first  op- 
portunity to  put  it  into  practice. 

Dr.  Glasgow  evidently  misunder- 
stood me.  I  desire  to  be  understood 
as  saying  that  the  class  of  women  who 
often  become  habituated  to  the  faulty 
erect  posture  are  the  women  who  do 
not  work  hard  in  one  sense,  who  do 
not  scrub  the  floor  or  do  the  washing, 
for  the  hard-working  women  are  less 
often  gynaecological  patients  than  the 
medium-worked  women  who  stand  on 
their  feet  in  the  shop  day  after  day  for 
several  hours  at  a  time,  or  who  sit  at 
their  sewing  machines,  or  who  apply 
their  needles — work  which  inclines 
them  constantly  toward  an  incorrect 
assumption  of  the  erect  posture  for 
standing  or  sitting.  Finally,  I  do  not 
desire  to  be  understood  as  asserting 
that  the  imperfect  erect  posture 
ought  to  be  charged  as  causing  a 
large  percentage  of  pelvic  disease  ; 
but  I  do  assert  that  in  a  percent- 
age of  disease  that  cannot  other- 
wise be  accounted  for — namely,  by 
puerperal,  specific  or  traumatic  infec- 
tion— there  is  in  the  habitual  main- 
tenance of  the  faulty  erect  posture  aa 
adequate  course  to  be  found. 
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Abstracts  of  Papers  Read  at  the  Meeting  of  the  American 

Association  of  Obstetricians  and  Gynaecologists, 

St.  Louis,  Mo.,  1892. 


THE  TREATMENT  OF  PYOSALPINX,  WITH 
REPORTS    OF    CASES. 

Archibald  McLaren,  M.D.,  of  St. 
Paul,  Minn. — The  object  of  this  paper 
is  to  separate  the  cases  of  true  pyo- 
salpinx,  or  tubal  tumors  containing 
true  pus  from  the  heterogenous  statis- 
tics of  the  milder  inflammatory  dis- 
eases of  the  uterine  appendages.  The 
statistics  of  to-day  are  very  misleading 
and  the  operator  is  very  apt  to  under- 
estimate the  dangers  to  his  patient, 
because  of  deductions  drawn  from  a 
great  many  almost  normal  ovarioto- 
mies. 

Particular  attention  is  drawn  to  the 
conservative  treatment  of  these  cases. 
The  author  does  not  believe  that 
every  Fallopian  tube  which  contains 
pus  should  be  necessarily  removed. 

Attention  is  drawn  to  the  work  of 
Polk  and  W.  R.  Pryor,  of  New  York, 
and  the  excellent  results  which  they 
have  achieved  from  the  use  of  rapid 
antiseptic  divulsion  and  curettement. 
This  subject  is  important  in  the  di- 
rection of  conservatism,  aside  from 
its  influence  on  an  already  existing 
pyosalpinx.  Healthy  tubes  are  being 
constantly  removed  for  fear  of  the 
subsequent  extension  of  the  disease 
from  the  endometrium.  Rapid  divul- 
sion and  curettement  at  the  time  of  the 
laparotomy  have  proven  themselves 
able  to  prevent  such  an  extension  to 
a  healthy  tube,  and  have  been  and 
will  be  the  cause  of  leaving  many 
women  with  the  functional  activity 
of  their  sexual  organs. 

The  author  doubts  the  propriety  of 


Polk's  and  Skutsch's  operations, 
whereby  the  suppurating  tube  is 
opened,  washed  out  and  attached  to 
the  abdominal  wall,  because  of  the 
great  probability  that  the  tube  will 
be  of  no  farther  use  to  the  woman, 
and  that  it  will  leave  a  weakened 
abdominal  wall,  predisposing  her  to 
ventral  hernia. 

The  author  takes  exception  to  the 
statement  of  Dr.  Bland-Sutton  that 
"there  is  no  trustworthy  evidence 
that  a  cystic  tube  ever  discharges 
through  the  uterus,"  and  quotes  from 
such  authors  as  Landau,  Bequerel, 
Rotier,  R.  A.  Murray,  T.  B.  Robinson, 
R.  Waldo,  A.  P.  Dudley,  Schramm 
and  many  others,  proving  that  cystic 
Fallopian  tubes  do  at  times  discharge 
through  the  uterus  into  the  vagina. 

Dr.  McLaren  quotes  a  case  of  his 
own,  which  was  operated  upon  April 
23,  1892,  where  the  patient  was  pre- 
pared for  a  vaginal  hysterectomy,  the 
large  size  of  the  uterus,  the  profuse, 
offensive  and  purulent  discharge  con- 
vincing him  that  he  had  a  case  of 
malignant  disease  of  the  fundus  to 
deal  with.  He  first  dilated  the  uterine 
canal,  used  the  curette  and  tamponed. 
Suspecting  a  complicating  pyosalpinx 
he  opened  the  abdomen  and  discov- 
ered that  the  uterus  itself  was  healthy; 
but  that  a  large  suppurating  Fallopian 
tube  was  constantly  discharging  its 
contents  through  the  patulous  uterine 
end  of  the  tube  into  the  vagina.  As- 
pirating this  pus  sac  he  drew  air 
through  from  the  vagina.  The  sac 
was  enucleated  and  the   woman   re- 


SOCIETY  PROCEEDINGS. 


213 


covered.  Presenting  the  specimen  to 
the  Ramsey  County  Pathological  So- 
ciety, the  patulous  condition  of  the 
Fallopian  tube  was  demonstrated. 

The  futility  of  electricity  in  the 
treatment  of  pyosalpinx  was  touched 
upon.  The  author  advises  very 
strongly  against  the  use  of  galvano- 
puncture,  and  was  very  doubtful 
about  the  propriety  of  any  vaginal 
opening  into  the  pyosalpinx.  First, 
because  the  pyosalpinx  is  often 
double;  second,  on  account  of  the 
long-continued  suppuration  from  the 
pelvic  fistula.  The  author  believes 
with  Pozzi  that  chronic  fistula  in  the 
groin,  following  the  opening  of  the 
pelvic  abscess,  is  diagnostic  evidence 
of  a  suppurating  Fallopian  tube.  The 
author  does  not  believe  that  Pean's 
operation  of  vaginal  hysterectomy 
for  double  pyosalpinx  will  ever  be- 
some  popular  in  this  country;  and 
does  not  believe  that  Pean's  conclu- 
sions are  correct. 

Several  authors  are  quoted  to  show 
that  women  who  have  had  suppura- 
ting disease  of  the  Fallopian  tube 
have  subsequently  conceived.  The 
writer  believes  that  when  a  woman 
with  a  pyosalpinx  does  conceive  lapa- 
rotomy should  be  done  during  preg- 
nancy. 

The  author  speaks  of  the  likelihood 
of  the  pyosalpinx  opening  by  ulcera- 
tion into  the  bowel.  He  considers 
these  cases  the  most  difficult  to  treat 
in  all  surgery ;  and  that  they  are  cases 
that  demand  most  urgently  the  sur- 
geon's care. 

Dr.  McLaren  does  not  agree  with  Dr. 
Cleveland  that  circular  enterrorrhaphy 
is  the  wisest  course  to  pursue  with 
these  patients,  unless  the  bowel  be 
honeycombed.  He  would  prefer  to 
close  the  opening  into  the  bowel  left 


by  the  removal  of  the  chronic  faecal 
abscess ;  first,  by  linear  suture ;  next 
by  enterrorrhaphy  by  anastomosis; 
thirdly,  by  circular  enterrorrhaphy. 

The  author  collects  the  statistics 
of  380  cases  of  true  pyosalpinx  oper- 
ated upon,  with  32  deaths,  or  mor- 
tality of  9  per  cent. 

He  reports  sixteen  cases  of  pyo- 
salpinx of  his  own  operated  upon 
for  pyosalpinx,  with  two  deaths. 
Two  of  these  cases  connected  with 
the  bowel.  One  was  constantly  dis- 
charging through  the  uterus,  already 
reported  above. 

TUMORS    OF     THE    ABDOMINAL    WALLS. 

Edward  J.  Ill,  M.D.,  Newark,  N. 
J.,  divides  the  subject  into  :  (i)  in- 
flammatory tumors.  (2)  Neoplasms. 
(3)  Tumors  of  the  urachus  and  round 
ligament. 

The  inflammatory  are  divided  into 
primary  and  secondary  tumors. 

As  a  cause  for  primary  inflamma- 
tions traumatism  is  the  common  one. 

The  difficulty  which  the  diagnosis 
in  chronic  cases  at  times  presents  is 
illustrated  by  a  case.  The  prognosis 
as  a  rule  is  good. 

The  treatment  is  by  free  incision 
as  soon  as  suppuration  has  taken 
place. 

Secondary  inflammatory  tumors  ar6 
such  as  have  their  origin  from  bones 
of  the  neighborhood  or  inflammatory 
difficulties  in  the  abdomen.  He  dwells 
at  length  upon  the  differential  diag- 
nosis of  secondary  inflammatory  tu- 
mors of  the  abdominal  wall  and 
other  and  extra-  and  intra-peritoneal 
tumors. 

Vascular  tumors  present  nothing 
that  would  interest  the  abdominal 
surgeon  especially,  except  when  they 
occur  at  the  navel.     Here  the  perito- 
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neum  might  be  opened  should  an  ex- 
tirpation be  attempted. 

Atheroma  and  dermoids  are  de- 
scribed as  rare  forms  of  tumors  in 
this  locality.  The  latter  form  has 
been  known  to  occur  at  the  navel 
only. 

The  echinococci  are  also  exceed- 
ingly rare  forms  of  tumors  in  this 
location.  They  are  of  very  slow 
growth.  The  symptoms  are  negative 
in  the  earlier  stages ;  pressure  symp- 
toms show  themselves  later. 

The  diagnosis  without  chemical  and 
microscopic  examination  of  the  cyst 
contents  is  difficult.  The  frequent 
simultaneous  occurrence  of  tumors 
elsewhere  may  assist  in  the  diagnosis. 

Incision  and  drainage  is  the  treat- 
ment. Haematuria  and  subperitoneal 
cysts  are  described.  Lipomata  are 
found  in  three  locations,  namely,  the 
subcutaneous  tissue,  between  the 
layers  of  muscle  and  in  the  subperi- 
toneal fat. 

The  importance  of  recognizing 
large  deposits  of  fat  in  the  lower  por- 
tion of  the  abdominal  wall  is  dwelled 
upon. 

Lipomatous  tumors  of  rapid  growth 
are  frequently  malignant.  A  fibrous 
degeneration  from  long-continued  ir- 
ritation is  described.  Tumors  of  this 
kind  grow  very  large  and  may  weigh 
as  much  as  forty  pounds. 

Lipoma  of  the  intra-muscular  variety 
is  rare.     Pean  describes  them. 

The  subperitoneal  variety  is  de- 
scribed with  great  minuteness. 

The  free  fibro-lipomatous  tumors 
occasionally  found  in  the  peritoneal 
cavity  come  from  this  origin. 

The      hernia     epigastrica,    "Fett- 
Briiche  of  the  German,"  are  described 
as   occurring  in   four  forms.     Their^ 
differentiation   from   other  forms  of 
tumor  is  dwelt  upon. 


Fibroma  and  sarcoma  are  described 
under  one  head  and  are  said  to  occur 
main;y  in  the  skin  and  muscular  ap- 
paratus. 

Under  the  former  the  fibroma  mol- 
luscum  is  described.  Sarcoma  of  the 
skin  of  the  abdomen  is  very  apt  to 
be  of  the  melanotic  type;  especially 
frequent  is  its  recurrence  after  extir- 
pation. 

The  occurrence  of  true  fibroma  of 
the  fibrous  tissue  of  the  abdominal 
walls  is  not  as  infrequent  as  was  for- 
merly supposed. 

They  often  become  sarcomatous, 
and  should  therefore  be  removed 
Ccirly. 

The  writer  speaks  at  length  of  the 
peculiarities  of  these  tumors.  Ninety 
per  cent,  occur  in  women.  In  rhen 
they  are  most  frequently  malignant. 
The  posterior  sheath  of  the  rec- 
tus muscle  is  the  usual  seat  of  the 
growth. 

Traumatism  seems  to  be  unques- 
tionably a  prominent  factor  in  the 
etiology  of  the  disease. 

As  to  treatment  their  removal  is 
suggested,  if  possible,  without  open- 
ing the  peritoneal  cavity  when  the 
tumor  is  small,  but  if  the  tumor  be 
large  with  resection  of  the  perito- 
neum, which  will  guard  against  re- 
currence. 

Carcinomata  are  divided  into  two 
classes,  those  having  a  primary  origin 
in  the  abdominal  wall  and  those  of 
secondary  origin. 

Carcinoma  of  the  navel  is  especially 
dwelt  upon. 

Tumors  of  the  urachus  present 
themselves  chiefly  as  cysts.  Secondary 
malignant  tumors  of  the  urachus  have 
been  described. 

The  anatomy  and  pathology  of  the 
urachus,  as  well  as  the  diagnosis  and 
differential  diagnosis,  are  dwelt  upon. 
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The  treatment  of  all  these  cases  is 
by  operation. 

The  incision  should  be  carried  from 
the  umbiHcus  to  the  fundus  of  the 
bladder,  if  the  tumor  be  any  way 
large,  the  cyst  wall  stitched  to  the 
skin  and  drainage  secured  by  iodoform 
gauze. 

In  small  tumors  complete  extirpa- 
tion of  the  sac  should  be  practiced. 

Of  the  round  ligament  three  forms 
of  tumors  are  described,  the  cystic, 
the  fibro-myoma  and  the  sarcoma,  and 
their  differentiation  from  other  tumors 
of  this  location  is  discussed. 

THE  RELATIONS  OF  PELVIC  DISEASE 
TO  PSYCHICAL  DISTURBANCES  IN  WO- 
MAN. 

Dr.  George  H.  Rohic,  of  Catons- 
ville,  Md.,  read  a  paper  with  the  above 
title. 

The  author  pointed  out  the  fre- 
quency with  which  bodily  conditions 
influenced  mental  states.  Thus  a 
torpid  condition  of  the  intestines, 
Bright's  disease,  putrefactive  pro- 
cesses in  the  intestinal  canals,  etc., 
might  give  rise  to  melancholia  and 
other  disorders  of  the  mental  func- 
tions. It  is  not  irrational  to  suppose 
likewise  that  diseases  of  the  female 
•sexual  apparatus  would  have  a  not  in- 
-considerable  influence  in  the  produc- 
tion of  mental  disorders.  As  a  con- 
tribution to  the  knowledge  of  the 
subject  the  following  report  was  sub- 
mitted : 

In  a  hospital  containing  200  insane 
-women,  thirty-five  were  subjected  to 
vaginal  examination  and  twenty-six 
found  with  evidences  of  pelvic  dis- 
eases. In  eighteen  of  these  the  uter- 
ine appendages  were  removed  with 
the  following  results  : 

Sixteen  recovered  from  the  opera- 


tion and  two  died.  Of  the  sixteen 
recovered,  three  have  been  discharged 
from  the  hospital  completely  restored, 
both  physically  and  mentally.  In  ten 
considerable  improvement  followed 
the  operation  in  both  physical  and 
mental  conditions,  and  in  three  the 
operation  was  of  too  recent  a  date  to 
allow  any  definite  expression  of  opin- 
ion. 

The  mental  disorder  present  in  the 
eighteen  cases  was  melancholia  in  six 
cases,  simple  mania  in  one,  puerperal 
mania  in  four,  hysterical  mania  in  one, 
periodic  mania  in  two,  hystero-epilepsy 
with  mania  in  one,  and  epilepsy  with 
mania  in  three. 

The  author  basing  his  opinion  upon 
his  experience,  concludes  as  follows  : 

''The  facts  recorded  demonstrate 
first,  that  there  is  a  fruitful  field  for 
gynaecological  work  among  insane 
women ;  second,  that  this  work  is  as 
practicable  and  can  be  pursued  with 
as  much  success  in  an  insane  hospital 
as  elsewhere ;  and  third,  that  the  re- 
sults obtained  not  only  encourage  us 
to  continue  in  the  work,  but  require 
us,  in  the  name  of  science  and  human- 
ity, to  give  an  insane  woman  the  same 
chance  of  relief  from  disease  of  the 
ovaries  and  uterus  that  a  sane  woman 
has." 

IS     EVOLUTION     TRYING    TO     DO    AWAY 
WITH   THE    CLITORIS  ? 

Dr.  Robert  T.  Morris,  of  New 
York,  in  considering  the  above  ques- 
tion presented  photo-micrographs  and 
sections  of  anatomical  specimens  in 
support  of  his  proposition. 

(i)  The  prepuce  and  the  glans  cli. 
toridis  are  bound  together  by  adhe- 
sions, partly  or  completely,  in  about 
eighty  per  cent,  of  all  Aryan  Amer- 
ican women. 
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;2)  Preputial  adhesions  are  rare 
among  negresses,  and  seem  to  occur 
only  in  a  few  of  the  individuals  pos- 
sessing a  large  admixture  of  white 
blood. 

(3)  Highly  developed  domesticated 
animals  do  not  present  examples  of  the 
degeneration  so  far  as  the  author's 
observations  have  gone; 

(4)  When  preputial  adhesions  are 
extensive  the  glans  clitoridis  and  the 
imprisoned  mucous  glands  remain 
undeveloped,  but  they  may  develop 
later  when  the  physician  has  separated 
adhesions. 

(5)  The  failure  of  the  embryonic 
genital  eminence  to  properly  develop 
the  prepuce  and  glans  clitoridis  for 
perfect  cleavage  probably  means  that 
nature  is  trying  to  abolish  the  clitoris 
as  civilization  advances. 

(6)  The  degenerative  process  rep- 
resented by  preputial  adhesions  is 
characteristic  of  the  civilized  type  of 
homo  sapiens  in  which  we  find  decay- 
ing teeth,  early  falling  hair,  and  im- 
perfect corneas  and  eye  muscles. 

(7)  Preputial  adhesions  which  in- 
volve small  portions  of  the  glans  cli- 
toridis are  of  interest  simply  as  ana- 
tomical curiosities. 

(8)  Preputial  adhesions  involving  a 
large  part  or  the  whole  of  the  glans 
clitoridis  cause  profouad  disturbance 
and  are  among  the  most  pronounced 
of  the  peripheral  irritations.  •  They 
cause  desire  to  masturbation  which 
leads  to  neurasthenia,  and  they  are 
responsible  for  grave  reflex  neuroses. 

(9)  Preputial  adhesions  probably 
form  the  most  common  single  factor 
in  invalidism  in  women.  The  clitoris 
is  an  electric  button  which,  pressed 
by  adhesion,  rings  up  the  whole  nerv- 
ous system. 

(10)  The  physician  who  fails  to  ex- 


amine the  female  child  for  preputial 
adhesions  neglects  the  most  impor- 
tant single  duty  of  his  professional  life. 

EXTRA-UTERINE    PREGNANCY. 

Dr.  Edwin  Ricketts,  of  Cincin- 
nati, O. — Simplest  classification  is 
the  following,  by  Heywood  Smith  : 
(i)  Pre-ruptured  stage ;  (2)  ruptured 
stage ;  (3)  post-ruptured  stage. 

Primary  rupture  is  in  majority  of 
cases  tubal.  Positive  diagnosis  of 
extra-uterine  pregnancy  in  pre  rup- 
tured stage  is  rarely  possible.  Rup- 
ture after  third  month  more  dis- 
astrous than  previous  to  that  time. 
Dr.  Ricketts  has  operated  success- 
fully during  the  eighth  week ;  the 
earliest  operation  he  had  ever  seen 
performed.  Majority  of  cases  rupture 
into  peritoneal  cavity  ;  these  are  more 
serious  than  those  that  rupture  into 
the  broad  ligament. 

Dr.  Ricketts  also  reports  a  case 
when  foetus  died  at  sixth  month,  and 
bony  skeleton  was  delivered  per  rec- 
tum ;  patient  was  confined  to  bed  for 
two  years,  but  recovered.  An  early 
abdominal  section  in  this  case  could 
not  have  been  more  serious.  If  oper- 
ators and  expert  diagnosticians  can- 
not diagnose  in  pre-ruptured  stage, 
how  can  so-called  electricians  pro- 
nounce cures  in  pre-ruptured  stage  by 
electrolysis  }  We  cannot  hope  to  do 
good  in  ruptured  stage  with  electro- 
lysis. Great  majority — some  claim 
that  all — cases  of  intra-peritoneal  rup- 
ture die  without  operation. 

Treatment — Operation,  with  clean 
knife,  clean  hands,  clean  water  and 
clean  ligations,  and  that,  too,  as  early 
as  possible. 

THE  ADVANTAGES  OF  VERSION  IN  A  CER- 
TAIN   CLASS    OF    OBSTETRIC  CASES. 

Augustus  P.  Clarke,  A.M.,  M.D., 
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of  Cambridge,  Mass. — The  author, 
after  giving  some  account  of  the 
operation  for  version  and  of  the  in- 
dications for  which  it  was  formerly 
resorted  to,  makes  mention  of  a 
thousand  obstetric  cases,  which  oc- 
curred in  his  earlier  practice.  He 
gives  a  brief  summary  of  the  version 
cases,  and  also  of  those  in  which  the 
long  forceps  were  used,  and  con- 
cludes from  a  careful  analysis  of  each 
case  that  the  results  are  in  favor  of 
the  employment  of  the  long  forceps. 
Cases  occasionally  occur  in  which  de- 
livery cannot,  with  any  degree  of 
safety,  be  effected  by  the  use  of  for- 
ceps. A  case  recently  occurring  in 
the  author's  practice  is  reported  in 
detail. 

After  the  long  forceps  with  axis- 
traction  had  failed,  resort  was  had  to 
version.  Traction  at  the  feet,  with 
manipulation  of  the  head,  quickly  re- 
sulted in  effecting  a  reduction  of  the 
intra-parietal  diameter.  The  head 
then  passed  the  introitus  and  emerged 
at  the  angustia  perinaealis.  The  meas- 
urements of  the  several  diameters  of 
the  head  exceeded  those  of  a  typical 
one.  He  remarks  that  it  is  surpris- 
ing to  observe  what  a  slight  differ- 
ence in  the  increase  in  some  of  the 
diameters  of  the  foetal  head  will  re- 
tard the  progress  of  labor.  The 
author  was  able  to  deliver  the  woman 
in  the  case  referred  to,  in  a  previous 
labor  by  means  of  the  long  forceps 
with  axis-traction.  Two  and  a  half 
years  ago  he  was  called  to  a  woman 
whom  he  had  before  attended  in  nine 
consecutive  labors.  In  the  tenth 
labor  he  experienced  unusual  diffi- 
culty in  effecting  delivery.  The  bi- 
parietal  diameter  was  only  from  one- 
third  to  one-half  inch  greater  than 
had  occurred  in  the  same  diameter  of 


any  of  the  other  nine  children.  When 
the  pelvis  has  undergone  any  con- 
siderable deformity,  the  employment 
of  the  forceps  is  liable  to  be  attended 
with  failure  to  effect  delivery.  In  a 
case  of  pelvic  deformity  of  the  right 
side,  the  first  stage  of  labor  went  on 
well.  The  head  failing  to  engage  at 
the  brim,  forceps  by  the  attending 
physician  were  unsuccessfully  applied 
before  the  author  was  called  in  con- 
sultation. Ether  was  again  adminis- 
tered, and  version  was  decided  upon,^ 
and  was  effected  by  carrying  the 
foetus  to  the  left,  and  by  directing 
the  base  of  the  head  to  the  right 
acetabulum  so  that  the  bregma  could 
sweep  the  left  sacro-iliac  synchon- 
drosis and  then  pass  beneath  the  aceta- 
bulum, where  the  pelvic  basin  had 
suffered  the  least  from  the  distortion. 
The  child  survived  and  the  mother 
did  well.  Fortunately,  the  interparie- 
tal diameter  measured  only  three  and 
one-half  inches.  The  occipito-frontal 
diameter  exceeded  a  normal  one,  but 
the  passage  of  the  head  was  favored 
by  the  originally  large  conjugate  di- 
ameter of  the  mother's  pelvis,  though 
this  bony  structure  was  markedly  dis- 
torted. An  advantage  to  be  gained 
in  resorting  to  version  and  in  having 
the  head  engage  at  the  base  is  that 
compression  of  the  parietal  segment 
will  go  on  more  regularly,  naturally 
and  safely.  In  a  case  to  which  he 
was  called  in  consultation  he  was  able 
to  adjust  fairly  well  both  blades  of  the 
forceps,  but  on  making  firm  traction 
he  noticed  that  there  was  beginning 
to  take  place  an  undue  overlapping 
of  the  right  parietal  at  the  junction  of 
the  temporal  bone.  The  pelvic  cavity 
on  the  right  was  distorted  in  a  marked 
degree.  Version  was  then  tried.  The 
child  was  born  alive,  but  the  appear- 
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ance  of  the  head  justified  the  resort  to 
the  measures  finally  adopted.  Another 
advantage  version  sometimes  has  over 
the  employment  of  forceps  is  when  the 
head  rests  over  or  upon  the  brim,  and 
the  blades  of  the  forceps  can  only  be 
applied  at  the  occipito-frontal  portion. 
In  such  a  case,  when  there  is  contrac- 
tion at  the  brim,  compression  follow- 
ing traction  on  the  forceps  will  cause 
projection  of  the  lateral  segments 
toward  either  extremity  of  the  antero- 
posterior diameter  of  the  pelvis  and 
thus  prevent  engagement  of  the  head, 
or  its  descent  through  the  pelvic  cav- 
ity. Version  offers  an  advantage  in 
a  case  in  which  craniotomy  in  a  pre- 
vious labor  was  found  necessary  by 
reason  of  a  contracted  basin.  Reports 
of  cases  illustrative  of  this  advantage 
are  given.  Version  can  be  most  ad- 
vantageously resorted  to  in  that  class 
of  cases  in  which  much  flatness  of  the 
pelvis  prevails  and  in  which  the  head 
presents  at  the  brim  with  a  lateral 
cervical  obliquity,  having  the  anterior 
or  the  posterior  portion  of  the  parie- 
tal bone  appear  in  a  transverse  direc- 
tion. The  presentation  may  be  either 
posteriorly  at  the  promontory  of  the 
sacrum,  or  anteriorly  at  the  arch  of 
the  pubes.  In  a  case  with  such  fac- 
tors to  be  dealt  with  the  forceps  may 
be  tried,  but  the  author's  later  experi- 
er\pQ  justifies  him  in  saying  that  the 
timely  use  of  version  will  yield  the 
larger  percentage  of  successful  re- 
sults. The  employment  of  the  long 
forceps  for  high  operation  has  with 
some  obstetricians  become  very  pop- 
ular. The  practice  has  been  more 
general  since  the  introduction  of  the 
axis-traction  method.  It  is,  however, 
in  the  rare  class  of  cases  that  the  au- 
thor makes  an  appeal  for  the  employ- 
ment of  version.      The  employment 


of  version  in  all  cases  of  lingering 
labor  is  far  from  what  the  author  in- 
tends to  advocate.  He  further  re- 
marks that  the  resort  to  version  in 
all  such  cases,  now  that  other  means 
can  be  used  for  relief,  would  be  most 
unwise  if  not  pernicious.  In  those 
exceptional  cases  which  sometimes 
appear  to  baffle  the  highest  skill,  the 
method  for  relief  should  not  be  accord- 
ing to  any  ironclad  rule,  because  suc- 
cess in  this,  as  in  all  difficult  accom- 
plishments, can  be  expected  to  follow 
only  after  the  exercise  of  good  judg- 
ment, after  taking  wise  counsel,  and 
often  after  the  attainment  of  large 
experience.  Against  the  employment  • 
of  version  it  has  been  urged  that  the 
foetus  is  liable  to  suffer  from  many- 
accidents.  Fractures  of  the  bones  of 
the  upper  and  of  the  lower  extremi- 
ties have  occurred;  serious  or  fatal 
injuries  connected  with  the  chest, 
with  the  spine  and  with  other  parts 
have  not  infrequently  resulted  from 
the  employment  of  version.  The 
occurrence  of  such  mishaps  has  un- 
doubtedly taken  place  in  those  cases 
in  which  proper  discrimination  as  to 
choice  of  the  best  means  of  delivery 
has  not  been  exercised.  It  may  be 
laid  down  as  a  general  rule  that  in  all 
cases  in  which  the  antero-posterior 
diameter  of  the  pelvis  of  the  mother 
is  less  than  six  centimeters,  version 
should  not  be  attempted.  In  apply- 
ing this  rule  other  important  factors 
in  some  cases  will  have  to  be  taken 
into  consideration.  The  employment 
of  forceps  with  axis-traction  in  high 
operations  is  by  no  means  unattended 
in  all  cases  with  serious  injury  to  the 
foetus.  Fracture  of  the  cranium,  com- 
pression of  the  brain,  lesion  to  the 
great  nerves  and  -to  other  parts  are 
often   sustained.      The   induction  of 
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premature  labor,  the  employment  of 
craniotomy  when  done  under  the 
strictest  antiseptic  precautions,  can- 
not but  expose  the  mother  to  many 
dangers.  The  employment  of  the 
Caesarean  section,  the  adoption  of 
Porro's  operation  in  those  cases  in 
which  they  are  the  most  clearly  indi- 
cated, can  never  be  attempted  with- 
out the  patient's  assuming  many  risks, 
and  such  operations  before  being  un- 
dertaken for  relief  in  any  class  of 
cases  must  ever  be  regarded  as  meas- 
ures requiring  the  profoundest  con- 
sideration. 

TETANUS  AFTER  OPERATION  FOR  LAC- 
ERATED PERINEUM. 

Dr.  Edwin  Walker,  M.D.,  of 
Evansville,  Ind. — Tetanus  is  the  most 
dreadful  c  implication  a  surgeon  can 
meet.  When  this  follows  an  operation 
not  in  itself  dangerous,  his  attitude  is 
most  unhappy.  Recent  researches 
have  established  the  infectiousness  of 
the  disease,  and  its  occurrence  after 
an  operation  is  prima  facie  evidence 
that  it  was  not  done  aseptically.  This 
operation  was  done  by  a  competent 
surgeon  and  with  what  seemed  fault- 
less technique.  The  patient,  aged 
54,  multipara,  had  bad  laceration  with 
rectocele  of  many  years  standing. 
Emmet's  operation  was  done — silk- 
worm gut  sutures,  iodoform  gauze 
dressing  used,  all  of  which,  with 
instruments  and  towels,  were  taken 
from  a  sterilizer  at  time  of  operation. 
The  temperature  rose  on  the  day  of 
•operation  to  100  2-5°.  With  the  ex- 
ception of  slight  rise  in  temperature 
condition  was  favorable  until  the 
fourth  day,  when  it  rose  to  103°.  The 
wound  looked  well  and  the  trouble 
was  attributed  to  malaria.  Quinine 
was  given  two  days  with  the  effect  of 


lowering  the  temperature,  and  patient 
seemed  better.  On  seventh  day  tem- 
perature was  99  2-5°  ;  pulse,  ^^.  In 
the  morning  she  complained  of  stiff- 
ness of  jaws  and  muscles  of  the  neck; 
otherwise  felt  well  and  no  importance 
attached  to  symptoms.  Eighth  day 
trismus  was  too  plain  to  be  mistaken. 
Morphia  and  quiet  enforced,  but  the 
patient  grew  progressively  worse. 
First  convulsion  6  p.m.,  and  death 
ensued  at  4.30  p.m.  of  ninth  day. 

The  only  other  case  found  in  litera- 
ture at  hand  was  one  reported  by  Wer- 
zinski.  This,  however,  was  a  recent 
case,  and  should  be  classed  as  one  of 
puerperal  tetanus.  No  others  were 
found  which  followed  operation  on 
the  external  genitals. 

The  lesson  to  be  learned  is  that  we 
should  be  more  than  ever  careful  to 
render  even  our  slightest  operation 
aseptic.  One  thing  done  in  this  and 
other  operations  should  be  abandoned 
— that  is  placing  the  finger  in  the 
rectum  to  facilitate  the  parting  and 
passing  of  sutures.  The  rectum  can 
scarcely  be  made  aseptic.  This  may 
have  been  the  source  of  the  infection 
in  this  case,  inasmuch  as  it  has  been 
shown  that  the  tetanus  bacillus  retains 
its  activity  after  having  passed  through 
the  alimentary  canal  of  either  a  car- 
nivorous or  herbivorous  animal. 

THE  RECONSTRUCTION  OF  THE  PELVIC 
STRUCTURES  IN  WOMAN  ;  THE  AD- 
VANTAGES OF  THE  BURIED  TENDON 
SUTURE. 

Dr.  Marcy,  of  Boston,  contributed 
an  interesting  original  paper  with  the 
above  title.  The  group  of  operations 
included  in  pelvic  surgery,  which  are 
amenable  to  plastic  treatment,  is  care- 
fully discussed.  The  restoration  of 
the  pelvic  structures  of  woman  to  a 
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normal  condition  affords  a  wide  field 
for  plastic  surgery.  It  involves  not 
only  the  consideration  of  the  various 
lesions  to  which  woman  is  liable,  in- 
cident upon  parturition,  but  also  the 
pathological  conditions  of  the  vulvar 
structures  which  come  within  the 
range  of  surgical  measures.  Dr. 
Marcy's  original  investigations  show- 
ing the  advantages  of  the  buried 
animal  suture,  are  well  known  to  the 
surgeons  of  Europe  and  America. 
He  claims  the  credit  of  first  having 
applied  animal  sutures,  buried  within 
the  tissues  for  the  coaptation  of 
wounds,  the  advantages  of  which  are 
now  widely  recognized.  Many  years 
ago  Dr.  Marcy  recommended  as  a 
substitute  for  catgut,  the  tendons  of 
animals,  and  he  introduced  into  sur- 
gical use  the  tendons  from  the  tail  of 
the  kangaroo,  collected  for  him  for 
this  purpose  by  the  hunters  in  Austra- 
lia. 

The  applicability  of  the,  buried 
animal  suture  to  the  plastic  surgery 
of  the  cutaneous  surfaces  is  now 
generally  recognized,  and  the  advan- 
tages to  be  derived  from  its  use  in  the 
plastic  surgery  of  the  mucous  surface 
are  clearly  defined  by  the  author  in 
this  paper. 

The  method  used  by  Dr.  Marcy's 
for  the  restoration  of  the  perinaeum 
is  widely  known  and  has  been  quite 
generally  adopted.  In  this  paper  the 
subjects  of  vesico-vaginal  fistula,  ante- 
rior and  posterior  colporrhaphy,  the 
removal  of  the  haemorrhoidal  plexus 
of  veins  in  the  diseases  of  the  anal 
structures  are  treated  /;/  extejtso.  The 
methods  recommended  by  Dr.  Marcy 
greatly  simplify  these  operations,  and 
the  results  obtained  are  claimed  to  be 
more  satisfactory  than  by  any  of  the 
surgical  procedures  usually  advised- 
and  practiced. 


In  Dr.  Marcy's  large  surgical  ex- 
perience he  has  had  ample  opportuni- 
ties for  the  careful  study  of  the 
subjects  under  discussion,  and  for  the 
last  five  or  six  years  he  has  found  it 
perfectly  feasible,  by  the  methods 
which  he  advocates,  to  combine  several 
operations  at  one  sitting,  thereby 
greatly  shortening  the  period  of  suffer- 
ing and  aiding  the  speedy  restoration 
to  health.  He  says  :  "  It  very  com- 
monly happens  that  the  injuries  to 
the  pelvic  structures  are  multiple ;. 
that  the  cause  which  produces  a 
laceration  of  the  cervix  uteri  at  the 
same  time  weakens  or  destroys  the 
pelvic  floor,  the  resulting  product  of 
which  injuries  confronts  the  surgeon. 
The  factorage  of  the  problem  consists 
generally  of  a  lacerated  cervix,  a  dis- 
placed uterus  which  has  become 
greatly  enlarged,  associated  with  a 
pronounced  endometritis.  When  the 
sphincter  ani  muscle  has  escaped  in- 
jury and  the  levator  loop  is  weakened 
by  the  loss  of  its  transverse  supports, 
a  more  or  less  pronounced  anterior 
bulging  of  the  bowel  ensues — a  recto- 
cehy 

The  eversion  of  the  vaginal  outlet 
thus  induced  causes  as  a  remote  result 
the  prolapse  of  the  anterior  wall  of 
the  vagina  with  vesical  tenesmus  pro- 
duced by  the  falling  of  the  fundus  of 
the  bladder — a  cystocele. 

The  pathological  series  is  often 
completed  by  a  great  dilatation  of  the 
haemorrhoidal  plexus  of  veins,  induced 
by  the  difficulty  of  defecation,  one  of 
the  results  of  the  disturbed  circula- 
tion of  the  pelvic  vessels.  Few  of 
the  modern  innovations  which  have 
so  completely  revolutionized  surgery 
are  more  pronounced  than  the  facility 
and  rapidity  with  which  we  are  now 
able  to  restore  these  structures  to- 
their  normal  relationship. 
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Until  very  recently,  and  unfortu- 
nately in  accordance  with  the  teach- 
ings of  most  of  the  text-books  at  the 
present,  this  class  of  sufferers,  even 
in  our  special  hospitals,  have  been 
subjected  to  weeks  of  confinement  in 
bed,  the  so-called  preparatory  treat- 
ment, and  seriatim  one  operation  after 
another  of  the  five  or  six  demanded 
for  cure  is  performed,  with  an  interval 
of  some  weeks  between  each  for  the 
necessary  recuperation  of  the  vital  pow- 
ers, thus  requiring  a  period  of  several 
months  detention  in  invalidism. 

This  method  of  procedure  is  in  large 
measure  necessitated  when  the  suture 
material  used  must  be  removed.  Silk 
may,  it  is  true,  ulcerate  its  way  out  if 
let  alone,  but  few  surgeons  desire  this, 
while  wire  and  silk-worm  gut  must  be 
eliminated.  One  of  the  most  marked 
advantages  of  modern  wound  treat- 
ment under  aseptic  precautions  is  the 
great  gain  derived  from  combined  oper- 
ations, which  the  use  of  the  animal 
suture  has  rendered  possible.  So  far 
as  I  can  learn,  these  are  rarely  prac- 
ticed or  their  importance  even  in  a 
theoretic  way  appreciated.  For  the 
last  five  or  six  years  combined  opera- 
tions 2X  a  singleetherization  have  been 
with  me  a  matter  of  almost  daily 
routine  practice,  and  their  value  is 
emphasized  in  my  teaching. 

In  illustration,  the  first  surgical 
procedure  in  the  foregoing  group  of 
injuries  should  often  be  a  thorough 
curetting  of  the  endometrium,  since 
glandular  hyperplasia  is  usually  co- 
existent with  subinvolution  and  mis- 
placement. 

Next  should  follow  the  repair  of  the 
cervical  laceration,  which  may  be 
single  or  multiple.  If  the  conditions 
are  pronounced,  an  intrauterine  drain- 
age tube  is  necessary.  Third  in  the 
series  of  operative  measures  may  come 


the  resection  of  the  anterior  portion 
of  the  vaginal  wall.  Fourth  is  the 
restoration  of  the  structures  of  the 
pelvic  floor — the  repair  of  the  peri- 
neum. Fifth  should  come  the  dissec- 
tion and  removal  of  the  haemorrhoidal 
plexus  of  veins.  To  this  series  I  have 
not  seldom  added  other  operations,  as, 
for  instance,  the  removal  of  super- 
ficial tumors  or  even  the  operation  for 
the  cure  of  hernia.  The  abundant  ex- 
perience of  the  years  teaches  that  the 
so-called  preparatory  treatment  is  not 
necessary  in  most  cases,  but  as  a  rule 
is  positively  harmful.  The  general 
nutrition  and  vigor  are  lessened  rather 
than  increased  by  the  enforced  deten- 
tion in  bed,  while  the  nervous  tension 
of  the  individual  is  oftentimes  painful 
to  witness,  increasing  daily  as  the 
time  approaches  for  the  much-dreaded 
operation. 

The  reparative  processes  in  these 
multiple  wounds,  when  aseptic,  pro- 
gress equally  satisfactorily,  with  very 
little  if  any  additional  suffering  or 
danger,  while  the  period  of  months  is 
shortened  to  weeks,  with  a  correspond- 
ing lessening  of  pain,  loss  of  time,  ex- 
pense and  suffering 

In  7'esiiine  it  will  be  seen  that  the 
above  group  of  operations  are  based 
upon  a  tripod  of  simple  factors  : 

First,  Clean  dissection  in  aseptic 
tissues  aseptically  maintained. 

Second,  The  restoration  of  the  parts 
to  their  normal  relations  by  means  of 
the  animal  suture,  preferably  tendon, 
aseptically  buried,  and  the  wounds 
protected  from  external  contamination 
and  infection  by  the  simplest  possible 
methods  of  dressing. 

Third,  Retention  of  the  parts  at 
rest.  The  tissues  aseptically  held  at 
rest,  for  a  few  days  only,  take  on  the 
processes  of  repair  almost  without 
pain,  oedema  or  suffering. 
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Abstract  of  the  Transactions  of  the  N.  Y.  Obstetrical  Society,, 
at  the  Meetings  held  Oct.  i8  and  Nov.  i,  1892. 


Dr.  Clement  Cleveland,  Presiding 


Dr.  Boldt  presented  the  specimen 
of  a  uterus  which  he  stated  showed 
macroscopically  and    microscopically 
the  evidence  of  chronic  metritis  with 
glandular  endometritis.     He  had   re- 
moved the  uterus  through  the  vagina 
for  this  condition.    He  thought  it  was 
the  first  case  on  record  of  extirpation 
of  the   uterus   for  this   cause.     The 
patient  was  a  unipara,  35  years  of  age, 
who  had   been   a   sufferer  for   eight 
years  before  she  saw  Dr.  Boldt.     Her 
symptoms  were  painful  menstruation, 
with  excessive  flow.     He  removed  a 
small  ovarian  tumor  with  perimetric 
adhesions,  and  after  the  patient  had 
convalesced  from  the  operation,  posi- 
tive galvanization,  glycerine  tampons, 
hydrastis  Canadensis,  and  various  hy- 
gienic measures  were  tried  to  relieve 
her  of  the  symptoms  for  which   the 
operation   was   done,  without   effect. 
A  second  laparotomy  was  then  per- 
formed, and  a  pyosalpinx  and  ovarian 
haematoma  were   removed   from  the 
left  side.     No  improvement  resulted  ; 
on  the  contrary,  the  patient  suffered 
from  nausea  and  vomiting  to  such  ah 
extent  that  her  life  was  menaced,  so 
vaginal  hysterectomy  was  performed 
in   June,    1891.     The   operation  was 
very  difficult  on  account  of  the  large 
size  of  the  uterus,  the  extreme  rigidity 
of  the  pelvic  floor,  and  the  intestinal 
and  omental  adhesions.     The  jDatient 
has  been  in  perfect  health  since  the 
operation,  the   only  drawback   being 
an  umbilical  hernia  after  the  second 
laparotomy.     In  speaking  of  the  indi- 
cations for  hysterectomy,  in  cases  of 


chronic  metritis  and  recurrent  gland- 
ular endometritis,  he  states  that  the 
operation  should  only  be  done  after- 
all  other  known  means  have  failed 
and  the  patient's  life  is  in  danger. 
Dr.  Boldt  stated  that  he  had  tried 
curettage  and  tamponading  without 
effect.  In  speaking  of  the  complica- 
tions, he  mentioned  the  board-like 
rigidity,  which  would  not  yield  to  the 
most  profound  anaesthesia. 

Dr.  Boldt  showed  a  suppurating 
tube  and  ovary.  The  patient  had 
been  bed-ridden  for  several  years,  and 
her  physician  gave  a  history  of  gon- 
orrhoea in  the  case.  Dr.  Boldt  first 
curetted  the  uterus,  then  did  a 
bilateral  trachelorrhaphy.  This  was 
followed  by  a  posterior  colporrhaphy,. 
and  this  in  turn  by  a  perinoorrhaphy. 
Finally,  a  laparotomy  was  done,  and 
in  tying  off  the  tube  the  thickened,,, 
indurated  tissues  gave  way  at  the 
cornu  and  gave  exit  to  pus  while 
separating  the  adhesions.  As  na 
pedicle  could  be  formed,  he  resected 
a  portion  of  the  uterine  body  enclos- 
ing the  pus  cavity.  The  buried  tier 
suture  was  used  as  in  a  myomectomy. 

Dr.  Wylie  asked  if  the  connection 
between  tube  and  uterus  was  due  to- 
an  adhesion  or  an  abnormal  develop- 
ment. Dr.  Boldt  replied  that  it  was. 
due  to  both  causes. 

Dr.  Wylie  said  that  from  examina- 
tion of  the  specimen  he  thought  the 
connection  was  due  to  adhesions,  and 
that  they  could  be  separated  with  the 
finger-nail.  He  might  I'esort  to  re- 
section of  the  uterus  if  it  were  im- 
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portant  to  suppress  menstruation  as 
well  as  to  remove  the  tube  and  ovary, 
but  he  would  consider  a  hysterectomy 
as  safe  a  measure  as  that  adopted.  It 
was  sometimes  difficult  to  remove  all 
the  ovary,  but  enough  can  be  removed 
to  avoid  all  chance  of  subsequent 
peritonitis. 

Dr.  Cleveland  declared  that  he  was 
skeptical  as  to  any  influence  which 
might  be  exerted  by  a  portion  of  the 
ovary  tied  off  but  not  removed.  Dr. 
Wiley  remarked  that  it  was  not  un- 
common for  menstruation  to  return 
after  a  year  or  so. 

Dr.  J.  Clifton  Edgar  exhibited  a 
cervical  dilator,  invented  by  Charpen- 
tier.  It  consisted  of  a  rubber  bag 
which  when  filled  with  water  was 
shaped  like  the  lower  uterine  seg- 
ment. He  also  presented  a  uterine 
"  excitor,"  also  invented  by  Charpen- 
tier  ;  this  was  a  rubber  bag  to  be  car- 
ried into  the  uterus  on  a  catheter,  and 
then  distended  with  water.  Dr.  Gran- 
din  preferred  the  use  of  the  fingers  to 
instrumental  interference.  Dr.Charles 
Jewett  also  approved  of  the  fingers, 
but  said  there  were  some  cases  when 
this  would  not  be  sufficient.  Dr.  Edgar 
concurred  in  the  remarks  of  Dr. 
Jewett. 

Dr.  Brettauer  showed  a  cast  com- 
posed of  the  epithelial  covering  of  the 
uterus. 

Dr.  Jewett  reported  a  case  of  extra- 
uterine pregnancy.  The  patient  had 
had  spurious  labor  pains  ;  had  passed 
a  membranous  cast ;  there  was  slight 
enlargement  of  the  uterus,  and  she 
had  an  abdominal  fluid  tumor  the  size 
of  an  eighth  or  ninth  month  gestation 
sac.  The  uterus,  but  little  enlarged, 
lay  behind  the  tumor.  Neither  the 
foetal  members  nor  the  dorsum  of  the 
foetus  could  be  mapped  out.     In  the 


absence  of  active  movements  of  the 
foetus,  a  positive  diagnosis  could  not 
be  made.  A  foetus  of  between  five 
and  six  pounds  was  removed  by  ab- 
dominal section.  The  sac  was  so  ad- 
herent that  the  peritoneum  was  not 
opened,  but  the  edges  of  the  cyst 
stitched  to  the  abdominal  incision. 
The  placenta  could  have  been  safely 
removed  but  for  the  fact  that  it  was 
overlying  the  head  of  the  colon  ;  it 
was  therefore  allowed  to  remain.  A 
counter  opening  was  made  into  the 
vagina,  and  the  cyst  packed  with  gauze. 
On  the  twelfth  day  the  placenta  was 
found  partially  separated  and  removed 
entire.  The  patient  made  eventually 
a  good  recovery. 

Dr.  Allen  M.  Thomas  read  a  statis- 
tical report  of  the  service  at  the  New 
York  State  Emigrant  Hospital  at 
Ward's  Island,  from  1883  to  1884,  at 
which  time  he  was  physician-in-chief 
to  the  institution. 

The  total  number  of  deliveries  was 
6S6.  There  was  one  death  from  puer- 
peral septicaemia,  and  four  deaths  from 
other  causes.  There  were  3  per  cent, 
of  still-births.  Two  deaths  were  from 
eclampsia,  one  from  exhaustion,  and 
one  from  typhoid  fever.  The  last 
diagnosis  was  verified  by  an  autopsy. 

The  patients  of  the  institution  were 
of  the  poorest  class,  and  from  the 
dirtiest  surroundings.  Just  prior  to 
1880  the  hospital  had  been  in  charge 
of  a  midwife,  and  while  she  reported 
no  case  of  child-bed  fever,  it  is  as- 
sumed that  her  loss  was  about  5-8 
per  cent,  mortality,  which  was  not 
discreditable  at  that  time. 

After  the  regime  of  the  midwife, 
Dr.  George  M.  Tuttle  took  charge  of 
the  hospital,  and  introduced  a  number 
of  reforms. 

Dr.  Thomas  speaks  in  the  highest 
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terms  of  the  energy  and  perseverance 
of "  Dr.  Tuttle  in  the  discouraging 
pioneer  work  of  reorganization. 

In  1881  Dr.  Thomas  took  charge  of 
the  hospital.  He  was  the  first  physi- 
cian who  devoted  all  his  time  to  the 
institution.  During  the  five  and  half 
years,  bichloride  solution,  i  tcf  5,000, 
was  freely  used,  yet  no  case  of  poi- 
soning, even  of  a  mild  nature,  oc- 
curred. 

In  the  discussion  which  followed 
the  reading  of  this  paper,  it  was  con- 
ceded that  puerperal  fever  was  wound 
infection.  The  use  of  vaginal  douches, 
after  labor,  as  a  routine  practice,  was 
discouraged.  The  time  when  a  patient 
should  be  allowed  to  assume  the  up- 
right posture  received  some  attention. 
Dr.  Grandin  allowed  his  patients  to 
be  placed  in  the  semi-recumbent  posi- 
tion in  using  the  bed-pan  after  labor, 
but  feared  to  do  more  than  this,  on 
account  of  the  possible  danger  of  em- 
bolus, or  puerperal  venous  thrombo- 
sis. The  President  stated  that  it  had 
been  his  practice,  for  the  past  ten 
years,  in  all  uncomplicated  cases,  to 
allow  the  patient  to  get  up,  a  few  hours 
after  delivery,  to  pass  her  water.  Dr. 
Jewett  said  he  allowed  his  patients  to 
assume  the  half-sitting  posture  to 
empty  their  bladders  after  labor,  and 
also,  after  a  few  days,  for  the  purpose 
of  taking  their  meals.  Dr.  Thomas 
stated  that  he  permitted  the  use  of 
the  commode,  for  the  evacuation  of 
the  bowels,  after  the  second  day. 

Dr.  A.  P.  Dudley  showed  a  speci- 
men of  fibroid  tumor  attached  to  the 
uterus  by  a  narrow  pedicle.  The 
operation  of  hysterectomy  was  done 
on  account  of  the  rapid  growth  of  the 
tumor.  This  and  the  extreme  mobility 
of  the  uterus  led  to  the  supposition 
that  the  tumor  might  be  an  ovarian 


sarcoma.  The  patient  was  24  years 
of  age.  When  the  abdomen  was 
opened  enormous  venous  sinuses  were 
observed  in  the  broad  ligaments,  and 
the  arteries  were  much  dilated.  The 
patient  made  a  good  recovery. 

Dr.  P.  F.  Chambers  presented  a 
specimen  of  tubal  pregnancy  and  a 
specimen  of  a  dermoid  cyst.  The 
case  of  extra-uterine  pregnancy  was 
seen  in  consultation  the  30th  of  last 
July  ;  it  had  been  correctly  diagnosed. 
The  patient  had  had  but  one  child, 
four  and  a  half  years  ago.  She  men- 
struated in  April,  and  not  again  until 
July,  when  it  was  thought  that  she 
had  miscarried.  There  was  no  flow 
after  this  until  November,  when  the 
uterus  was  found  as  large  as  at  the 
third  month  of  pregnancy  ;  the  os  was 
soft  and  patulous.  The  patient  in- 
sisted that  she  felt  active  foetal 
movements.  The  diagnosis  was  con- 
curred in,  and  it  was  found  the  child 
was  dead.  At  the  operation,  two  days 
later,  the  foetus  was  found  on  the 
right  side,  detached  from  the  placenta, 
which  was  shown  within  the  ruptured 
Fallopian  tube  on  the  left  side.  The 
foetus  was  removed  with  difficulty 
from  the  omentum,  which  completely 
surrounded  it ;  it  is  about  four  and  a 
half  months  old.  It  is  impossible  to 
say  how  long  it  had  been  dead,  but 
Dr.  Chambers  thought  it  had  been 
dead  at  least  six  months.  The  patient 
made  a  good  recovery. 

Dr.  Currier  spoke  of  a  case  he  had 
reported  some  years  before,  where  a 
full-term  child  was  found  among  the 
intestines,  and  there  was  no  evidence 
of  rupture  of  the  tube.  Dr.  Lusk  re- 
ferred to  a  case,  reported  at  the  last 
meeting  of  the  American  Gynaecolog- 
ical Society,  where  a  foetus  of  about 
the  fifth  month  was  found  attached 
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to  the  omentum  near  the  umbilicus 
on  the  right  side,  and  about  seven 
inches  from  it  was  a  sac  in  which  the 
foetus  had  evidently  developed.  This 
sac  contained  calcareous  material  and, 
although  it  formed  a  large  tumor,  at 
the  time  of  the  operation  there  was 
no  sign  of  rupture  having  taken  place. 
Dr.  Goffe  reported  a  case  of  a  cyst 
in  the  uterus  containing  about  a  quart 
of  material  resembling  bone.  The 
patient,  about  twenty  years  ago  at- 
tempted to  commit  an  abortion  on 
herself  at  the  third  month  of  preg- 
nancy, but  although  she  passed  blood 
and  clots  no  foetus  was  found.  A 
few  months  afterwards  she  noticed  a 
swelling,  which  continued  to  increase 
for  ten  years.  She  was  treated  for  a 
fibroid  tumor  at  the  Jefferson  College 
Clinic,  by  injections  into  the  tumor 
mass,  made  through  the  vagina  and 
abdominal  wall,  but  without  effect. 
Five  years  ago  there  was  a  discharge 
of  pus  through  the  vagina,  and  the 
tumor  immediately  diminished  in  size. 
She  has  had  a  constant  foul-smelling 
discharge  since  that  time,  and  for  the 
past  six  months  a  quantity  of  little 
bones  have  come  away.  Dr.  Goffe 
made  the  diagnosis  of  uterine  fibroid 
complicated  with  a  suppurating  der- 
moid cyst,  and  removed  the  uterus, 
tubes  and  ovaries.  It  was  found  that 
the  discharge  came  from  the  uterine 
cavity,  where  he  found  about  a  quart 
of  curiously  shaped  little  structures 
resembling  bone.  Some  of  these  were 
concretions,  others  resembled  frag- 
ments of  necrosed  bone.  He  also 
found  projecting  into  the  abdominal 
cavity  two  small  masses  of  a  car- 
tilaginous nature.  The  vermiform 
appendix,  elongated  and  filled  with  a 
semi-solid  substance,  was  removed. 
After  thoroughly  disinfecting  the  va- 
15 


gina,  its  open  end  was  covered  by  a 
flap  taken  from  the  part  of  the  blad- 
der dissected  off  the  face  of  the 
tumor.  Dr.  Collyer  saw  a  case  of 
Dr.  Grandin,  where  a  uterus  was 
curetted  for  a  supposed  miscarriage 
followed  by  menorrhagia.  Two  days 
after  fhe  curetting  a  flattened  foetus 
was  expelled,  and  a  cavity  could  be 
felt  in  the  uterine  wall.  Dr.  Collyer 
thought  that  Dr.  Goffe' s  case  might 
have  been  one  of  interstitial  preg- 
nancy, imprisoned  in  the  uterine  wall 
until  the  wall  sloughed,  thus  freeing 
the  foetus.  Dr.  McLean  suggested 
that  the  case  was  one  where  a  der- 
moid cyst  had  perforated  the  uterine 
wall.  The  contents  of*  the  cyst  did 
not  look  like  the  well  organized  parts 
of  a  foetus.  Dr.  A.  P.  Dudley  was  in- 
clined to  think  the  case  one  of  a 
fibroid  tumor  which  had  undergone 
degeneration  as  the  result  of  the  ad- 
ministration of  ergot.  If  the  case 
were  one  of  a  dermoid  cyst  which 
had  ruptured  into  the  uterus,  the 
latter  would  have  expelled  rather 
than  allowed  it  to  remain-  and  un- 
dergo such  changes  as  those  spoken 
of.  The  presence  of  other  fibroids 
lent  color  to  this  view.  Dr.  Goffe  re- 
marked, in  closing  the  discussion, 
that  it  was  about  fifteen  years  since 
the  first  large  swelling  was  noticed 
to  discharge  its  contents,  and  that  it 
was  not  until  five  years  after  this  that 
the  treatment  by  ergotinwas  resorted 
to.  He  thought  it  difficult  to  account 
for  the  loose  pieces  of  bone,  which 
had  become  perfectly  rounded  by  at- 
trition. His  first  idea  was  that  the 
peculiar  concretions  came  from  a 
dermoid  cyst  through  a  fistulous  tract 
in  the  vagina,  but  he  could  find  no 
such  tract. 

Dr.  Lusk  reported  a  case  of  extra- 
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uterine  pregnancy,  and  showed  the 
specimen  of  tube  containing  the  ovum. 
The  case  was  complicated  from  the 
fact  that  the  patient  could  not  take 
ether  well,  and  the  operation  had  to 
be  finished  as  bdst  it  could.  The  sac 
was  ruptured  in  removing  it,  but  there 
was  no  time  to  wash  out  the  abdominal 
cavity  where  the  fluid  escaped.  Gauze 
drainage  was  used,  and  the  patient 
made  an  uneventful  recovery. 

Dr.  A.  P.  Dudley  said  that  he  failed 
to  understand  why  Dr.  Lusk  failed  to 
wash  out  the  abdomen,  for  he  found 
that  the  use  of  hot  water  in  the  abdo- 
men would  quickly  stimulate  a  flag- 
ging heart.  He  never  used  a  sponge, 
as  it  tended  to  press  the  pus  into  the 
intestines  and  omentum ;  he  preferred 
to  float  this  objectionable  material  up- 
ward on  water.  In  none  of  his  cases 
had  peritonitis  followed  such  treat- 
ment, although  one  of  his  cases  had  a 
ruptured  pyosalpinx  of  gonorrhoeal  ori- 
gin. Dr.  Lusk  corrected  Dr.  Dudley 
by  saying  that  it  was  not  on  account  of 
a  flagging  heart  that  he  failed  to  wash 
out  the  cavity,  but  because  the  patient 
could  not  possibly  take  any  more  an- 
aestheti'c.  His  experience  was  differ- 
ent from  that  of  the  previous  speaker ; 
he  has  seen  patients  in  good  condition 
go  into  collapse  when  an  attempt  was 
made  to  wash  out  the  abdomen. 
Washing  out  the  pelvis  was  a  rela- 
tively safe  procedure.  Dr.  Goffe  pre. 
erred  the  gauze  to  the  drainage  tube 
because  it  stimulated  a  serous  secre- 
tion from  all  parts  of  the  peritoneum, 
thus  washing  away  whatever  poison- 
ous material  might  be  left  behind. 
In  two  cases  in  which  he  had  used 
several  yards  of  iodoform  gauze  a 
secondary  operation  long  afterwards 
showed  no  adhesions.  Dr.  Collyer 
referred  to  the  dilatation  of  the  heart 


as  a  frequent  cause  of  collapse  during 
the  administration  of  ether,  and  stated 
that  he  found  hot  applications  over 
the  region  of  the  heart  most  service- 
able in  bringing  on  reaction.  Dr. 
Buckmaster  expressed  surprise  that 
gauze  should  be  used  in  order  that 
no  adhesions  be  formed,  for  it  was  for 
the  purpose  of  exciting  a  local  exuda- 
tive inflammation  and  shutting  off 
suspicious  regions  that  he  believed  it 
to  be  principally  useful.  In  case  of 
suspicious  fluid  gaining  entrance  into 
the  peritoneal  cavity,  he  was. of  the 
opinion  that  increased  exudate  would 
mean  an  increased  amount  of  culture 
fluid.  Dr.  Goffe  explained  that  the 
plastic  exudate  thrown  out  about  the 
gauze  was  of  a  temporary  nature. 

Dr.  A.  H.  Goelet  showed  his  modi- 
fication of  Apostoli's  bipolar  elec- 
trode, which  consisted  in  shortening 
the  handle  so  that  it  would  remain  in 
position  in  the  vagina  without  the 
support  of  the  hand. 

Dr.  R.  B.  Talbot  read  a  paper  de- 
scribing a  new  intra-uterine  stem 
which  he  had  devised,  and  defined 
the  conditions  in  wiiich  he  thought 
it  useful.  His  stem  is  a  flexible  tube,, 
the  walls  of  which  consist  of  flattened 
steel  wire  arranged  in  a  spiral  form. 
It  has  a  cup  or  button  at  the  base,, 
and  on  one  side  of  this  is  a  slot,  which 
serves  the  double  purpose  of  allowing 
the  cervix  to  be  fixed  with  a  tenacu- 
lum while  inserting  it,  and  it  also 
permits  fluids  collecting  about  it  to 
escape.  The  following  advantages 
are  claimed  for  this  stem :  It  is  self- 
retaining  and  makes  constant  press- 
ure on  the  point  of  flexion ;  it  has  a 
large  canal  and  permits  free  drainage 
and  irrigation  of  the  uterus,  and  it  is  . 
elastic. 

In    the    discussion    that    followed 
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most  of  the  members  preferred  gauze 
drainage  to  any  form  of  stem  pessary ; 
a  few  thought  it  had  a  limited  use,  and 
some  condemned  the  use  of  the  stem 
in  uncompromising  terms.  It  was 
generally  agreed  that  Dr.  Talbot's 
device  was  a  very  ingenious  one,  and 
likely  to  rank  among  the  best  of  its 
kind. 

Dr.  MacLean  reported  a  case  which 
he  saw  in  consultation.  The  chin  of 
the  foetus  was  to  the  rear  and  jammed 
in  this  position.  The  patient  had 
been  in  labor  some  hours  and  the 
waters  had  drained  off.  All  attempts 
to  cause  the  chin  to  rotate  to  the 
front  being  fruitless,  he  succeeded,  by 


utilizing  the  space  at  the  side  of  the 
child's  head,  in  hooking  a  finger  over 
the  sub-occipital  region  and  flexed  the 
head  quickly  as  soon  as  he  could  lift 
the  face  upward.  The  thumb  was 
used  to  push  up  the  long  lever,  while 
the  fingers  pulled  down  the  short 
lever  of  the  child's  head.  Very  little 
force  was  necessary,  as  the  long  5^- 
inch  mento-occipito  diameter  was 
easily  made  to  conform  to  the  five- 
inch  oblique  diameter  of  the  canal  as 
long  as  the  head  was  made  to  flex 
itself  by  describing  as  nearly  as  pos- 
sible portions  of  the  arc  of  a  circle  at 
the  occiput  and  at  the  chin. 
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Gynaecological  Observations  in  the  Insane. 


I 


C.  A.  KiRKLEY,  M.D.  {Jour,  Am. 
Med.  Soc),  published  some  observa- 
tions made  at  the  Toledo  Hospital  for 
Insane,  where,  in  twenty-seven  per 
cent,  of  the  women  admitted  the 
cause  for  the  insanity  was  attributed 
to  some  disease  of  the  reproductive 
system.  Of  595  cases  at  least  230 
practiced  masturbation.  Of  these 
the  majority  were  married,  and  some 
were  advanced  in  years,  and  most  of 
these  practiced  the  habit  during  the 
climacteric  period.  An  interesting 
fact  was  developed  in  the  investiga- 
tions, showing  that  sexual  perversion 
is  almost  always  present  in  cases 
where  religon  has  been  given  as  the  ex- 


citing cause  of  the  insanity.  Seventy- 
five  cases  were  treated  for  diseases  of 
the  reproductive  organs  with  but  little 
influence  on  the  condition  of  the 
mind.  It  is  only  in  occasional  in- 
stances where  a  cure  results,  and  the 
relation  of  the  sexual  organic  dis- 
eases to  that  of  the  mind  is  more  one 
of  effect  than  cause.  It  is  only  where 
the  general  health  is  benefited  by  the 
treatment  or  operation  that  good  re- 
sults are  obtained.  And  the  improve- 
ment is  only  due  to  the  gain  in  general 
health  directly,  and  not  to  any  rela- 
tion between  the  disease  of  the  sex- 
ual organs  and  the  brain. 


228  ABSTRACTS  FROM  CURRENT  LITERATURE. 

Dudley's  Operation  on  the  Cervix. 


T.  D.  Marion,  M.D.  (^Medical 
Record),  reports  five  cases  operated 
on  under  this  method  with  perfect  re- 
sults in  all,   the   principal   symptom 


in  all  being  severe  dysmenorrhoea. 
In  four  of  the  cases  the  anterior  lip 
was  not  removed. 


Suprapubic  Hysterectomy. 


F.  S.  Pyle,  M.D.  {Med.  Record), 
advocates  the  total  extirpation  of  the 
uterus.  In  his  operations  he  uses  a 
set  of  clamps,  devised  by  himself, 
with  detachable  handles.  The  uterus 
was  freed  from  adhesions,  and  the 
clamps  placed  on  the  ligaments,  two 
on  each  side,  with  sufficient  space  be- 
tween them  to  admit  of  the  use  of 
scissors   in   dividing  the    ligaments. 


The  hypogastric  arteries  are  then 
ligated,  and  the  uterus  cut  away  and 
brought  out.  The  ligaments  are  then 
ligated  with  silk  in  three  sections. 
Wire  ligatures  are  passed  through  the 
vaginal  walls  into  the  vagina,  a  short 
distance  from  the  line  of  incision  and 
twisted,  a  bivalve  speculum  being 
used  to  separate  the  walls. 


Irrigation  of  the  Bladder. 


A.  Stewart  Lobingier,  M.D.(J/i?^. 
News),  gives  an  interesting  article  on 
the  treatment  of  chronic  forms  of  cys- 
titis due  to  other  causes  than  calculi, 
neoplasms,  etc.,  such  as  traumatism 
during  labor,  gonorrhoea,  malpositions 
of  the  uterus,  pelvic  peritonitis,  and 
cellulitis,  with  these  results.  The 
general  use  of  drugs  given  internally 
is  decried,  and  the  more  frequent  re- 
course to  lavage  advocated.  Absolute 
aseptic  condition  of  instruments  used 
is  called  for  in  this  minor  operation  as 
much  as  in  abdominal  work. 

The  causes  of  irritation  are  thus  re- 
moved, and  all  forms  of  fermentative 
organisms  prevented  from  finding  a 
resting  place  within  the  t)ladder. 
Lavage  should  only  be  undertaken 
when  the  patient  will  consent  to  go  to 


bed  and  remain  in  a  suitable  place  until 
cured.  A  soft  rubber  catheter  is  used, 
which  must  be  kept  in  a  solution  of 
mercuric  chloride  (i :  looo).  The  water 
used  must  be  sterilized  by  boiling  and 
rendered  antiseptic  by  the  addition  of 
a  teaspoonful  of  powder,  of  the  for- 
mula given  below,  to  a  pint  of  water. 


B 


•  In  cases  where  a  tonic  is  required  a 
solution  of  nitrate  of  silver  yiX.o  Y^ 
gr.  to  the  ounce  is  injected  imme- 
diately after  irrigation  every  second 
or  third  day.  The  amount  to  be  used 
must  be  sufficient  to  distend  the  blad- 
der, and  the  pressure  must  be  regular 
ted  by  the  physician. 


Boric  acid, 

5i 

Sodium  biborate 

3iv 

Sodium  chloride 

3ii 
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Dr.  Forrest  {Riv.  Clin,  e  Thera- 
peiUicd),  places  the  patient  in  Sims' 
position  and  irrigates  the  large  intes- 
tines in  cases  of  renal  colic,  ovarian 
neuralgia,  dysmenorrhoea  and  gall- 
stone  colic.      The   treatment   is   at- 


tended with  good  results.  These  in- 
jections are,  at  times,  required  to  ac- 
complish the  desired  results,  and  often 
succeed  where  injections  of  morphia 
have  been  given  in  vain. 


Curettement  of  Uterus ;  Disappearance  of  Fibro-Myoma. 


Hiram  H..  Vineberg,  M.D.  (TV!  K 
Jouiiial  of  GyjicBcology  and  Obstetrics), 
reports  the  case  of  a  woman  who  con- 
sulted him  on  account'  of  severe 
haemorrhage,  in  whom,  on  examina- 
tion, he  found  a  uterus  the  size  of  the 
organ  at  the  third  month  of  preg- 
nancy. 


For  the  relief  from  the  bleeding, 
which  drugs  did  not  influence,  he 
curetted  and  removed  several  table- 
spoonsful  of  tissue. 

At  an  examination,  eip"ht  months 
later,  the  uterus  was  found  to  be  of 
normal  size.  The  tumor  was  probably 
a  soft  interstitial  fibro-myoma. 


Dysmenorrhoea  Cured  by  the  Intra-Uterine  Application  of  the 
Negative  Pole  of  the  Galvanic  Current. 


Dr.  a.  p.  Lapthorn  Smith  {Canada 
Medical  Record  and  ^  merican  Journal 
of  Obstetrics)  presents  a  history  of 
nine  cases  of  severe  dysmenorrhoea 
cured  by  the  intra-uterine  application 
of  the  negative  pole  of  the  galvanic 
current,  where  all  local  and  general 
treatment  have  failed.  Curetting  has 
in  some  cases  given  temporary  relief, 
but  in  cases  where  the  current  was 
used  the  relief  is  almost  immediate 
and  permanent.  An  ordinary  uterine 
sound  is  used,  insulated  by  means  of 
rubber  tubing  to  within  a  short  dis- 
tance of  the  point.  The  position  of  the 
canal  is  found  and  the  probe,  bent  to 
correspond  with  it,  and  connected  with 
the  zinc  of  the  battery,  is  slowly  intro- 
duced. When  it  meets  with  an  ob- 
struction the  sound  is  held  against  it, 
when  it  will  seem  to  melt  away.    The 


strength  of  the  current,  at  first  limited 
to  ten  milliamperes,  is  slowly  increased 
until  some  sensation  is  felt  in  the 
womb.  A  milliamperage  of  between 
twenty  and  fifty  is  generally  found  to 
meet  all  indications.  When  the  cur- 
rent is  reduced,  at  the  end  of  five 
minutes,  it  should  be  done  gradually 
and  the  patient  dismissed  until  the 
next  treatment.  They  can  at  once 
walk  home  and  assume  their  usual 
duties.  A  tampon  may  be  placed  in 
the  vagina,  with  an  iodoform  pencil  in 
the  uterus. 

Two  or  three  applications  a  week 
was  the  average,  and  continued  until 
good  results  were  obtained.  In  one 
case  sixty-five  visits  were  made.  Some 
of  these  cases  had  been  curetted,  and 
all  had  been  under  the  usual  line  of 
treatment  used  in  such  cases. 
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Tetanus  After  Operation  for  Lacerated  Perineum. 


In  a  paper  read  at  the  meeting  of 
the  American  Society  of  Obstetricians 
and  Gynaecologists,  Dr.  Edwin  Walker 
reported  a  case  of  the  above  nature. 
It  was  one  in  which  "Emmet's  opera- 
tion" had  been  done,  silkworm  gut 
being  used  and  the  usual  aseptic  pre- 
cautions taken.  On  the  fourth  day  the 
temperature  rose  to  103°  with  no  indi- 
cations in  the  wound  of  trouble  there, 
so  the  rise  in  temperature  was  at- 
tributed to  malaria.  Quinine  lowered 
the  temperature,  and  on  the  seventh 
day  the  thermometer  registered  99|°, 


with  a  pulse  of  66.  Then  she  com- 
plained of  stiffness  of  the  muscles  of 
the  face  and  neck.  On  the  eighth  day 
the  case  was  marked,  and  in  the 
morning  of  the  ninth  day  convulsions 
set  in  and  the  woman  died  that  night. 
Morphia  was  used  to  quiet  the  patient. 
The  probable  cause* of  the  tetanus 
was  charged  to  sepsis,  and  the  point 
of  infection  to  the  finger,  which  was 
placed  in  the  rectum  during  the 
placing  of  the  sutures,  infecting  the 
wound  later. 


Modification  of  the  Alexander  Operation. 


Dr.  Chalot  {The  Lancef)  opens  up 
the  whole  length  of  the  inguinal  canal, 
and  thus  is  enabled  to  reach  the  en 
tire  thickness  of  the  round  ligament 
even  in  fat  subjects.     The  uterus  is 


brought  up  into  position  by  traction 
on  the  sound  alone.  No  pessaries  or 
supports  of  any  kind  are  used.  The 
results  have  been  most  gratifying. 


Drainage  for  Endometritis. 


Dr.  W.  Gill  Wylie,  Jn  a  paper  pre- 
sented to  the  New  York  Academy  of 
Medicine,  among  other  things  said 
that  in  many  cases  of  anteflexion  the 
attendant  symptoms  were  not  due  to 
the  abnormal  situation  of  the  uterus 
as  much  as  they  were  to  an  existing 


chronic  endometritis,  with  an  indu- 
rated state  of  the  cervix.  The  treat- 
ment called  for  was  not  so  much 
placing  the  uterus  in  its  normal  sit- 
uation, but  rather  a  dilatation  and 
drainage. 


Pressure  Treatment  of  Oophoro-Salpingitis. 


Dr.  Auvard  (  The  Lancet)  describes 
a  new  treatment  for  this  condition,  in- 
termittent pressure  being  kept  up  for 
two  hours  at  a  time,  morning  and 
evening,  by  means  of  a  bag  of  shot 
placed  on  the  abdomen  over  the  seat 


of  tumefaction,  and  in  conjunction  a 
Gariel  air  pessary  is  inserted  into  the 
vagina.  The  weight  of  the  shot  is 
gradually  increased  from  a  pound  and 
a  half  to  three  pounds. 
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Dujardin-Beaumetz  {Med.  Rec- 
vrd)  treats  this  affection,  when  the 
disease  is  well  advanced  and  the  pro- 
gress slow,  with  frequent  washings 
with  an  antiseptic  solution.  A  solu- 
tion of  naphthol  is  used,  and  seems  to 


modify  the  disease.  Internal  use  of 
salol,  or  benzo-naphthol  with  the  bi- 
carbonate of  soda,  is  at  the  same  time 
indicated.  Laxatives  are  also  in- 
cluded in  the  treatment,  to  prevent 
any  accumulation  in  the  colon. 


A  Needle  in  the  Ovary. 


Frank  W.  Haviland,  M.D.  {Medi- 
cal Recoi^d),  reports  a  case  where  he 
removed  an  extensively  adherent  pus 
tube  and  ovary.  The  adhesion  found 
involved  the  sigmoid  flexure  of  the 
colon,  the  tube,  ovary,  uterus  and 
omentum  in  a  large  mass.  On  ex- 
amination of  the  ovary  an  abscess 
was  found,  inside  of  which  a  needle 
was  discovered.  The  appearance  of 
the  needle,  about  three-quarters  of  an 
inch  of  an  ordinary  sewing  needle. 


proved  it  to  have  rested  there  some 
time.  The  explanation  of  its  pres- 
ence there  was  as  follows  :  That  it 
was  swallowed  and  passed  through 
the  alimentary  canal  until  it  reached 
the  colon,  when  it  perforated  the 
walls,  passed  on  through  a  fold  of 
omentum  into  the  peritoneal  covering 
of  the  posterior  wall  of  the  uterus, 
and  thence  on  into  the  right  ovary, 
carrying  with  it  infection  from  the 
alimentary  canal. 


Palliative  Operations  for  the  Relief  of  Cancer  of  the  intestines. 


In  an  editorial  (Detroit  Emergency 
Hospital  Reports)  a  list  of  ninety 
cases  which  were  operated  on  is  given. 
Of  this  number  seventy-two  died  in 
consequence  of  the  operation.  The 
cause  of  death  in  fifty-nine  cases  be- 
ing, in  twenty  cases,  collapse ;  in 
twenty-four,  peritonitis;  in  two,  "ne- 
crosis" of  the  bowel;  in  eight,  perfo- 
ration of  the  bowel ;  in  three,  pneu- 
monia ;  one  due  to  ileus,  and  one  from 
acute  sepsis. 

Another  interesting  editorial  from 
the  same  source  as  the  above  gives 
the   recent   statistics   regarding    the 


operation  of  coeliotomy  for  tubercu- 
lar peritonitis.  The  dry,  fibrous  type 
gives  a  mortality  of  ten  per  cent.,  and 
fifty  per  cent,  of  those  who  survived 
the  operation  were  living  at  the  end 
of  the  year.  In  the  ascitic  form  there 
was  a  mortality  of  twenty-five  per 
cent.,  and  at  the  end  of  a  year  thirty- 
five  per  cent,  permanently  cured. 
The  purulent  type  gives  a  mortality 
of  forty  per  cent.  Twenty-five  per 
cent,  remain  well.  Congenital  form, 
about  twenty-five  per  cent,  remain 
permanently  well. 
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Late  Manifestations  of  Appendicitis  and  their  Treatment. 


Dudley  P.  Allen,  M.D.,  in  con- 
sidering the  question  under  the  above 
title  (The  Journal  of  the  American 
Medical  Associatio?i),  calls  attention 
to  the  interest  shown  by  American 
surgeons  in  this  disease.  It  has  been 
his  experience  to  have  the  good  for- 
tune to  learn  from  many  surgeons  in 
Europe  that  the  disease  does  not 
seem  to  demand  as  much  operative 
attention  with  them  as  with  us  here. 

Dr.  Allen  advises  early  operation, 
and  gives  six  cases  illustrative  of  his 
reasonings :  The  first  case,  that  of  a 
boy,  gave  a  history  of  several  attacks 
previous  to  the  one  which  eventuated 
in  an  operation.  Here,  seven  days 
after  the  beginning  of  the  illness, 
with  an'  abdomen  distended  and 
tender,  dullness  in  region  of  caecum, 
pulse  80  and  temperature  100°, 
Dr.  Allen  operated,  evacuating  eight 
ounces  of  pus  and  found  a  gangren- 
ous appendix.  The  abdominal  cavity 
was  opened  in  two  places  during  the 
removal  of  the  diseased  organ.  Pa- 
tient made  a  good  recovery.  Second 
case,  that  of  a  female,  who  was  oper- 
ated on  twelve  days  after  the  first 
symptoms  appeared.  Here  there  was 
a  history  of  abdominal  pain,  a  free 
evacution  by  salts  on  second  day. 
No  rise  of  temperature  until  the  sixth 
day,  when  it  went  up  to  101°,  gradu- 
ally ascending  until  the  eleventh  day, 
when  it  reached  105°.  No  chills  or 
vomiting.  She  was  very  tympanitic, 
with  not  very  tender  abdomen.  On 
the  right  side  dullness  and  indistinct 
sense  of  fluctuation,  more  distinct 
under  ether.  Operated  on  the  tenth 
day,  discharging  two  quarts  of  black, 
icherous  fluid.  Peritoneal  cavity  not 
opened.  Abscess  cavity  extended 
from  Poupart's  ligament  to  the  ribs. 


Patient  died  suddenly  the  following 
morning.  Post-mortem  examination 
gave  no  cause  for  death.  The  appen- 
dix was  found  wound  around  the 
head  of  the  caecum,  and  gangrenous. 
Case  III :  I  saw  this  case  five  days 
after  primary  attack  ;  abdomen  tym- 
panitic, and  evidences  of  fluctuation 
over  the  caecum  ;  appendix  removed. 
Two  months  later  developed  a  cough, 
followed  by  the  discharge  of  matter 
strongly  suggestive  of  hepatic  origin. 
Probably  involvement  of  liver  through 
the  pus  burrowing  upward,  and  subse- 
quently breaking  into  the  lungs.  Case 
IV;  male  ;  has  had  several  attacks  of 
so-called  inflammation  of  the  bowels, 
with  weeks  or  months  intervals. 
Vomiting  and  pain  in  caecal  region. 

Four  years  after  first  attack  passed 
pus  per  rectum.  Twelve  years  after 
primary  attack  was  laid  up  in  bed  for 
two  weeks.  Examination  gave  hard 
mass  on  right  side.  Operated,  and 
found  large  pus  cavity  half  an  inch 
wide,  extending  from  above  the  spine 
of  the  ilium  down  to  Poupart's  liga- 
ment. Perfect  recovery.  Case  V  ; 
male ;  sick  for  seven  weeks,  pain 
in  region  of  caecum,  and  temperature 
reaching  103°.  Recovered,  had  re- 
lapse, and  for  four  months  had  fre- 
quent attacks  of  pain,  etc.  Bowels 
irregular.  Deep  pressure  developed 
resistance  in  region  of  caecum.  Ab- 
domen flat,  thighs  flexed.  Operation 
resulted  in  finding  no  appendix  or  re- 
mains of  the  same.  A  small  abscess 
or  sinus  found  in  iliac  fossa  contain 
ing  small  quantity  of  pus.  Patient's 
condition  being  such,  no  attempt  was 
made  to  follow  out  the  sinus.  The 
result  has  been  satisfactory,  the  man 
being  up  and  about. 

Case  VI ;   male.      Took  cathartic; 
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second  day  seized  with  severe  abdom. 
inal  pain  and  vemiting.  Temperature 
101°;  bowels  moved  with  saHnes. 
Chloroform  to  counteract  pain.  A 
week  after  walked  out.  Tenderness 
to  a  slight  degree  over  caecum  two 
weeks  later,  and  temperature  going 
up  (i02°-i03°).  Examination  by  Dr. 
Allen,  five  weeks  after  primary  attack. 
Thin,  sallow,  sleeping  on  right  side  or 
face.  No  unnatural  fullness  anywhere. 
No  induration.  Tenderness  remain- 
ing. About  ten  weeks  from  the  first 
trouble  tenderness  and  pain  disap- 
peared. Temperature  103°  to  104°; 
dullness  and  pain  lower  part  of  right 
lung,  with  moist  rales,  some  bron- 
cophony  and  purulent  expectoration. 
Two  years  later,  after  a  semi-invalid's 


life,  he  developed  recurrent  abscesses 
in  right  leg,  extending  from  knee  to 
groin.  This  case  Dr.-  Allen  thinks  to 
have  been  originally  one  of  appendi- 
citis, and  ought  to  have  been  operated 
upon  when  first  seen.  As. to  method 
of  operating  (extra-  or  trans-perito- 
neal), the  author  advises  a  free  incis- 
ion, protecting  the  general  cavity  from 
contamination  through  the  means  of 
sponges.  The  time  of  operation 
(whether  between  or  during  an  acute 
attack),  must  be  left  for  decision  on 
each  individual  case.  He,  however, 
advises  prompt  operation  in  chronic 
inflammatory  conditions.  Drainage 
tube  and  packing  of  iodoform  gauze 
completes  the  last  stage  of  the  oper- 
ation. 


Parasitic  Protozoa  Found  in  Cancerous  Tumors. 


Dr.  C.  M.  Wheeler  {Dejivej^  Med- 
ical Times),  .describes  the  minute  or- 
ganisms found  in  the  cells  of  cancer 
growth,  and  the  method  of  preparing 
for  microscopical  examination.  Small 
pieces  (one-eighth  of  an  inch  square) 
are  placed  in  Freming's  solution, 
where  they  remain  for  several  days, 
and  are  then  washed  in  water  for 
twenty-four  hours,  after  which  they 
may  remain  in  absolute  alcohol  for  an 
indefinite  period,  mounted,  cut  and 
stained  with  a  nuclear  stain,  and  coun- 
terstained  with  an  analine  dye.  In  the 
centre  of  an  invaded  cell  lies  the  par- 
asite, consisting  of  a  central  part  or 
nucleus,  deeply  stained,  and  a  sur- 
rounding tissue  with  evidently  no 
cell  wall.  This  matter  seems  con- 
densed and  small ;  fine  lines  radiate 
to   the   circumference   of  the   proto- 


plasm. Around  this  is  a  double-col- 
ored wall,  which  is  undoubtedly  the 
protoplasm  of  the  invaded  cell.  The 
size  of  the  parasite  varies,  and  two  or 
three  may  exist  in  the  same  cell,  grad- 
ually growing  and  distending  the 
original  cell  Avail.  They  are  found 
only  in  the  cancerous  cells,  and  never 
in  the  lymphatics  or  blood,  and  in  the 
greatest  numbers  near  the  edges  of 
the  growths.  Leucocytes  found  in" 
cancerous  masses  are  of  the  small 
variety,  possess  a  hard,  deeply-stained 
nucleus,  and  are  sharply  differentiated 
from  epithelial  cells  and  the  parasites 
in  them.  These  leucocytes  wander 
into  cells  containing  parasites,  and 
two  or  three  may  be  seen  attached  to 
a  single  amoeboid  cell,  until  finally  the 
leucocyte  enters  into  and  destroys  the 
parasite. 
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Appendicitis:  With  a  Plea  for  Less  Surgical  Interference 
in  its  Management. 


Lawrence  B.  Young,  M.D.  (Medi- 
cal Record),  follows  Von  Helmont  in 
thinking  "that  a  bloody  Moloch  pre- 
sides in  the  chair  of  medicine,"  from 
the  fact  that  surgical  aid,  he  thinks, 
is  too  often  called  into  service  in  this 
disease.  Dr.  Young  cites  tivo  cases 
bearing  on  the  subject,  the  first  of 
which  was  a  young  girl  8  years  of 
age.  In  the  case  he  says:  "Upon 
examination  I  found  the  bowels 
slightly  tympanitic,  tenderness  in  the 
right  inguinal  region,  elevation  of 
temperature,  and  upon  questioning 
the  mother  found  the  bowels  had  not 
moved  for  seven  or  eight  days."  On 
a  diagnosis  of  appendicitis,  morphia, 
hot  fomentations  and  rectal  enemata 
were  given,  followed  by  relief.  A 
return  of  same  symptoms  under  same 
treatment  again  resulted  in  relief. 
The  second  case  was  that  of  a  young 
man.  In  this  case  pain  was  intense 
in  right  iliac  region,  abdomen  (right), 
hard,  and  McBurney's  tender  point 
present.  This  last  symptom,  together 
with    the     fever    and    constipation, 


"justified  the  diagnosis  of  appendi- 
citis." Under  the  same  treatment  as 
in  the  first  case  the  patient  recovered. 
Upon  these  two  cases  Dr.  Young 
gives  the  title  to  his  paper,  and  calls 
for  less  surgical  treatment  on  the 
plea  of  recovery  under  pure  medici- 
nal means,  and,  as  well,  the  dangers 
of  mistaking  either  acute  intesti- 
nal obstruction,  inflammation  of  the 
ovary  and  connective  tissue  in  its 
neighborhood,  idiopathic  abscesses 
of  the  venter  ilii,  or  in  the  course  of 
the  psoas  muscle,  and  all  descend- 
ing retro-peritoneal  abscesses,  for  this 
affection.  As  well,  that  abscesses 
from  above  causes  are  liable  to  form 
communications  with  the  colon,  simu- 
lating primary  typhlitis.  Another 
"weighty  objection"  is  the  fact  of 
post-mortem  examinations  showing 
evidences  of  recovery  without  "any 
treatment  having  been  instituted." 
The  serious  nature  of  the  operation 
is  also  advanced  as  a  point  against 
the  surgical  treatment." 


Dangers  of  Intestinal  Invagination  Subsequent  to  Operation. 


Fred.  B.  Robinson,  M.D.,  (Medi- 
cal Record)  advises,  in  order  to  pre- 
vent the  occurrence  of  this  accident, 
which  in  so  many  cases  has  been  the 
cause  of  death,  the  use  of  a  rubber 
tube  projecting  into  the  gut  on  either 
side  in  circular  enter orrhaphy,  the 
length  of  the  tube  being  from  four  to 
six  inches,  and  not  so  large  in  circum- 
ference as  to  exert  too  great  pressure 
on  the  gut,  so  as  to  cause  strangula- 


tion. In  making  the  section  of  gut, 
if  possible  it  should  not  be  made  com- 
plete, for  in  so  doing  the  nervous 
connection  is  destroyed  and  invagina- 
tion is  more  apt  to  occur.  In  the  lat- 
eral operation.  Dr.  Robinson  advises 
joining  the  gut  as  near  as  possible  to 
the  closed  end,  and  then  to  stitch  the 
closed  ends  to  the  ends  of  the  proxi- 
mal bowel  by  the  use  of  two  lateral 
and  one  middle  Lambert  suture. 
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Farnier  {Archives  of  Gyiicecology), 
cautions  the  expelling  of  all  air  from 
the  injection  pipe  and  tube,  and  that 
the  apparatus  holding  the  fluid  be  not 
held  more  than  fifteen  inches  above 
the  level  of  pelvis.  Carbolic  acid 
may  cause  syncope,  and  even  immedi- 
ate death.  Biniodide  of  mercury  and 
perchloride    of    iron   are   dangerous. 


Eighteen  cases  of  death  after  the  in- 
jection of  corrosive  solution  are  re- 
corded ;  sixteen  Avhere  the  fluid  was 
thrown  directly  into  the  uterine  cavity, 
and  two  where  the  fluid  reached  only 
the  vagina.  Of  the  innocuous  solu- 
tions, those  of  permanganate  of  potash, 
iodine  and  salicylic  acid  are  most 
effective. 


Direct  Insufflation  in  Suspended  Animation  from  Chloroform. 


Dr.  a.  E.  Prince  '{Medical  Record) 
commends  the  practice  of  direct  in- 
sufflation (mouth  to  mouth)  as  being 
more  certain  in  its  results  than  either 
the  Sylvester  or  Hall  method.  The 
patient  was  immediately  inverted 
upon  the  discovery  of  trouble,  but  the 
heart  did  not  respond  to  active  efforts, 
nor  did  the  respiration  return.  The 
patient's  legs  were  thrown  over  the 
physician's  shoulder  and  then  trotted 


around  the  room  head  down.  This 
not  succeeding,  resort  was  had  to 
direct  insufflation,  still  in  the  inverted 
position,  with  the  gratification,  after 
the  third  breath,  of  feeling  the  heart 
respond.  In  a  short  time  patient  was 
again  put  on  the  table  and  operation 
continued  under  ether.  The  forced 
breathing  was  continued  for  about 
two  minutes  at  the  rate  of  twenty  a 
minute. 


Post-partum   Haemorrhage. 


After  assurance  that  the  uterus  is 
empty,  and  ergot  with  local  applica- 
tions have  failed.  Prof.  Grynfeel 
'{Medical  and  Sttrgical  Journal^  At- 
lanta), advises  the  use  of  large  quan- 
•tities  of  hot  water  thrown  directly 
into  the  uterine  cavity,  protecting 
the  perineum  from  injury  by  applica- 
tion of  vaseline.  Should  this  not 
succeed,  then  pressure  of  the  ab- 
dominal aorta  is  the  next  resort. 
This  should  be  done  by  placing  the 
left  hand  directly  back  of  the  fundus, 
with  the  other  hand  in  front  close  to 
the  first.     Pressure  must  be  exerted 


and  maintained  continuously  for  a 
time.  Bawdelocque  kept  up  the  press- 
ure for  four  hours.  Another  im- 
portant method  is  the  intra-uterine 
tampon.  The  uterus  is  brought 
down  into  view.  Then  long  strips 
of  iodoform  gauze  are  carried  up 
to  the  fundus  by  means  of  a 
probe,  and  packed  snugly  in  posi- 
tion. It  is  necessary  to  have  a 
free  end  projecting  from  the  os  to 
facilitate  removal,  which  should  be 
done  after  twenty-four  hours,  and 
uterus  repacked  should  bleeding  be- 
come evident. 
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THERAPEUTICS. 


GYNAECOLOGICAL    THERAPEUTICS, 


S.    P.    COTTRELL,    M.D. 


ICHTHYOL  Extp:rnally  IN  Gyn/ecologv 
— M.  Freund. 

B.     Sulpho-ichthyolate  of  amnion.  5  gms. 
Glycerine,  100  gms. 

M.     For  wetting  vaginal  tampons. 


B.     Ichthyol, 

I  gm. 

Cocoa  butter, 

2  gms. 

F.  S.     One  suppository. 

ACTEA      RacEMOSA      IN      DySMENORRHCEA 

AND  Ovarian  Irritation. 

Mr.  James  Brunton  uses  this  remedy  in 
twenty  to  thirty  minim  doses,  thrice  daily,  for 
four  days  previous  to  the  usual  time  of  the 
appearance  of  the  flow.  It  is  supposed  to 
have  an  anodyne  action  upon  the  dysmen- 
orrhcea,  whether  of  uterine  or  ovarian  ori- 
gin, and  in  certain  cases  of  metrorrhagia 
it  can  replace  ergot  to  advantage.  In  amen- 
orrhoea  of  early  girlhood  it  is  of  benefit 
when  combined  with  iron.  As  an  anodyne 
it  can  replace  the  bromides  and  opiates.  In 
menorrhagia  and  metrorrhagia  it  is  beneficial 
as  a  regulating  agent,  although  at  times  it  is 
disappointing.—^  merican  Practitioner, 


Camphoid. 
A  substitute  for  collodion.  A  combination^ 
of  camphor,  twenty  parts;  alcohol,  twenty 
parts ;  pyroxylin,  one  part,  forms  a  solution 
which  applied  to  the  skin  forms  a  waterproof 
covering,  and  will  not  readily  wash  off.  If 
iodoform  is  desired  in  the  solution  it  can  be 
added,  in  the  proportion  of  one  part  in  ten  of 
the  solution  given  TLhovo..  —  American  Drug- 
gist. 

Cholagogue  Pills. 

Acidi  arseniosi, 

Hydrargyri  chloridi  corrosivi,  ana.  gr.  i. 

Pulveris  ipecacuanhas,  gr.  ij. 

Hydrargyri  chloridi  mitis.,  gr  xiv. 

M.     In  pilulas  xiv.  divide. 

Sig. — One  every  three  or  four  hours  until 
desired  effect  is  obtained.  For  a  milder  action 
give  one  pill  every  other  m.^\.— Merck's 
Bulletin. 

Vomiting  of  Pregnancy. 
Ten  drops  of  a  twenty  per  cent,  solution  of 
menthol  in  olive  oil  is  recommended  by  Dr. 
Weil  as  a  remedy  to  be  taken  whenever  nau- 
sea a-ppears.—Mecl.  Record,  iV.  V. 


In  chronic  endometritis  tonics  are  sometimes 
indicated  of  which  the  following  sei-ve  as 
examples. 


before 


,     R .     Sodii  et  potassii  tartratis, 

Vmi  ferri  amari,  ana.  ^ij. 

Acidi  tartarici,  §iij. 

Aquae,  5  xiv. 

M. 

Sig. — Two  tablespoonfuls  before  meals. 
3f epical  FortnigJitly. 


B.     Ferri  sulphatis. 

gr.  xvi, 

Acidi  sulphurici  diluti, 

,5i. 

•     Magnesii  sulphatis, 

5ij. 

Aquae, 

Oj. 

Sig.— Tablespoonful      in 

water, 

meals. 

Lysol  for  Cystitis. 
For  cystitis,  Prof.  Parvin  said  (in  his  lec- 
ture) that  in  the  Jefferson  Hospital  injections 
of  lysol,  of  the  strength  of  one-half  of  one  per 
cent.,  have  been  tried,  and  that  they  seem  to 
give  very  good  results,  the  patients  bearing  the 
injection  better  than  injections  of  creolin  of 
the  same  strength.— 7"-^^  College  and  Clinicar 
Record. 

DySMENORRHCEA. 

Ammonii  chloridi,  ij, 

Ammonii  bromidi,  iv. 

Aquae  destillatae,  ^  xss. 

M.     . 

Sig. — Tablespoonful  three  times  a  day  iii: 

water.  —P/iilippean. 


OBSTETRICAL  SOCIETY  OF  PHILADELPHIA. 
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The  President,  Dr.  W.  H.  H.  Githens,  in  the  Chair. 


A  CASE  OF  PELVIC  HEMATOCELE 
TREATED  BY  ABDOMINAL  SECTION 
AND  GAUZE  DRAINAGE.     BY  EDWARD 

P.  DAVIS,  M.D.     (See  page  193.) 

REPORT  OF  A  SUCCESSFUL  ELECTIVE 
CESAREAN     SECTION.       BY     CHARLES 

P.  NOBLE,  M.D.     (See  page  196.) 

REPORT    OF    A  CASE    OF    APPENDICITIS. 

BY  DR.  MORDECAi  PRICE.     (See  page 

199) 

discussion. 
Dr.  Joseph  Price  : 

My  brother  has  tempted  me  to  reprimand 
him  and  I  shall  do  it.  He  alluded  to  this 
case  in  talking  with  me,  but  did  not  say  suf- 
ficient about  it  that  I  might  warn  him  that 
exploratory  incisions  are  no  longer  in  prac- 
tice. It  is  simply  an  admission  of  ignorance 
or  of  timidity  to  do  an  exploratory  operation. 
It  is  a  thing  that  I  never  think  of,  and  a  thing 
that  no  surgeon  should  think  of.  Explora- 
tory incisions  always  imply  ignorance  or 
doubt,  and  that  we  ask  the  privilege  of  the 
patient  to  do  something  to  determine  what  is 
best  for  us  is,  as  a  rule,  not  always  best  for  the 
patient.  For  instance,  exploratory  incisions 
in  malignancy  are  unjustifiable.  We  should 
be  able  to  make  a  diagnosis  and  determine 
the  nature  of  a  trouble  destroying  the  patient 
without  opening  the  abdomen,  the  thorax  or 
the  popliteal  space.  It  simply  pains  me  to 
have  any  one  ask  me  to  do  an  exploratory 
section  after  I  have  given  the  opinion  that 
operative  interference  will  avail  nothing,  sim. 
ply  put  the  patient  to  expense  and  pain,  and 
cause  a  great  deal  of  anxiety  to  the  family. 
I  have  often  been  told  that  certain  cases  are 
malignant,  and  that  they  were  impossible. 
In  one  recent  case  the  assistant  thought  that 
it  was  a  great  joke  to  send  the  case  to  me. 
He  had  watched  the  woman  for  five  years. 
He  is  a  professor  in  one  of  the  schools,  and 


seeing  that  the  patient  was  going  to  die,  he 
said  that  *'  there  is  only  one  man  in  town  fool 
enough  to  do  such  things."  I  saw  the  pa- 
tient that  afternoon  at  the  request  of  the 
mother  and  father.  The  following  day  I  re- 
moved a  large  pus  sac  and  she  is  getting  well 
nicely.  This  is  the  third  case  within  a  month 
which  I  have  seen  which  has  been  counseled 
against  operative  interference,  and  told  that 
it  would  terminate  in  an  exploratory  and 
nothing  more,  and  in  which  I  did  a  completed 
operation  and  the  patients  are  getting  well. 
It  is  true  that  they  were  excessively  danger- 
ous cases,  and  the  chances  for  their  recovery 
were  very  few,  but  if  they  have  but  one 
chance  they  have  a  right  to  it.  Dying  to- 
morrow or  next  week  of  appendicitis,  if  there 
is  one  chance,  I  want  the  benefit  of  it.  The 
symptoms  of  malignancy  are  sufficiently  char- 
acteristic and  prominent  to  at  least  enable  us 
to  dismiss  other  things. 

I  think  that  I  have  a  perfect  right  to  allude 
to  the  case  of  Dr.  Davis.  If  Dr.  Davis  will 
permit,  I  would  suggest  that  the  patient  is  in 
precisely  the  condition  that  she  was  when  he 
operated  primarily,  and  that  the  indications 
are  precisely  what  they  were  at  first.  He 
had  a  bleeding  and  ill  patient,  and  now  there 
is  a  tumor  of  a  similar  nature  on  the  opposite 
side.  I  should  dread  to  allow  that  woman  to* 
go  over  night  if  she  were  my  patient. 

In  troubles  in  the  appendix,  above  all  other 
troubles,  promptitude  is  of  paramount  impor- 
tance. I  scarcely  know  of  a  trouble  that  we 
are  constantly  dealing  with  that  needs  such 
early  and  prompt  treatment.  The  same  re- 
mark holds  good  in  about  all  intra-abdominal 
troubles,  but  the  risks  of  death  and  early  death 
are  not  so  great.  I  received  this  morning  a 
letter  from  a  gentleman  in  the  West,  a  man 
who  writes  well,  talks  well  and,  I  think,  oper- 
ates well.  He  says  that  he  has  done  three 
operations  in  his  town  successfully,  all  bad 
cases.  While  doing  a  fourth  operation,  one 
of  the  physicians  present  is  summoned  to  a 
patient  in  the   neighborhood,  and  when  he 
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returns  states  that  she  is  suffering-  from  pelvic 
cellulitis,  and  that  she  is  quite  ill.  She  has 
great  pain  and  is  about  in  collapse.  The  wri- 
ter in  a  day  or  two  is  asked  to  see  her  in  con- 
sultation and  finds  her,  three  days  after  the 
first  paroxysm,  with  no  radial  pulse,  extremi- 
ties cold,  dyspnoea  marked,  respirations  fifty- 
four,  bowels  tympanitic.  She  is  said  not  to 
have  had  a  chill;  temperature  is  subnormal; 
last  child  eight  years  before.  He  makes  a 
diagnosis  of  ectopic  gestation,  and  gives  a 
fatal  prognosis.  Here  was  a  beautiful  chance 
to  save  the  woman.  I  call  attention  to  this 
case  for  two  reasons.  One  is  to  insist  upon 
the  importance  of  promptitude  in  all  pelvic 
and  intra-abdominal  troubles  of  that  charac- 
ter, twisted  pedicles,  and  the  like.  For  in- 
stance, the  history  of  cystoma  is  always  one 
of  danger.  I  have  now  a  patient  in  bed  from 
whom  I  removed  a  month  ago  a  strangulated 
cyst.  She  had  had  a  miscarriage  at  the  sev- 
enth month,  and  the  presence  of  the  cystoma 
was  probably  the  cause  of  the  premature  de- 
livery. The  liberty  given  the  cyst  by  the 
emptying  of  the  uterus  was  probably  respon- 
sible for  the  one  complete  turn  in  the  pedicle. 
Just  one  week  after  delivery  I  removed  a 
gangrenous  cyst  with  adhesions  to  the  liver. 

Again  to  allude  to  the  value  of  one's  cor- 
respondence in  .subjects  of  this  importance. 
I  receive  about  four  letters  weekly  of  this 
character,  and  I  sometimes  feel  that  I  am  in 
possession  of  about  all  the  interesting  data 
of  this  nature  throughout  the  country.  There 
is  nothing  of  more  value  than  the  correspon- 
dence with  my  friends  and  pupils  and  the 
conversations  that  I  have  at  medical  meet- 
ings. I  scarcely  attend  a  meeting  without 
•being  told  of  dozens  of  deaths  from  appen- 
dicitis, ectopic  pregnancy  and  suppuration. 

Dr.  G.  Betton  Massey  : 

The  case  of  Dr.  M.  Price  seems  to  be  par- 
ticularly timely  in  connection  with  the  case  of 
I  »r.  Davis.  We  have  two  tumors,  one  pelvic 
and  the  other  abdominal,  which  the  physi- 
cians desired  so  much  to  know  the  character 
of  before  taking  serious  means  to  find  out. 
In  the  one  case,  grave  and  serious,  the  wait- 
ing policy  was  adopted  ;  in  the  other,  it  seems 
to  me,  operation  was  somewhat  hastily  deci- 
ded upon.  This  is  an  illustration  of  the  diffi- 
culties that  the  conscientious  physician  and 
surgeon  must  always  encounter  in  determin- 
ing the  line  of  conduct  in  such  cases.     It  is 


quite  possible  that  operation  in  Dr.  Price's - 
case  would  not  have  saved  the  patient,  yet  we 
all  would  and  should  have  said  operate.  In 
the  case  of  Dr.  Davis,  it  occurred  to  me  to- 
ask  how  much  more  serious  was  it  than  a  case 
of  black  eye  ?  There  was  pure  dark  blood 
in  process  of  absorption.  It  is  reported  as  a 
hsematocele,  but  it  may  be  a  question  whether 
it  had  not  better  be  called  a  hsematoma ;  and 
therein  lies  an  important  point :  whether  the 
abdomen  was  in  danger  of  invasion  from  the 
haemorrhage.  I  have  no  doubt  that  the  ab- 
domen was  protected,  as  he  had  to  separate 
adhesions  to  reach  the  blood.  I  think  that 
case  was  hastily  operated  upon,  and  if  Dr. 
Price's  advice  were  taken  and  a  second  oper- 
ation performed  there  would  be  a  second 
hasty  operation.  The  second  tumor  has  evi- 
dently formed  in  the  few  months  since  she 
left  the  hospital.  It  is,  therefore,  not  an  old 
pus  tube  or  an  abscess.  I  feel  particularly 
amazed  at  the  haste  with  which  pure  blood 
tumors  are  opened  and  the  patients  subjected 
to  the  danger  of  an  operation,  and  the  danger 
of  subsequent  adhesions  or  uncomfortable 
hernia.  I  have  had  two  or  three  apparently 
similar  cases  which  disappeared  under  ex- 
pectant treatment  and  forced  absorptive 
methods  with  the  negative  galvanic  pole  in 
the  vagina.  One  such  case,  which  I  have  not 
yet  reported,  was  seen  by  Dr.  Hirst  in  con- 
sultation about  two  years  ago,  with  the  idea 
that  it  might  be  an  ectopic  pregnancy.  There 
was  a  large  semi-solid  tumor  to  the  right  and 
the  rear  of  the  uterus,  in  a  young  married 
woman  who  had  had  one  child  some  time  be- 
fore. There  was  no  very  clear  history  of 
pregnancy,  and  the  conclusion  was  that  it 
might  be  an  ectopic  gestation  or  it  might  not,, 
and  Dr.  Hirst  thought  that  possibly  an  oper- 
ation might  be  required.  The  case  was  put 
at  rest  under  galvanic  treatment,  and  in  about 
one  month's  time  the  tumor  had  disappeared, 
and  she  remains  well  to-day. 
.  I  am  reminded  also  that  a  case  I  recorded 
here  last  year  of  pelvic  abscess  that  opened 
into  the  rectum,  which  was  pretty  fully  dis- 
cussed and  thought  by  some  to  illustrate  the 
bad  policy  of  waiting,  remains  entirely  well. 
I  have  seen  her  recently,  and  she  is  in  better 
health  than  at  any  time  in  her  life. 

Dr.  M.  Price  : 

If  Dr.  Massey  ever  saw  a  case  of  extra- 
uterine pregnancy  operated  upon,   I  should 
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think  that  it  would  have  taught  him  a  lesson 
in  regard  to  waiting.  I  have  seen  ninety-seven 
extra-uterine  pregnancies  operated  upon,  and  I 
have  never  yet  in  twenty-three  years'  exper- 
ience seen  a  true  hsematocele.  Therefore  I 
conclude  that  true  haematocele  is  a  rare  oc- 
currence. I  believe  that  such  a  thing  does 
exist,  but  I  inferred  from  what  Dr.  Davis  said 
that  he  believed  his  case  was  one  of  extra- 
uterine pregnancy,  and  the  chances  were  that 
the  condition  would  turn  out  to  be  the  same  on 
the  other  side.  We  had  a  woman  pass  out  of 
the  hospital  a  short  time  ago  who  had  had 
an  abortion,  an  extra- uterine  pregnancy  at 
full  term  and  a  second  extra-uterine  pregnancy 
inside  of  two  years.  Both  sides  were  removed 
for  extra-uterine  pregnancy  and  the  foetus 
found  in  both  instances,  with  probably  a  quart 
or  a  quart  and  a  half  of  blood  in  the  abdomen, 
and  at  neither  operation  were  there  any  ad- 
hesions to  protect  the  general  peritoneal 
cavity. 

As  to  the  other  case  being  one  of  delay,  it 
was  the  patient  who  prevented  us  from  doing 
what  we  wanted  to  do. 

With  regard  to  exploratory  incisions,  I 
.never  did  one  in  my  life  that  did  not  end  in 
operation.  I  believe  that  there  are  cases  in 
which,  with  an  exploratory  operation,  we  shall 
be  glad  to  quit.  My  brother  will  remember 
a  case  on  which  I  operated  for  supposed  ma- 
lignant disease  two  years  ago  where  we  found 
a  large  brain-like  tumor  on  the  left  side,  and  in 
which  an  exploratory  incision  was  all  that  we 
hoped  to  do.  I  endeavored  to  separate  some  of 
the  adhesions  and  had  to  go  on  and  finish  the 
operation  to  save  the  patient's  life.  I  removed 
a  tumor  the  size  of  a  large  cocoanut,  and  de- 
livered the  tube  and  ovary,  tying  it  off  close 
to  the  uterus,  and  supposed  that  the  woman 
would  soon  take  her  departure.  On  the  con- 
trary she  recovered,  and  now  weighs  100 
pounds  more  than  at  the  operation,  and  there 
is  no  indication  of  the  return  of  the  disease. 
Therefore  it  could  not  have  been  malignant, 
although  we  believed  that  it  was  when  we  re- 
moved it,  we  believed  that  it  was  when  it  lay 
upon  the  table  and  we  believed  that  it  was 
from  the  microscopist's  report.  The  whole 
evidence  was  in  favor  of  malignancy.  The 
operation  was  done  because  we  had  to  do  it, 
and  we  cured  the  woman  because  we  could 
not  help  it. 


case  of  a  pelvic  abscess.    by  chas. 
p.  noble,  m.d. 

discussion. 

Dr.  M.  Price: 

This  is  an  excellent  opportunity  to  discuss- 
the  question  of  broad  ligament  abscess.  At 
the  time  that. Dr.  Noble  reported  the  four 
cases  to  which  he  has  referred,  I  thought 
that  there  was  some  chance  of  mistake,  and 
I  still  think  so.  I  think  that  we  can  have 
leakage  from  the  tube  and  an  abscess  not 
in  the  tube,  but  walled  up  by  peritoneal  in- 
flammation, making  it  extra-peritoneal.  The 
point  which  I  want  to  make  is  this  :  I  had 
recently  a  case  exactly  like  Dr.  Noble's  last 
case,  and  I  know  that  this  was  not  in  the 
broad  ligament,  as  the  patient  was  a  boy. 
The  tumor  extended  from  the  pelvis  almost 
to  the  diaphragm,  and  was  pointing  in  the 
loin.  Ether  was  administered  and  an  incision 
made,  and  to  my  surprise  a  good-sized  pitcher- 
ful  of  pus  poured  out.  The  incision  was 
enlarged,  and  I  could  pass  my  finger  over  the 
crest  of  the  ilium  and  as  far  down  as  it 
would  reach  in  the  direction  of  the  position 
of  the  broad  ligament  in  the  female.  I  am 
confident  that  a  number  of  these  abscesses 
said  to  be  of  the  broad  ligament,  are  abscess- 
es following  some  injury  in  the  abdominal 
wall  near  Poupart's  ligament,  or  between  the 
peritoneum  and  the  muscular  structures  of 
the  abdomen,  or  posterior  to  the  peritoneum. 
This  boy  was  injured  by  being  struck  by  the 
elbow  of  his  sister.  It  was  a  clear  case  of 
abscess,  and  I  could  map  out  the  kidney  al- 
most free  in  the  abscess  cavity.  I  am  con- 
fident that  this  abscess  was  between  the  peri- 
toneum and  the  abdominal  wall,  and  was  the 
result  of  injury.  I  am  also  confident  that 
true  broad  ligament  abscesses  are  very  rare. 

Dr.  George  E.  Shoemaker  : 

Abscess  of  the  kidney  sometimes  occupies 
this  region.  It  was  my  privilege  to  see  such 
a  case  where  the  abscess  mass  could  be  felt 
through  the  vagina  and  extending  to  the  liver 
on  the  right  side.  The  woman  was  in  a  very 
bad  condition.  She  was  operated  on  by 
another  surgeon  by  the  lumbar  incision,  and 
an  abscess  of  the  kidney  found.  The  calices 
of  the  kidney  could  be  readily  felt  after  evac- 
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uating  the  pus.  Some  months  afterward 
the  patient  came  under  my  care,  when  it  was 
found  that  the  tumor  had  shrunken  up  in 
the  neighborhood  of  the  kidney  and  was  out 
of  reach  of  the  finger  in  the  vagina.  It  is 
now  a  small  mass.  Before  operation,  I  con- 
sidered that  it  was  probably  an  ovarian  ab- 
scess, but  as  I  have  said,  it  proved  to  be  an 
abscess  of  the  right  kidney.  • 

There  are  some  points  in  regard  to  adhe- 
sions that  have  not  been  made  clear  as,  for 
instance,  the  amount  of  adhesions  that  we 
are  to  expect  after  attacks  of  so-called  peri- 
tonitis. I  had  a  case  a  few  months  ago 
which  showed  that  we  cannot  always  accept 
the  diagnosis  of  peritonitis,  which  is  so  often 
made  in  cases  before  they  come  to  us.  The 
patient  came  for  operation  from  the  interior 
of  the  State,  with  a  history  of  repeated  at- 
tacks of  severe  peritonitis ;  the  last  nearly 
costing  her  her  life  within  two  months  of  the 
time  that  I  saw  her.  I  could  find  no  pelvic 
mass,  and  the  tubes  and  ovaries  were  small. 
She  had  had  much  treatment  and  had  been 
strongly  advised  to  have  an  operation ;  had 
almo.st  constant  pain;  and  for  various  rea- 
sons, although  rather  against  my  judgment, 
I  made  an  incision,  thinking  that  there 
might  be  something  in  this  history  of  perito- 
nitis and  that  a  cause  might  be  found.  I 
found  practically  nothing,  but  freed  an  adhe- 
sion to  the  left  tube,  which,  however,  would 
not  account  for  attacks  of  peritonitis  risking 
the  patient's  life.  Nothing  was  removed- 
The  operation  did  no  harm,  but  it  may  not 
do  any  permanent  good.  The  same  diag- 
nosis of  peritonitis  happened  to  be  made  by 
the  same  physician  in  another  case,  and  an- 
other man  operated,  but  with  a  different 
result,  as  the  patient  died.  This  has  caused 
me  to  think  twice  before  accepting  as  in 
favor  of  operation  the  diagnosis  of  perito- 
nitis :  at  least,  when  the  history  comes 
through  the  patient. 

These  adhesions  when  they  do  occur  may, 
however,  be  of  the  most  serious  character 
and  invalid  the  patient.  A  short  time  ago  I 
operated  on  a  patient  who  had  previously 
been  operated  on  by  another  member  of  this 
Society,  no  doubt  in  the  best  manner,  but 
she  had  been  for  the  year  following  the  oper- 
ation a  complete  invalid  from  pain,  especially 
severe  before  and  after  a  stool,  and  had  been 
in  all  the  hospitals  of  the  city  which  would 
take  her.     Upon  opening  the   abdomen,    I 


found  a  firm  adhesion  of  the  small  intestine 
to  the  right  broad  ligament  the  size  of  a 
quarter  of  a  dollar.  This  had  to  be  cut  off 
and  the  bowel  stitched.  I  do  not  believe 
that  such  an  adhesion  would  be  absorbed. 
After  this  adhesion  was  released  she  was 
well  for  the  first  time  since  the  previous  op- 
eration, never  again  complaining  of  pain  or 
admitting  its  presence  during  the  time  I  was 
able  to  follow  her. 

Dr.  J.  Price  : 

As  you  all  know,  I  am  interested  in  pus 
in  the  pelvis.  We  know  that  it  follows  trau- 
matism, and  particularly  puerperal  trauma- 
tism or  injuries  or  filth,  or  that  it  follows  some 
of  these  stab  wounds  in  criminal  abortion. 
We  also  know  that  a  few  years  ago  it  was  all 
pelvic  abscess ;  that  ten  or  fifteen  years  ago, 
an  author  said  absolutely  nothing  about  tubal 
or  ovarian  disease.  The  same  author  of  this 
year  or  last  year  has  as  many  as  nine  or  ten 
illustrations  of  huge  diseased  tubes  and  ova- 
ries, illustrations  of  suppurating  tubes  as 
large  as  sweet  potatoes  or  bananas,  large  pus 
conduits.  A  few  years  ago  this  author  and 
teacher  denied  the  existence  of  tubal  and 
ovarian  disease.  Everything  was  exudate, 
everything  was  pelvic  abscess,  and  such  men 
existed  all  over  the  country.  When  Mr.  Tait 
commenced  to  preach  tubal  and  ovarian  dis- 
ease, they  denied  its  existence  and  said  that 
if  it  did  exist  at  all  it  all  went  to  Birmingham. 
A  few  months  after  this  statement  by  a  Lon- 
don operator,  I  struck  an  English  woman  who 
had  been  in  this  city  for  two  months.  I  found 
the  pelvis  full  of  abscesses  and  urged  their 
prompt  removal.  She  submitted  to  the  sec- 
tion and  I  rolled  out  four  huge  pus  accumu- 
lations—two large  pus  tubes  and  two  large 
ovarian  abscesses  within  a  fifth,  the  omentum 
and  intestines  boxing  up  the  pelvis.  The 
fifth  you  might  call  a  true  pelvic  abscess  if 
you  cared  to  strain  a  point. 

To  return  to  Dr.  Noble's  case.  When  he 
was  reporting  this  case  I  felt  very  much  like 
the  boy  and  the  Jonah  story.  You  remember 
the  Sunday-school  teacher  told  her  class  the 
Jonah  story  and  followed  it  with  the  Daniel 
story,  when  she  was  interrupted  by  a  little  fel- 
low on  the  back  seat  saying,  "  Hold  on,  mad- 
am. You  are  going  a  little  too  far.  I  don't 
believe  the  Jonah  story  now."  When  Dr. 
Noble  got  down  to  his  third  incision,  I  felt 
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that  he  was  going  a  little  too  far.  In  his  first 
two  incisions  he  failed  to  find  pus.  I  have 
many  times  found  everything  hard,  indurated 
and  brawny,  and  without  a  thought  of  pus  in 
the  tubes  and  ovaries  I  have  gone  directly 
after  it  and  found  it.  I  remember  going  a  few 
years  ago  to  Pottsville  to  do  section.  When 
I  saw  the  woman  sitting  up  in  bed  it  occurred 
to  me  that  there  was  something  characteristic 
of  bone  disease.  The  uterus  was  fixed  and 
there  were  characteristic  symptoms,  subjec- 
tive and  objective,  of  pelvic  disease  but  not 
those  that  I  was  familiar  with  as  character- 
istic of  tubal  and  ovarian  disease.  I  turned 
the  patient  on  her  side  and  made  a  long  loin 
incision  and  evacuated  more  than  a  gallon  of 
pus.  This  woman's  trouble  commenced  with 
a  sponge  tent  some  fifteen  years  before.  The 
abscess  had  dissected  all  the  structures  on 
one  side  posteriorly  and  pointed  in  the 
loin.  Later,  I  got  a  post-mortem  to  satisfy 
myself,  and  found  that  tubes  and  ovaries  were 
healthy. 

To  return  to  Dr.  Noble's  reasoning  in  re- 
gard to  inflammatory  products  and  adhesions. 
The  same  changes  can  take  place  in  that  tube 
as  in  the  fixed  and  angry  omentum  and  intes- 
tine. He  states  that  he  found  everything 
matted,  that  he  could  not  get  down  to  the 
right  pelvis  in  the  first  incision,  and  that  had 
primarily  this  been  an  occluded  tube  with  re- 
tention it  would  have  remained  so.  I  ask  you 
the  simple  question  will  not  the  same  absorp- 
tion take  place  in  inflammatory  products 
about  the  omentum  and  intestines  ? 

Farther,  Dr.  Noble  will  remember  that  in 
his  first  Caesarean  section  the  uterus  remained 
anchored  to  the  parietes,  that  the  uterus  was 
open,  and  that  labor  was  about  to  take  place 
through  the  anterior  abdominal  wall.  Why 
did  not  absorption  take  place  in  that  case  in 
the  ventral  fixation  of  the  uterus  ?  Why  did 
it  not  take  place  in  Leopold's  cases?  Why 
does  it  not  take  place  in  the  healthy  adhesions 
following  a  great  number  of  abdominal  sec- 
tions in  which  we  have  to  repeat  the  opera- 
ation  for  ventral  hernia  ?  Why  do  we  find  in 
about  all  the  sections  done  with  irritating  so- 
lutions, long  incisions,  prolonged  manipula- 
tion, many  adhesions  ?  In  a  number  of  the 
operations  for  ventral  hernia,  you  can  almost 
name  the  operator  by  the  characteristic  incis- 
ion, its  length  and  the  white  scars  marking 
his  huge  stitches,  including  an  inch  of  tissue, 
and  you  can  go  farther  and  anticipate  how 
16 


much  omentum  and  viscera  you  will  have  to 
contend  with.  Adhesions  once  formed  are 
exceptionally  absorbed  or  released  and  in  this 
case  with  fixed  omentum  and  fixed  bowel  I 
doubt  very  much  if  there  were  not  some  error 
in  the  first  section. 

Dr.  G.  M.  Boyd  : 

While  I  was  present  and  assisted  at  the 
operation,  I  have  no  clear  recollection  of  the 
details.  I  remember  that  from  the  location  of 
the  mass,  the  median  incision  seemed  a  wise 
one,  and  an  additional  reason  for  the  median 
incision  was  that  there  was  a  puerperal  his- 
tory, and  with  the  prevailing  view  that  very 
much  of  the  puerperal  inflammation  results 
from  infection  traveling  through  the  uterus 
and  tubes,  the  median  incision  seemed  jus- 
tified. 

From  extensive  cervical  lacerations  and 
the  various  tears  of  the  vagina,  it  seems  to 
me  that  we  have  more  often  than  is  generally 
supposed  inflammatory  pockets  and  localized 
inflammation  extra-peritoneal.  The  case 
seemed  to  me  to  be  one  of  vaginal  origin. 

Dr.  Charles  P.  Noble  : 

I  am  glad  to  have  heard  of  the  case  of  Dr. 
M.  Price.  I  think  that  the  fact  that  the  ab- 
scess was  behind  the  kidney,  and  that  the 
kidney  was  floating  in  it,  shows  conclusively 
that  this  was  an  extra-peritoneal  abscess,  and 
doubtless  his  explanation  that  it  was  due  to 
injury  is  correct.  There  is  no  reason  why  the 
tissue  about  the  kidney  or  other  region  may 
not  break  down  and  form  an  abscess  as  the 
result  of  injury.  In  the  case  to  which  I  refer, 
where  I  opened  the  abscess  m  the  loin,  the 
history  was  not  absolutely  clear.  I  did  not 
look  upon  it  as  a  broad  ligament  abscess,  but 
considered  that  there  was  breaking  down  of 
one  of  the  glands  along  the  spine  or  in  the 
iliac  fossa  following  criminal  abortion.  It 
was  an  abscess  in  the  false  pelvis.  The  true 
pelvis  was  clear  of  exudate.  I  agree  with 
Dr.  Price  that  true  broad  ligament  abscess  is 
rare,  but  it  does  occur  sometimes. 

Dr.  Joseph  Price  says  that  we  do  have  sup- 
puration in  connective  tissue  in  puerperal 
cases,  particularly  after  criminal  abortion. 
This  is  the  point  I  always  have  made,  but 
which  heretofore  Dr.  Price  has  always  denied. 
I  have  long  maintained  the  position  that  in 
the  immense  majority  of  cases  the  pus  is  in 
the  tubes,  ovaries  or  within  the  peritoneum, 
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but  in  the  first  enthusiasm  of  finding  out  that 
most  cases  of  pelvic  inflammation  were  not 
cases  of  chronic  pelvic  cellulitis  or  true  pelvic 
abscess,  some  members  of  this  Society  took 
the  exaggerated  position  of  denying  that  we 
ever  have  acute  cellulitis  or  pelvic  abscess, 
and  thus  went  a  little  too  far.  For  the  sake 
of  exact  truth  we  must  admit  the  existence  of 
these  conditions,  which  I  have  seen  in  four  if 
not  in  five  cases. 

I  was  surprised  at  one  argument  of  Dr. 
Joseph  Price,  and  surely  he  did  not  mean 
what  he  said.  I  have  heard  him  speak  of  the 
utter  folly  of  draining  pus  tubes,  because  such 
a  tube  could  never  be  of  any  use,  as  the  fim- 
briated extremity  was  occluded  and  irretriev- 
ably ruined  ;  but  now  he  argues  that  possibly 
the  case  reported  to-night  was  pyosalpinx  that 
had  gone  on  to  a  perfectly  natural  cure,  in 
that  way  arguing  against  his  own  position. 
If  he  means  to  say  that  the  pus  was  in  the 
tube,  he  reverses  his  whole  previous  position. 
In  other  words,  he  has  used  an  utterly  unten- 
able argument  in  order  to  combat  my  state- 
ment that  this  was  a  case  of  true  pelvic  ab- 
scess. 

With  reference  to  why  I  made  three  inci- 
sions, I  confess  that  I  did  not  like  it  at  all. 
It  was  a  question  of  having  the  woman  die 
on  the  table  if  I  went  on.  The  reason  I  did 
not  complete  the  operation  through  the  me- 
dian incision  was  not  that  it  could  not  be  done, 
but  that  in  my  judgment  the  patient  would 
have  died  had  I  done  so.  The  reason  I  did 
not  find  pus  in  the  second  incision  was  be- 
cause it  was  not  made  in  the  right  place. 

Why  some  adhesions  are  absorbed  and 
others  are  not,  I  confess  I  do  not  know. 
It  was  impossible  that  I  should  have  made  a 
mistake  in  this  case,  because  at  the  first  oper- 
ation the  abdomen  was  opened  and  the  vis- 
cera in  the  lower  right  quarter  of  the  abdo- 
men were  absolutely  matted. 

I  was  glad  to  hear  what  Dr.  Shoemaker 
said  in  regard  to  peritonitis.  I  believe  that 
in  many  cases  it  is  a  mistake  in  diagnosis,  and 
this  is  particularly  so  in  regard  to  supposed 
attacks  of  peritonitis  in  connection  with 
fibroid  tumors.  I  have  found  that  this  inflam- 
matory process  in  connection  with  fibroids 
frequently  is  not  a  true  peritonitis.  I  do  not 
doubt  that  in  many  ca.ses  diagnosed  as  mild 
attacks  of  peritonitis,  the  inflammatory  pro- 
cess does  not  go  on  the  formation  of  adhe- 
sions. 


prolapse  of  ovary.    by  dr.  massey, 
discussion. 

Dr.  George  E.  Shoemaker  : 

It  is  hardly  fair  for  electricians  to  take  a 
case  of  this  character  and  exploit  it  as  a  tri- 
umph over  several  eminent  physicians  and 
surgeons  who  wanted  to  remove  the  ovary, 
unless  they  are  sure  that  the  physicians  or 
surgeons  gave  that  advice.  I  doubt  very 
much  whether  the  patient's  unsupported 
statements  in  a  case  of  this  kind  should  be 
accepted  as  representing  what  was  really  told 
her,  and  I  doubt  very  much  whether  a  girl 
giving  such  a  history  could  go  to  several 
eminent  physicians  and  surgeons  in  this  city 
and  be  told  by  "  nearly  all "  that  the  ovary 
should  be  removed,  and  yet  she  be  capable 
of  cure  by  such  slight  treatment.  There  is 
too  much  of  prejudiced  use  of  hearsay  evi- 
dence. It  may  be  remarked,  also,  that  in- 
creased length  of  the  uterus  need  not  remain 
simply  "  suspected  "  for  several  weeks  until 
the  sound  can  be  introduced.  Bimanual  ex- 
amination will  detect  _  it  readily  without 
danger. 

Dr.  Charles  P.  Noble  : 

I  am  astonished  when  I  read  statements 
similar  to  those  made  to-night  that  there  are 
surgeons  in  every  town  who  will  take  out 
ovaries  without  due  cause,  and  that  physi- 
cians are  constantly  consulted  by  patients 
who  have  been  advised  to  have  the  ovaries 
out  when  there  is  nothing  the  matter  with 
them.  I  have  a  fair  opportunity  of  seeing 
sick  women,  and  I  have  never  had  a  woman, 
consult  me  who  had  been  advised  to  have  the 
ovaries  removed  and  found  that  there  was 
nothing  the  matter.  I  am  perfectly  aston- 
ished when  I  read  so  frequently  in  medical 
journals  that  this  thing  is  so  constantly  hap- 
pening. As  it  has  not  happened  in  my  ex- 
perience, to  me  it  throws  great  doubt  upon 
the  number  of  these  cases  and  the  great 
number  of  surgeons  advising  operation  with- 
out any  cause.  I  think  that  when  such  im- 
putations are  cast  upon  surgery  those  who 
make  them  should  put  themselves  in  a  posi- 
tion to  demonstrate  that  such  things  are  true, 
not  take  the  statements  third  or  fourth  hand, 
but  be  able  to  prove  of  their  own  knowledge 
that  such  advice  has  been  given.  We  know 
how  prone  nervous  people,   and  especially 
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'dissatisfied  patients,  are  to  mistake  advice 
that  has  been  given,  and  because  a  nervous 
girl  states  that  the  surgeon  said  that  the 
ovaries  should  be  removed,  it  does  not  prove 
that  he  said  so.  He  might  have  said  to  her 
that  if  she  did  not  get  better— if  all  other 
means  failed  to  give  relief -that  the  removal 
of  the  ovaries  would  be  justifiable.  And 
such  a  statement  is  easily  twisted  by  a  dis- 
satisfied patient,  under  the  cross-questioning 
of  a  prejudiced  physician,  into  a  wholesale 
advocacy  of  the  removal  of  ovaries  without 
sufficient  cause. 

Dr.  J.  Price: 

You,  Mr.  President,  have  had  a  large  ex- 
perience in  obstetrics,  and  have  frequently 
attended  women  who  have  been  told  that 
they  would  die  in  their  next  confinement. 
Yesterday  I  delivered  a  woman  at  the  Preston 
Retreat  who  said  that  her  previous  physician 
had  told  her  that  if  she  ever  became  pregnant 
again  she  would  die.  It  has  not  been  my  ex- 
perience to  meet  this  wandering  class  of 
rounders,  giving  a  history  of  this  nature  that 
they  have  been  recommended  to  have  the 
.  ovaries  removed  by  workers  in  my  line.  I 
commonly  find  patients  coming  from  a  recog- 
nized operator,  stating  that  the  doctor  has 
recommended  removal  of  the  ovaries,  and  it 
is  only  necessary  to  ask  her  a  few  questions 
to  be  able  to  tell  her  that  probably  the  doctor 
is  right,  and  in  ninety-nine  cases  out  of  one 


hundred  the  examination  shows  that  the  phy- 
sician was  right. 

Dr.  Massey  makes  one  good  point — that  is, 
in  regard  to  pessaries.  Pessaries  are  used 
much  like  opium,  without  the  recognition  of 
a  clear  indication.  Gynaecologists  know  that 
it  is  important  to  correct  displacements  before 
using  the  pessary.  The  pessary  is  not  to 
correct  the  displacement,  but  to  prevent  its 
recurrence. 

Dr.  G.  Betton  Massey  : 

Proof  of  the  truth  of  my  statement  is  asked 
for.  I  would  say  that  none  of  these  surgeons 
were  Philadelphia  surgeons  ;  they  were  New 
York  surgeons.  I  had  most  of  the  state- 
ments as  to  the  previous  history  from  her 
physician,  Dr.  John  Chambers,  of  Kingston 
N.  Y.  As  to  the  visits  to  the  surgeons  and 
their  opinion,  the  patient  and  her  sister  are 
my  main  authorities.  It  could  hardly  be  said 
that  this  case  was  a  rounder,  for  the  rounds 
were  not  gone  until  the  advice  concerning 
operation  was  given.  I  wish  also  to  say,  in 
justice  to  the  previous  attendants,  that  the 
case  had  been  treated  after  conservative 
methods— non-electrical— before  she  came  to 
me,  in  a  well-known  special  hospital  of  New 
York  city.  At  the  termination  of  her  stay 
there,  the  advice  to  have  the  operation  per- 
formed was  given. 

Elliston  J.  Morris,  M.D., 
Secretary. 
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Gentlemen: — The  main  points  in 
the  history  of  the  first  case  which  I 
shall  to-day  present  to  you  are  as 
follows :  T.  McA.,  5  years  of  age. 
About  six  months  ago  I  saw  this 
child  for  the  first  time.  He  had  then 
been  confined  in  bed  six  weeks  with 
cough,  rather  paroxysmal  in  character, 
scant  expectoration,  fever,  occasional 
chills  and  sweats.  He  was  markedly- 
emaciated;  the  tongue  was  covered 
with  a  thick  dark  furry  coat;  there 
was  anorexia  and  constipation.  Physi- 
cal examination  showed  but  slightly 
increased  rapidity  of  respiration,  a 
marked  bulging  of  right  chest,  with 
obliteration  of  the  lower  intercostal 
spaces,  and  diminished  right-sided  re- 
spiratory excursion,  with  absent  vocal 
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fremitus  and  resonance  and  dullness, 
extending  superiorly  to  the  second 
intercostal  space.  There  was  also 
absence  of  breath  sounds  over  entire 
area  of  dullness. 

A  diagnosis  of  right-sided  pleural 
effusion  was  made,  probably  purulent, 
and  the  following  day,  the  parents 
not  consenting  to  a  more  radical  op- 
eration, I  tapped  the  pleura  with  the 
ordinary  aspirating  apparatus,  and 
drew  off  twelve  ounces  of  extremely 
fetid  pus.  The  puncture  was  made 
in  the  axillary  line  in  the  fifth  inter- 
space. The  canula  was  allowed  to 
remain  until  all  discharge  of  pus  had 
ceased,  in  order  to  remove  the  effusion 
as  thoroughly  as  possible,  and  a  light 
antiseptic  pad  was  placed  over  the 
seat  of  puncture.  No  anaesthetic  was. 
given. 
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During  the  following  three  weeks 
the  boy  improved  rapidly;  the  tem- 
perature, which  on  the  day  preceding 
the  operation  was  103.6°  F.,  gradually 
fell,  the  chills  and  sweats  became  less 
frequent,  respiration  became  deeper 
on  the  affected  side,  appetite  returned, 
and  the  boy's  nutrition  and  general 
condition  slowly  but  steadily  im- 
proved. The  following  note  was 
taken  twenty-seven  days  after  the 
operation:  Temperature,  99.8°  F. ; 
pulse,  no;  moderate  cough, 'mucous 
expectoration,  appetite  good,  slight 
sweats,  nutrition  decidedly  improved ; 
over  lower  half  of  right  lung  respira- 
tory excursion  diminished,  unimpaired 
resonance;  breath  sounds  feeble  but 
distinctly  audible;  boy  since  opera- 
tion has  been  given  liberally  the 
most  nutritious  nourishment,  also 
quinine  and  iron.  He  returns  this 
morning  in  answe/to  a  note  in  order 
that  we  rnay  have  an  opportunity  of 
examining  carefully  his  present  con- 
dition. 

His  general  condition  is,  as  you 
observe,  very  good.  All  his  former 
symptoms  have  disappeared,  and  his 
mother  states  that  his  health  seems 
entirely,  restored.  Upon  examination 
we  find  that  the  right  side  of  the 
chest  is  slightly  retracted,  and  over 
this  portion  of  the  chest  the  breath 
sounds  are  rather  feeble  and  slightly 
harsh,  and  the  percussion  note  is  im- 
paired. .  We  have  here  a  lung  which 
is  more  or  less  bound  down  by  adhe- 
sions, which  prevent  its  full  expan- 
sion it  is,  however,  doing  its  work 
sufficiently  well  for  all  ordinary  pur- 
poses. 

Pleuritis,  both  serous  and  suppura- 
tive, is  now  known  to  be  a  not  in- 
frequent disease  of  childhood ;  indeed, 
many  authors  claim  that  its  most 
frequent   period   is   during   the  first 


five  years  of  life.  There  is  no  ques. 
tion  but  that  the  disease  is  often 
overlooked,  and  is  repeatedly  mis- 
taken for  pneumonia  or  for  malarial 
fever.  This  is  probably  due  to  the 
fact  that  the  bare  chest  is  not  ex- 
amined sufficiently  often  in  children, 
and  also  that  the  restlessness  and 
crying  of  the  child  often  render  a 
satisfactory  physical  examination  im- 
possible. Pleuritic  effusion  tends 
more  often  to  become  purulent  in 
children  than  in  adults,  hence  the 
extreme  importance  of  recognizing 
early  the  exact  condition  present. 
My  main  object  in  bringing  this  little 
patient  before  you  is  not,  however,  to 
speak  of  the  latency  of  the  disease, 
but  to  draw  your  special  attention  to 
its  prognosis  and  treatment  in  in- 
fancy and  childhood. 

In  mild  cases  of  pleurisy,  where 
the  exudation  is  slight,  convalescence 
is  usually  rapid,  and  completed  by  the 
end  of  the  second  week.  Where  the 
effusion  is  large,  either  left  or  right- 
sided,  the  pressure  upon  the  heart 
and  large  vessels  may  be  so  great  as 
to  endanger  life  by  its  interference 
with  the  circulation.  Prompt  thora- 
centesis is  here  imperatively  indi- 
cated. The  prognosis  varies  also,  not 
only  according  to  the  quantity  and 
nature  of  the  effusion,  but  also  to  its 
cause.  Idiopathic  pleurises  do  better 
usually  than  those  occurring  as  a 
sequel,  or  complication,  of  some  other 
disease.  Empyema,  unless  some 
means  of  evacuating  the  pus  is  insti- 
tuted, usually  ends  fatally  from  pro- 
gressive inanition,  fever  and  ex- 
haustion. If,  however,  in  children 
the  purulent  collection  is  removed, 
recovery  is  the  rule,  not  the  exception. 
How,  theft',  shall  we  treat  empyema 
in  infants  and  children  ? 

If  the  symptoms  are   not   urgent. 
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the  case  recent,  and  the  use  of  the 
hypodermic  syringe  discloses  a  liquid 
only  slightly  turbulent,  surgical  in- 
terference may  at  least  be  tempor- 
arily postponed  and  the  case  treated 
as  one  of  serous  effusion ;  or  if,  as 
you  will  occasionally  find  in  children, 
a  fistulous  opening  has  been  estab- 
lished between  the  pleural  cavity  and 
a  bronchus,  as  shown  by  extreme 
fetor  of  the  breath,  or  in  older  chil- 
dren, a  rapid  change  in  the  expectora- 
tion from  mucous  to  purulent,  opera- 
tive measures  may  be  deferred  and 
the  case  carefully  watched.  Under 
no  other  conditions,  however,  should 
surgical  treatment  be  delayed. 

Now,  how  shall  the  pus  be  evacu- 
ated ?  If  the  case  is  seen  before  the 
constitutional  symptoms  are  marked, 
and  the  effusion,  as  examined  by  the 
hypodermic  syringe,  only  moderately 
turbid,  aspirate,  and  remove  as  much 
of  the  purulent  collection  as  possible. 
Remember,  however,  that  even  in 
well-nourished  children  half  an  inch 
represents  an  almost  maximum  thick- 
ness of  the  chest  wall,  and,  therefore, 
guard  by  the  finger  the  aspirating 
needle,  lest  the  instrument  be  intro- 
duced too  far,  and  the  lung  be  in- 
jured. After  the  removal  of  the  pus, 
the  firm  application  of  strips  of  ad- 
hesive plaster  over  the  affected  side, 
extending  from  the  sternum  in  a 
downward  and  backward  direction  to 
the  vertebral  column,  assist  by  their 
pressure  in  the  obliteration  of  the  pus 
cavity. 

Throughout  the  case  every  atten- 
tion must  be  paid  to  sustaining  the 
child's  nutrition  by  the  best  hygiene, 
abundant  nourishment,  stimulants  and 
the  internal  administration  of  quinine 
and  iron. 


If,  however,  the  symptoms  are  more 
urgent,  the  constitutional  symptoms 
well  marked,  the  effusion  distinctly 
purulent,  or  if  after  aspiration  the 
purulent  effusion  quickly  returns,  a 
free  incision  should  be  made  in  a  de- 
pendent part  of  the  chest,  and  a 
drainage  tube  inserted,  in  order  that 
a  free  escape  of  pus  may  be  possible. 
The  operation,  if  due  regard  to  aseptic 
surgery  is  taken,  is  easy  of  perform- 
ance, and  is  attended  with  com- 
paratively little  shock.  Resection  of 
the  ribs  in  children  under  five  years 
of  age  will  rarely  be  required ;  oc- 
casionally, in  older  children,  where 
the  chest  walls  are  more  resistant,  it 
will  be  found  necessary.  Irrigation 
of  the  pleural  cavity  is  of  doubtful 
utility,  on  accoufit  of  the  extreme 
susceptibility  of  children  to  antiseptic 
solutions,  and  the  necessarily  imper- 
fect irrigation  obtained  in  these  cases. 

Our  next  patient  is  a  child,  i  year 
of  age,  whom  you  saw  in  this  clinic 
one  week  ago.  The  history  as  then 
given  is  as  follows  :  Non-instrumental 
birth  ;  breast-fed  ;  child,  since  age  of 
4  months,  has  also  been  given  liber- 
ally of  table  food ;  dentition  at  ten 
months  ;  possible  tubercular  history 
on  maternal  side.  A  sister,  3  years 
of  age,  is  now  under  treatment  for 
diphtheria  at  the  Municipal  Hospital. 
Five  months  ago  ''summer  com- 
plaint," lasting  four  weeks;  almost 
daily  vomiting  since  birth  ;  .vomited 
matters  consist  largely  of  sour,  curdled 
milk  and  indigestible  particles  of  food ; 
two  or  three  stools  daily,  usually  quite 
offensive,  at  times  yellow,  at  times 
greenish ;  vomiting  much  worse  dur- 
ing past  week.  Mother  states  child 
was  unable  to  pass  urine  during  first 
two  days  of  present  severe  attack  of 
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vomiting,  during  which  period  ab-* 
domen  became  greatly  distended ; 
urine,  at  present,  scanty  and  high- 
colored  ;  child  is  fretful,  sleeps  poorly; 
pale,  but  fairly  well  nourished. 

As  you  doubtless  remember,  I  ex- 
amined the  child  before  you,  and  we 
decided  the  case  to  be  one  of  chronic 
gastric  catarrh,  due  to  improper  feed- 
ing. The  child  was  placed  in  the 
medical  ward  and  given  every  two 
hours  two  ounces  of  a  mixture  of 
equal  parts  of  sterilized  milk  and 
barley  water,  the  quantity  to  be 
gradually  increased.  If  this  was  not 
retained — and  where  there  is  much 
fermentation  of  food,  even  cow's  milk, 
however  diluted  and  alkalinized,  is 
often,  immediately  after  being  swal- 
lowed, vomited  sour  and  curdled — the 
diet  was  to  consist  of  fresh  cream, 
one  tablespoonful,  whey,  two  table- 
spoonsful  ;  water,  previously  boiled, 
two  tablespoonsful ;  this  to  be  given 
in  small  quantities  and  cold.  It  was 
directed  to  sponge  the  child's  entire 
body  once  daily  with  warm  water,  to 
keep  him  warmly  clad,  and  half  a 
drop  of  tincture  of  nux  vomica,  with 
three  grains  of  bicarbonate  of  soda  in 
a  teaspoonful  of  cinnamon  water,  was 
ordered  four  times  a  day. 

The  child  did  well  for  twenty-four 
hours,  vomiting  ceased,  restlessness 
diminished,  but  the  improvement  was 
only  temporary  ;  and  to  the  previous 
symptoms  there  was  added,  forty- 
eight  hours  after  admission  to  the 
hospital,  marked  swelling  of  feet, 
with  decided  pre-tibial  oedema.  The 
urine  collected,  by  placing  a  new  soft 
moist  sponge  over  the  genitalia,  was 
found  to  contain  albumen  in  large 
amounts,  hyaline  and  epithelial  casts, 
a  few  blood  corpuscles  and  excess  of 
urates.     In  other  words,  we  deliber- 


ately overlooked  our  history  of  scanty, 
high-colored  urine,  as  there  seemed 
sufficient  cause  for  vomiting  in  the 
bad  feeding. 

Another  point  in  our  history  is  also 
of  special  interest.  Two  weeks  ago 
the  sister  of  our  little  patient  had  an 
attack  of  diphtheria.  Now,  with  this 
additional  knowledge,  our  diagnosis  is 
an  easy  matter.  In  addition  to  our 
diagnosis  of  chronic  gastric  catarrh, 
the  child  has  undoubtedly  a  nephritis, 
caused,  probably,  by  the  action  of  the 
diphtheritic  poison  on  the  kidneys. 
This  is  all  the  more  interesting  since  an 
examination  of  the  child,  at  the  time 
of  his  sister's  removal  to  the  Municipal 
Hospital,  failed  to  disclose  any  evi- 
dence of  a  diphtheritic  character.  The 
case  is  of  special  interest,  then,  in 
showing  the  importance  of  a  systematic 
examination  of  the  urine  in  children, 
and  as  an  evidence  of  the  constitu- 
tional character  of  the  diphtheritic 
poison,  where,  even  in  the  mildest 
cases,  the  kidneys  may  "be  distinctly 
involved. 

No  internal  organs  are  as  often 
affected  in  diphtheria  as  the  kidneys, 
and  the  poison  must,  of  course,  pass 
through  the  system  before  they  can 
become  affected.  The  albuminuria, 
which  is  here  due  to  a  parenchymatous 
nephritis,  will  necessarily  influence 
our  prognosis  in  the  case.  The 
nephritis  of  diphtheria  does  not,  how- 
ever, in  itself,  tend  to  a  fatal  result  in 
most  cases.  The  kidneys  are  not,  as 
a  rule,  involved  as  extensively  as  in 
the  albuminuria  of  scarlet  fever,  but 
only  in  parts,  the  unaffected  portions 
of  the  kidneys  being  usually  sufficient 
to  successfully  excrete  the  urea.  Ne- 
phritis following  diphtheria  may, 
however,  end  fatally.  Since  the  ex- 
amination of  the  urine  the  child  has 
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been  given  acetate  of  potassium, 
grains  two,  in  twenty  drops  of  in- 
fusion of  digitalis  every  four  hours, 
and  the  urine  is  now  passed  in  larger 
quantity,  with  diminished  amount  of 
albumen  and  fewer  casts.  If  im- 
provement continues,  iron,  in  the 
form  of  Basham's  mixture,  will  be 
soon     substituted.      A    liquid     diet, 


•largely  milk,  will  be  insisted  upon ; 
the  bowels  will  be  kept  moved  daily, 
and  the  action  of  the  skin  promoted 
by  the  warm  bath  given  daily,  special 
care  being  taken  to  rub  the  child's 
entire  body  thoroughly  in  a  warm 
blanket  immediately  after  it  is  taken 
out  of  the  bath. 


CLINICAL  MEMORANDA. 


Children's  Hospital 


Service  of  Dr.  Morris  J.  *Lewis. 
[Reported  by  Alfred  Hand,  Jr.,  Resident  Physician.] 


A    CASE    OF    ENDOCARDITIS,    PROBABLY 
RHEUMATIC. 

M.  C,  female,  aged  "jy^  years,  ad- 
mitted May  23,  1892.  The  family 
history  was  negative.  The  patient 
had  had  measles  and  whooping-cough 
in  early  childhood,  and  had  always 
been  well  up  to  last  winter,  when  she 
took  a  heavy  cold.  Since  then  she 
had  been  losing  flesh,  and  at  night 
her  feet  would  swell.  She  never  had 
rheumatism. 

The  examination  on  admission  gave 
the  following  points  :  There  were  a  few 
scattered  moist  rales  in  the  lungs ; 
the  apex  beat  of  the  heart  was  dif- 
fused, the  praecordia  heaved  and  there 
was  pulsation  in  the  epigastrium ;  a 
presystolic  thrill  was  felt ;  the  cardiac 
area  of  dullness  was  not  enlarged ; 
the  heart's  action  was  rapid  and  a 
murmur  was  heard  at  the  fourth  rib, 
one  inch  to  the  left  of  the  sternum 
presystolic  in  time  and  not  trans- 
mitted ;  her  temperature  was  I02i°. 

The  patient  was  put   to   bed  and 


given  an  absolute  milk  diet,  tincture 
of  digitalis,  gtt.  iv.,  and  tincture  of 
nux  vomica,  gtt.  ij.,'t.d.  Three  days 
later,  owing  to  her  orthopnoea,  the 
digitalis  was  given  every  four  hours, 
with  a  grain  of  carbonate  of  ammonia. 
In  the  next  few  days  occasional  attacks 
of  pain  over  the  heart  were  controlled 
by  half-drachm  doses  of  paregoric. 

For  two  weeks  the  girl's  tempera- 
ture ranged  from  a  minimum  of  99° 
in  the  morning  to  a  maximum  of  102° 
in  the  evening.  On  June  4  it  was 
102.6° ;  great  pain  was  felt  over  the 
heart,  and  a  two-by-two  blister  was 
raised  on  the  praecordia.  This  relieved 
the  pain,  but  the  evening  fever  still 
continued. 

As  the  digitalis  seemed  to  have  no 
effect  in  slowing  the  pulse,  which 
ranged  from  128  to  140  per  minute,  a 
change  was  made  to  the  tincture  of 
belladonna,  half  a  drop  every  two 
hours. 

In  a  few  days  sodium  salicylate,  two 
grains  every  two  hours,  was  tried  in 
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the  hope  of  quelling  the  fever.  This 
evidently  was  successful,  as  the  tem- 
perature reached  101°  but  two  days 
later.  As  soon  as  it  tended  to  keep 
to  the  normal  line,  the  patient  was 
sent  to  the  Country  Branch  of  the 
Hospital,  where  she  slowly  improved. 
At  this  time  the  mitral  stenosis  mur- 
mur, which  she  had  when  she  came  in, 
was'  the  only  one  which  could  be 
heard. 

While  at  the  Country  Branch  she 
had  two  febrile  paroxysms,  one  lasting 
from  July  6  to.  10,  the  other  from 
September  30  to  October  3.  Sodium 
salicylate  seemed  to  be  the  drug  which 
subdued  both  of  these. 

October  10  she  was  taken  back  to 
the  Children's  Hospital  for  a  few  days 
in  a  vastly  better  condition  than  when 
she  first  went  to  the  Country  Branch. 
Her  weight  was  fifty-four  pounds, 
and  she  could  walk  about  with  perfect 
comfort.  An  examination  of  her 
heart  at  this  time  showed  the  apex- 
beat  in  the  fifth  interspace,  three- 
fourths  of  an  inch  outside  of  the 
nipple  line.  At  the  aortic  cartilage 
two  murmurs  were  heard,  one  systolic, 
transmitted  into  the  carotids  (aortic 
stenosis),  the  other  diastolic,  growing 
louder  down  the  sternum  (aortic  re- 
gurgitation). At  the  apex  there  was 
a  systolic  murmur  which  was  trans- 
mitted to  the  axilla  (mitral  regurgita- 
tion). Mitral  stenosis  could  not  be 
detected. 


On  October  19  the  temperature 
again  rose,  and  although  sodium  sali- 
cylate was  used  from  the  start,  it  had 
no  effect.  November  14  a  change 
was  made  to  salophen^  four  grains 
every  four  hours,  and  the  fever  slowly 
subsided,  the  temperature  being  nor 
mal  two  days  later.  The  administra- 
tion of  salophen  was  continued  subse- 
quently for  five  days.  On  the  28th, 
one  week  after  salophen  had  been 
stopped,  the  child's  temperature  was 
101°  at  6  P.M.  and  102°  at  10  p.m.  The 
salophen  was  renewed  in  the  above 
dose,  and  the  temperature  was  normal 
the  next  morning  and  stayed  so  during 
the  rest  of  the  time  the  patient  was  in 
the  Hospital.  After  five  days  the 
salophen  was  replaced  by  iron  and  cod- 
liver  oil,  and  an  effort  made  to  regain 
the  ground  which  had  been  lost  in  the 
preceding  six  weeks.  A  few  days 
later  the  child  was  removed  from  the 
Hospital  by  relatives,  the  condition 
of  the  heart,  as  regards  the  valvular 
lesions,  being  unchanged  from  that 
stated  above. 

Looking  over  her  chart  for  the  six 
months  shp  was  in  the  Hospital,  it  is 
noticeable  that  the  pulse  rate  never 
sank  below  100,  even  during  the 
apyretic  periods,  and  when  she  was  in 
fairly  good  health  the  range  was  from 
120  to  130. 
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New  York  Academy  of  Medicine — Section  in  Paediatrics. 


Dr.  Wm.  p.  Northrup,  Chairman. 
Meeting  of  December  8,  1892. 


LYMPHATIC    LEUK/EMIA. 

Dr.  J.  Lewis  Smith  reported  a  case 
of  this  rare  disease.  The  patient  was 
a  girl  five  years  and  nine  months  of 
age.  She  had  been  apparently  well 
nourished  and  robust  until  three 
weeks  before  death,  when  oozing  of 
blood  from  the  gums  was  noticed. 
She  rapidly  became  weak  and  the 
surface  was  blanched,  the  gums  were 
swollen,  and  a  systolic  murmur  could 
be  heard  over  the  whole  cardiac  area. 
The  spleen  was  not  enlarged ;  the 
tonsils  and  superficial  nodes  were 
slightly  enlarged.  The  superficial 
veins  of  the  abdomen  and  neck  were 
enlarged  and  prominent.  Petechiae 
appeared  upon  upper  and  lower  ex- 
tremities. The  urine  was  clear  and 
contained  a  few  blood  cells,  but  no 
albumen  or  casts.  The  temperature 
ranged  from  102°  to  103°  and  upon 
death  reached  107°.  She  died  in 
collapse. 

Autopsy  made  by  Dr.  W.  P.  North- 
rup.— Emaciated ;  purpuric  spots,  pin- 
head  size,  below  the  elbows  and  knees. 
Cervical,  axillary  and  inguinal  lymph 
nodes  were  slightly  enlarged.  Pe- 
techise  of  the  pleura  and  pericardium  ; 
a  few  lobular  consolidations;  heart 
muscle  pale,  flabby.  Right  and  left 
lobes  of  the  liver  enlarged,  extending 
to  within  one-half  inch  of  the  um- 
bilicus. Spleen  soft  and  dark,  but 
not    enlarged ;  no   prominent  bodies. 


Kidneys  normal  size,  white  and' 
mottled  lines.  Mesenteric  lymph 
nodes  enlarged.  Peyer's  glands 
swollen. 

Blood  examination  three  days  be- 
fore death  showed  haemoglobin  15. 
per  cent,  to  20  per  cent. ;  proportion 
of  white  cells  to  red,  one  to  twenty- 
two. 

Dr.  T.  S.  Southworth  read  a  paper 
on  the 

PATHOLOGY     OF     TH©    BLOOD  ,  IN    LEU- 
KEMIC  CONDITIONS. 

Until  recently  the  study  of  the  blood 
was  directed  entirely  to  the  red  cells. 
The  white  cells  were  neglected  until 
Ehrlich  used  the  analine  dyes  in  their 
investigation.  They  are  now  known 
to  be  of  five  forms  or  varieties:  (i) 
Small  mononuclear  lymphocytes  about 
the  size  of  a  red  blood  cell.  They 
are  derived  from  the  lymph  nodes, 
whence  their  name.  (2)  Large  mono- 
nuclear leucocytes.  These  are  formed 
in  the  marrow  and  perhaps  in  the 
spleen  (3)  Transitional  form,  de- 
rived from  the  preceding.  (4)  Poly- 
nuclear  leucocytes.  These  cells  pos- 
sess amoeboid  motion,  pass  through' 
the  walls  of  the  vessels  and  are  found 
in  pus.  (5)  Eosinophile  cells.  These 
are  not  related  to  the  preceding  forms.. 
They  are  found  in  the  bone  marrow.. 
In  normal  blood  the  white  cells  are  in 
the  proportion  of   i   to   500  red.     In 
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pathological  conditions  the  propor- 
tion may  vary  widely,  rising  in  severe 
leukaemia  to  three  white  to  every  red 
cell.  The  proportion  of  the  different 
forms  also  changes  largely;  at  the 
same  time  the  cells  change  in  appear- 
ance. If  these  changes  are  constant 
in  different  diseases  of  the  blood,  we 
have  a  ready  means  of  diagnosticating 
the  disease.  Within  certain  limits 
this  is  true.  Leukaemia  may  be  di- 
vided into  myelogenous,  splenic  and 
lymphatic,  according  to  the  organ 
chiefly  involved.  Each  has  its  char- 
acteristic blood  changes,  but  pure 
cases  are  rare.  Usually  two  or  more 
organs  are  involved.  The  case  re- 
ported by  Dr.  Smith  is  one  of  lym- 
phatic leukaemia,  a  very  rare  variety. 
It  begins  suddenly  with  enlargement 
of  all  the  lymph  nodes.  In  the  blood 
no  abnormal  elements  are  found,  but 
the  proportions  of  the  various  white 
cells  are  greatly  changed,  the  number 
of  leucocytes  being  enormously  in- 
creased. They  sometimes  increase 
from  the  normal  20  per  cent,  of  white 
cells  to  95  per  cent.  Such  cases  are 
rapidly  fatal.  Marked  anaemia  is 
always  present,  for  there  is  no  resti- 
tution of  red  cells.  The  thymus 
gland  is  often  persistent.  The  cause 
of  death  is  frequently  cardiac  failure 
due  to  small  cell  infiltration  of  the 
cardiac  muscle.  Haemorrhage  is  fre- 
quent and  not  readily  checked,  for 
the  coagulating  power  of  the  blood  is 
reduced.  The  diagnosis  in  this  case 
is  made  by  exclusion  of  other  anaemias 
which  do  not  show  increase  of  white 
cells  and  upon  the  following  points : 
Marked  increase  of  white  cells  (1-22), 
marked  anaemia,  slight  enlargement 
of  the  lymphatic  nodes,  the  observa- 
tion that  most  of  the  white  cells  are 
small  and  contain  one  nucleus. 


Dr.  Lewis  A.  Sayre  sent  a  paper 
upon  . 

EARLY   SYMPTOMS  OF    POTT's  DISEASE, 

which  was  read  by  Dr.  R.  H.  Sayre. 
One  of  the  most  characteristic 
symptoms  of  Pott's  disease  is  the 
peculiar  expression  of  the  child's 
face,  difficult  to  describe,  but  pathog- 
nomonic when  recognized.  This 
look  of  dread  is  sometimes  seen  before 
the  appearance  of  any  knuckle  in  the 
spine.  The  same  apprehension  shows 
itself  in  the  gait.  There  is  a  careful,, 
tender  tread,  the  patient  walking  on 
the  ball  of  the  foot,  not  putting  the 
heel  firmly  on  the  ground,  keeping 
the  hips  and  knees  slightly  flexed  in 
order  to  avoid  concussion,  the  body 
being  held  rigid  to  prevent  motion  of 
the  diseased  articular  surfaces.  In 
going  down  stairs  great  caution  is 
exercised  to  prevent  jarring  of  the 
body,  and  in  turning  the  whole  trunk 
is  held  rigid,  as  if  the  entire  spine 
were  ankylosed.  When  asked  to  pick 
an  object  from  the  floor,  instead  of 
bending  forward  as  a  healthy  child 
would,  it  goes  to  the  side  of  the  object 
and  picks  it  up  by  bending  the  hips, 
knees  and  ankles,  using  the  hand  to 
aid  in  rising,  and  keeping  the  spine  in 
the  same  erect  posture.  The  child  is 
apt  to  be  irritable,  and  complains  of 
pain  upon  being  handled.  He  leans 
against  you,  and  does  not  stand  erect 
unsupported ;  he  rests  his  elbows  on 
the  table  or  chair,  or  if  no  object  for 
support  is  near  him,  bends  forward 
and  puts  his  hands  upon  his  knees  to 
support  the  trunk.  If  the  disease  is 
in  the  cervical  region,  he  holds  the 
neck  stiff  or  supports  the  head  with 
the  hand.  Pains  are  common,  vary- 
ing according  to  the  region  affected. 
There   may  be  an   earache,  pain  on 
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deglutition ;  the  child  may  have  a 
cough  or  a  wheezy,  croupy  or  a  pecu- 
liar jerking  respiration.  If  lower  in 
the  spine,  he  complains  of  stomach- 
ache and  disorders  of  the  alimentary 
canal.  If  in  the  lumbar  region,  he 
has  pains  and  cramps  in  the  legs  and 
the  bladder  is  disturbed. 

The  irritation  of  the  spine  is  some- 
times sufficient  to  cause  contraction  of 
the  muscles  of  the  trunk,  giving  the  ap- 
pearance of  a  string  having  been  tied 
around  the  body;  this  girdle  appearance 
is  usually  a  very  early  manifestation  of 
the  disease.  When  the  patient  is 
slightly  suspended  by  the  head  and 
arms  this  girdle  will  usually  pass  away. 
Owing  to  the  contraction  of  the  psoas, 
if  the  child  is  laid  upon  the  face  and 
the  pelvis  is  elevated  by  raising  the 
heels,  the  lumbar  spine,  instead  of 
becoming  concave,  as  it  normally 
would,  remains  rigid  or  even  slightly 
convex. 
.  Dr.  Royal  Whitman  read  a  paper 
on 

DIFFERENTIAL  DIAGNOSIS  OF  POTT's 
DISEASE  FROM  DISEASES  SIMULAT- 
ING   IT. 

The  first  essential  in  the  diag- 
nosis  of  Pott's  disease  is  familiarity 
with  the  attitudes  of  the  normal 
child  and  ability  to  note  devia- 
tions from  that  standard.  The  at- 
titude of  Pott's  disease  differs  with 
the  region  of  the  spine  affected.  In 
the  cervical  region  there  is  stiffness 
of  the  neck  or  lateral  deviation  of  the 
head  ;  in  the  lower  cervical  and  upper 
dorsal,  elevation  of  the  chin  and 
shortening  of  the  neck;  in  the  middle 
lumbar,  elevation  of  the  shoulder  or 
lateral  inclination  of  the  body ;  in  the 
lumbar  region,  aonormal  erectness 
with  lordosis   or  limp.     These  signs 


are  only  to  be  determined  with  cer- 
tainty by  stripping  the  child  and  care- 
fully observing  the  different  condi- 
tions. 

In  the  cervical  region,  torticollis, 
contraction  of  muscles  due  to  sprains 
or  rheumatism,  suppurations,  cervical 
opisthotonos,  diphtheritic  paralysis, 
inflamed  glands  must  be  considered. 
In  Pott's  disease  of  this  region  there 
is  neuralgic  pain  radiating  upward 
when  any  attempt  is  made  to  move 
the  chin.  There  is  an  anxious  ex- 
pression and  the  spine  is  thickened 
and  straightened.  When  the  disease 
is  a  little  lower  down  and  the  head  is 
held  to  one  side  by  muscular  spasm, 
the  diagnosis  is  difficult.  In  true  torti- 
collis the  contracted  tissues  stand  out 
as  cords  on  the  neck ;  pain  is  experi- 
enced when  forcible  reposition  is  at- 
tempted. Rheumatic  wry  neck  is 
distinguished  by  its  acute  history  and 
the  superficial  and  general  tenderness 
of  the  affected  muscles.  The  reflex 
muscular  spasm  of  Pott's  disease  is 
easily  overcome.  If  the  child  be 
placed  on  its  back  on  a  table  and  the 
head  allowed  to  project  over  the  edge 
supported  by  the  hand  and  gentle 
traction  be  made,  the  spasm  of  Pott's 
disease  will  often  relax,  and  it  will  be 
seen  that  there  is  no  infiltration  or 
local  pain  in  the  contracted  part.  In 
inflammatory  torticollis  the  spasm  is 
persistent  and  increases  with  traction. 
Occasionally  post  pharyngeal  abscess 
may  be  one  of  the  earliest  signs  of 
Pott's  disease,  the  affection  being 
mistaken  for  enlarged  tonsil  or  adenoid 
growth. 

In  Pott's  disease  of  the  upper  and 
middle  regions  of  the  spine  weakness 
is  often  a  peculiar  symptom.  A  dis- 
inclination or  inability  to  stand  is  a 
suspicious  symptom.     The  weakness 
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which  appears  in  idiocy  or  after  ex- 
hausting disease  sometimes  simulates 
this  symptom.  The  position  is  char- 
acteristic. Round  shoulders  are  some- 
times mistaken  for  Pott's  disease,  but 
they  are  accompanied  by  no  neuralgic 
pain,  spasm  or  rigidity.  Rotary  lateral 
curvature,  which  also  simulates  the 
disease  in  this  region,  is  painless,  and 
muscular  spasm  and  weakness  are  ab- 
sent. The  deformity  of  empyema 
has  often  been  mistaken  for  Pott's 
disease,  an  error  which  is  readily  pre- 
vented by  proper  physical  examina- 
tion. In  the  lower  dorsal  region  the 
posterior  curvature  of  rickets  is  some- 
times mistaken  for  Pott's  disease. 
The  signs  of  rickets  are  present, 
curves  are  rounded  and  are  readily 
reduced  by  placing  the  child  on  its 
face  and  gently  massaging  the  back. 
In  the  lumbar  region  the  attitude  is 
diagnostic.  As  psoas  contraction  is 
often  an  early  symptom  of  Pott's  dis- 
ease, the  affection  is  often  mistaken 
for  hip  disease  from  the  limp  caused 
by  contraction  of  the  leg.  The  spine 
will  be  found  rigid,  and  movements  of' 
the  hip  are  restricted  in  one  direction 
only.  As*  abscess  is  one  of  the  earlier 
signs ;  it  is  sometimes  confounded  with 
some  intra-abdominal  inflammation, 
especially  appendicitis.  The  acute 
onset  of  special  symptoms  usually 
makes  diagnosis  clear.  Abscess  from 
Pott's  disease  in  the  inguinal  region  is 
sometimes  mistaken  for  hernia,  and  the 
reflected  pain  for  lumbago  or  sciatica. 

As  a  rule,  careful  attention  to  his- 
tory, attitude  and  flexibility  of  the 
spine  will  make  diagnosis  simple,  the 
greatest  difficulty  being  experienced 
in  the  cervical  region  in  distinguish- 
ing the  affection  from  the  pains  or  in- 
flammatory conditions  of  other  parts. 

Dr.  A.  M.  Phelps  read  a  paper  upon 
the 


EARLY    SYMPTOMS    OF    HIP-JOINX 
DISEASE. 

The  first,  and  one  of  the  most  dis- 
tinctive, signs  of  disease  in  any  joint 
is  limit  of  motion,  due  to  the  rigidity 
of  the  muscles  from  spasm.  This 
limitation  produces  deformity,  which 
must  be  considered  the  second  symp- 
tom of  joint  disease.  Limitation  and 
deformity  produce  a  limp,  the  third 
symptom.  These  three  symptoms  are 
almost  invariably  present  in  the  early 
stages  of  hip-joint  disease.  There  are 
in  general  joint  diseases  eight  car- 
dinal symptoms,  two  or  more  of  which 
are  always  present.  These  are  pain, 
heat,  swelling,  tenderness, -limited  mo- 
tion, spasm  of  muscles,  atrophy  and 
deformity.  In  addition  to  these  gen- 
eral symptoms,  each  joint  is  subject 
to  special  symptoms,  due  to  the  an- 
atomical characteristics  of  the  joint. 
In  hip-joint  disease  pain  is  not  always 
present.  Rise  of  temperature,  owing 
to  the  depth  of  the  joint,  is  hardly 
perceptible  ;  swelling  is  not  seen  until 
late ;  tenderness  is  present  only  in 
intracapsular  disease  ;  atrophy  is  com- 
mon. Other  symptoms  are  night 
cries,  pain  in  the  knee,  flattening  of 
the  buttock,  obliteration  of  the  gluteal 
fold.  The  important  symptoms  of  hip- 
joint  disease  in  most  cases  occur  in 
the  following  order : 

(i)  Limit  of  motion;  (2)  deformity 
with  apparent  lengthening  or  real 
shortening;  (3)  limp;  (4)  atrophy  (in 
bone  disease) ;  (5)  pain  in  knee  with 
absence  of  knee-joint  disease  ;  (6)  pain 
on  joint  pressure ;  (7)  night  cries  in 
absence  of  other  joint  disease  ;  (8) 
flattening  of  buttock  with  change  in 
gluteal  fold  ;  (9)  apparent  lengthen- 
ing; (10)  real  shortening;  (11)  heat; 
(12)  swelling. 

Dr.  L.  M.  Yale  read  a  paper  on  the 
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DIFFERENTIAL  DIAGNOSIS  FROM  RHEU- 
MATISM, GROWING  PAINS,  NEURAL- 
GIA, ETC. 

The  symptom  which  first  attracts 
the  attention  of  the  parent  is  usually 
limping,  but  the  physician's  diagnosis 
will  rest  more  upon  muscular  atrophy, 
and  still  more  upon  limitation  of  mo- 
tion. Of  the  various  restrictions  that 
of  the  movement  of  rotation  is  most 
certainly  indicative  of  mischief  actu- 
ally within  the  joint.  Swelling  in  the 
early  stages  is  not  sufficiently  striking 
to  aid  in  diagnosis.  Hip  disease  pur- 
sues a  halting  and  fluctuating  course. 
The  following  symptoms  are  those 
most  important  in  making  diagnosis  : 
(i)  Lameness;  (2)  pain  and  tender- 
ness ;  (3)  loss  or  limitation  of  motion ; 
(4)  muscular  atrophy;  (5)  swelling; 
(6)  faulty  position. 

The  most  frequent  error  in  making 
diagnosis  consists  in  mistaking  coxal- 
gia  for  rheumatism ;  the  reverse  error 
is  comparatively  rare.     This  only  oc- 
curs in  obscure  cases  of  rheumatism. 
If  the  arthritis  migrates  it  would  be 
strong  evidence  in  favor  of  rheuma- 
tism, as  is  also  rapidity  of  onset.     In 
cases    of  recurring   rheumatism   the 
same  joint  is   rarely  selected.     The 
pain  of  hip  disease  is  usually  more  ' 
marked  at  or  near  the  knee,  while  the 
tenderness  is  at  or  near  the  hip.     In 
rheumatism  pain  and  tenderness  are 
not  thus  separated.     In  rheumatism 
tenderness  is  elicited  with  little  diffi- 
culty; in  hip  disease  only  by  certain 
movements  and  upon  concussion.     In 
hip  disease  atrophy  occurs  early;   in 
rheumatism  late  if  at  all.     In  rheuma- 
tism   restriction  of    motion  depends 
upon  suffering  or  dread  of  it ;  in  hip 
disease  it  is  often  unconscious.      The 
whole   body   sometimes    follows    the 
motion  of  the  thigh  as  completely  as 
if  the  hip  joint  were  obliterated.     In 


rheumatism  fever  is  likely  to  be  pres- 
ent ;  in  hip  disease  fever  is  rare.  The. 
appearance  of  nodules,  corea  and  en- 
docarditis is  strong  evidence  of  rheu- 
matism. The  effect  of  anti-rheumatic 
treatment  is  not  conclusive  evidence. 
Salicylates  relieve  the  pains  of  articu- 
lar ostitis,  and  rheumatism  may  co- 
exist with  hip  disease. 

Neuralgias  may  closely  simulate 
hip  disease.  Neuralgia  and  coxalgia 
may  co-exist,  the  one  being  overshad- 
owed by  the  other.  The  diagnosis 
must  be  made  by  taking  the  typical 
symptoms  of  hip  disease  as  a  standard 
of  comparison.  Pain  is  generally 
more  severe  in  neuralgia  than  in  hip 
disease.  It  is  apt  to  be  out  of  pro- 
portion to  the  other  symptoms.  Ten- 
derness is  more  superficial,  the  skin 
often  being  hyperaesthetic.  Limping 
is  exaggerated  in  neuralgia.  Swelling 
may  occur  in  joint  neuroses,  but  it 
does  not  usually  occupy  the  site  in 
front  of  the  joint  as  it  does  in  coxal- 
gia. The  limit  of  motion  and  mus- 
cular atrophy  of  hip  disease  are  likely 
to  be  absent  in  neuralgia  during  the 
early  stages.  In  hysterical  joints 
rigidity  often  exists,  but  a  fixed  posi- 
tion is  not  characteristic  of  hip  in- 
volvement. A  family  and  personal 
history  of  neurotic  disease  will  aid  in 
,  diagnosis. 

The  term  "growing  pains"  is  applied 
to  several  conditions,  the  most  com- 
mon one  being  ill-defined  rheumatism 
affecting  the  muscles  and  their  fibrous 
attachment.  If  a  cardiac  lesion  is 
present  the  diagnosis  is  made  clear. 
If  the  symptoms  follow  exposure  or 
over-exertion,  the  pain  being  more 
distinct  near  the  ends  of  long  bones, 
arthritis  is  to  be  looked  for.  Such  a 
case  may,  however,  be  one  of  ostitis 
or  peri- ostitis. 
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Acute  Bronchitis  in  Children. 


Dodge,  of  Kingston,  N.  Y.  {TJie 
Journal,  Dec.  17,  1892),  defines  his 
method  of  treatment  of  acute  bron- 
chitis in  children.  He  recommends 
the  use  of  ipecac,  tartar-emetic  and 
opium  in  the  first  stage,  where  the 
bronchial  mucous  membrane  is  swol- 
len, congested  and  dry,  and  secretion 
is  arrested  or  deficient.  Regarding 
the  propriety  of  the  use  of  opium  at 
this  stage,  he  quotes  from  Austin 
Flint :  ''The  free  secretion  is  not  the 
•cause  but  the  consequence  of  an  abate- 
ment of  the  inflammation ;  and  by 
contributing  to  the  latter,  opium  vir- 
tually acts  as  an  expectorant.  Opium, 
therefore,  is  indicated  in  the  first  stage 
of  bronchitis  as  it  is  in  most  acute 
inflammations."  He  believes  that 
antimony  should  never  be  prescribed 
for  very  young  children  as  an  expec- 
torant, for  the  same  reasons  that  pro- 
hibit its  employment  as  an  emetic. 
Squill,  senega  and  carbonate  of  am- 
monia are  inadmissible  until  free  se- 
cretion has  been  established.  They 
are  useful  in  those  cases  where  the 
circulation  is  feeble  and  the  patient 
weak,  and  where  the  cough  seems  in- 
adequate to  the  removal  of  the  bron- 
chial secretions.  In  all  severe  cases 
the  child  should  be  kept  in  bed,  in  an 
uniform  temperature  of  about  70^  F. 
The  child's  chest  should  be  well 
rubbed  with  a  mixture  of  equal  parts 
of  camphorated  oil  and  oil  of  turpen- 
tine, as  hot  as  can  be  comfortably 
borne.  Immediately  afterward  the 
chest  should  be  covered  with  cotton 
wadding,  to  which  a  piece  of  oil-silk 


has  been  loosely  stitched  ;  this  to  be 
retained  in  position  by  a  muslin  band 
or  binder.  It  should  be  left  on  and 
not  disturbed  until  the  child  has  re- 
covered from  all  acute  symptoms.  In 
most  cases  a  cathartic  is  indicated,  for 
which  Dodge  favors  the  old  mixture 
of  equal  parts  of  castor  oil  and  mo- 
lasses. Calomel  tablets,  one-tenth 
grain,  every  hour  till  bowels  act,  or,  in 
older  children,  a  dose'  of  citrate  of 
magnesia,  or  compound  licorice  pow- 
der, may  be  used.  For  the  cough, 
which  is  the  most  distressing  symp- 
tom, there  is  nothing  to  be  compared 
to  paregoric  in  proportionate  doses 
to  the  age.  He  uses  the  following 
formula  : 

B.    Ex.  ipecac,  fl.,  gtt.  iv 

Tr.  opii  camph.,  f  3i-ij 

Syr.  tolut,  q.  s.  ad  f  5  ij       M. 

SiG. — Teaspoonful  every  two  hours  till 
cough  becomes  looser  or  less  frequent. 

This,  with  the  purgative,  will,  in 
many  cases,  be  all  that  is  needed. 
If  after  twelve  to  twenty-four  hours 
the  cough  does  not  loosen  and  become 
softer,  the  amount  of  the  ipecac 
should  be  increased.  One-half  drop 
of  the  fluid  extract  is  not  too  much  for 
a  baby  with  a  very  tight  cough  and 
dry,  non-perspirable  skin,  but  need 
not  be  kept  up  in  such  large  doses. 
In  those  cases  where  the  cough  is 
suppressed,  or  in  danger  of  becoming 
so,  opium  is  risky  for  the  time  being, 
and  should  be  replaced  by  such  reme- 
dies as  tend  to  stimulate  cough  and 
the  respiratory  centre.  Such  are 
ammonia,     senega,     strychnia,     nux 
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vomica,  digitalis  and  liberal  doses  of 
alcohol  in  the  form  of  French  brandy 
and  whisky.  Dodge  rarely  prescribes 
emetics,  except  in  the  following  con- 
ditions: First,  in  a  robust  child  when 
seen  early  w^ith  a  full,  rapid  pulse  and 
a  dry,  hot  skin;  here  .the  constitu- 
tional effect  of  the  emetic  is  often 
markedly  beneficial.  The  nausea  in- 
duces relaxation,  and  the  depressing 


effect  on  the  circulation  relieves  the- 
febrile  symptoms.  The  other  indi- 
cation for  the  employment  of  emetics 
is  where  the  child's  strength  seems 
inadequate  to  raise  or  expectorate  an 
accumulation  of  mucus  which  threat- 
ens suffocation.  But  even  in  these 
cases  the  emetic  should  not  be  re- 
peated too  frequently,  as  the  depres-- 
sion  which  follows  is  ill  borne. 


A  New  Method  for  the  Treatment  of  Asphyxia  Neonatorum. 


Laborde  (^La  Tribune  Med..,  Oct. 
6)  reports  two  cases  of  asphyxia, 
a  woman,  aged  30,  and  her  child 
of  eight  years,  who  had  been  for 
some  time  in  the  water,  and  who 
showed  no  signs  of  life.  They  were 
restored  by  Foures,  who  used  the  pro- 
cess of  Laborde,  called  by  him  "pro- 
cedure of  the  tongue,"  and  communi- 
cated to  the  Academy  at  the  seance 
of  July  3,  1892.  It  is  applicable  to 
any  form  of  asphyxia,  as  by  drowning, 
noxious  gases,  anaesthetics,  or  the  as- 
phyxia of  the  new-born  infant.  The 
process  consists  in  opening  the  mouth, 
seizing  the  tongue,  and  not  only  draw- 
ing it  forward  once,  but  in  repeating  the 
traction  successively,  and  in  rhythm 
synchronous  with  respiratory  move- 
ments. This  may  be  accomplished  by 
the  use  of  forceps,  or  .by  placing  the 
finger  in  the  throat  back  of  the  base 
of  the  tongue. 

He  reports  {Ibid.,  Nov.  24,  1892)  a 
new  and  successful  application  of  this 
method  in  the  treatment  of  asphyxia 
by  sewer  gas,  in  one  case  succeeding 
where  no  other  methods  were  of  any 
avail,  frictions,  slapping  with  wet 
towels  and  Sylvester's  method  of  ar- 


tificial respiration  having  failed ;  and 
in  another  case  being  required  after 
these  had  made  an  apparent  success,, 
followed  by  a  relapse  that  resisted 
treatment  by  these  methods.  He  also- 
reported  success  in  a  case  of  simple 
syncope. 

Laborde  (/.^2<^.,  Dec.  i,  1892)  reports 
'  the  successful  application  of  his 
method  by  Perrone  to  the  asphyxia  of 
the  new  born  infant.  The  labor  was 
natural  except  for  energetic  and  pro- 
longed uterine  contractions ;  the  child 
was  born  apparently  dead ;  no  pulsa- 
tion in  the  cord.  Two  years  previously,, 
in  the  case  of  the  same  mother,  death 
of  the  infant  occurred  despite  all 
efforts ;  he  applied  the  method  of 
Laborde,  using  a  pair  of  dressing  for- 
ceps ;  after  a  few  tractions  the  child 
breathed  ;  other  means  were  simulta- 
neously employed  after  this,  and  the 
child  lived,  and  is  well  and  healthy. 
In  two  other  cases  where  the  children- 
showed  no  signs  of  life,  Perrone  has. 
used  this  method  with  success. 

The  process  is  simple,  of  universal 
application,  endangers  the  patient  in. 
no  respect,  and  is  highly  recommended 
to  obstetricians. 
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Vaginal  Hysterectomy  for  Cancer,  with  a  Report 
of  Four  Cases/ 


BY    CHARLES    P.    NOBLE,  M.D. 
PHILADELPHIA. 


As  the  Operation  of  hysterectomy 
for  cancer  is  still  not  accepted  as  the 
logical  treatment  of  operable  cancer 
of  the  womb  by  many  in  the  pro- 
fession, it  is  important  that  the  ex- 
perience of  all  operators  should  be 
reported,  so  that  the  real  status  of  the 
operation  may  be  determined.  I  take 
it  that  this  is  of  greater  importance 
with  reference  to  the  final  result, 
whether  recurrence  or  a  cure,  than 
concerning  the  immediate  result.  We 
are  now  so  familiar  with  the  sources 
of  error  in  the  statistical  method  of 
determining  the  primary  mortality  of 
an  operation  that  few  operators  are 
greatly  influenced  in  their  work  by 
the  average  results  obtained  by  a 
great  number  of  surgeons,  good,  bad 
and  indifferent.  The  best  operators 
have  reduced  their  mortality  in  this 
operation  to  5  per  cent,  or  less,  hence 
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its  mortality  must  not  be  estimated 
higher  than  this,  and  surgeons  having 
a  mortality  widely  divergent  in  a  large 
number  of  cases,  must  suffer  under 
the  imputation  of  doing  poor  work. 
I  believe  that  this  method  of  deter- 
mining the  primary  mortality  of  an 
operation — viz.,  by  taking  the  results 
of  the  best  operations  only — is  far 
more  accurate  and  beneficial  to  all 
concerned  than  the  old  way  of  lump- 
ing all  the  reports  within  reach,  old 
and  new,  good  and  bad,  and  taking 
the  average  as  representing  the  mor- 
tality. The  old  plan  gave  patients  an 
unnecessary  dread  of  surgery,  eased 
the  consciences  of  careless  or  dirty 
surgeons,  and  took  away  from  many 
others  an  incentive  to  improve  their 
technique,  because,  having  results  (no 
matter  how  far  from  perfect)  as  good 
or  better  than  the  average,  they  felt 
satisfied. 

Vaginal  hysterectomy  for  cancer  is 
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relatively  such  a  new  operation  that, 
as  yet,  a  sufficiently  large  number  of 
cases  have  not  accumulated  to  deter- 
mine its  remote  results.  The  statis- 
tics of  certain  German  clinics  have 
become  familiar  to  all  of  us  of  late, 
and  indicate  a  permanent  cure  in 
about  40  per  cent,  of  cases.  If  fur- 
ther experience  shall  fortify  this  indi- 
cation, surgery  will  have  made  one  of 
its  greatest  triumphs  over  this  dread, 
and,  but  yesterday,  necessarily  fatal 
disease.  At  the  same  time,  it 
will  be  hard  to  convince  the  profes- 
sion and  the  public  that  cancer  is  in 
any  sense  curable ;  hence  it  behooves 
all  surgeons  to  report  all  cases  com- 
ing under  their  care,  and  to  make 
supplementary  reports  from  year  to 
year,  until  it  can  be  demonstrated 
that  cancer  of  the  womb  is  curable. 
It  was  in  this  way  that  ovariotomy 
gained  recognition,  so  that  now  a 
physician  is  considered  culpable  who 
does  not  refer  cases  of  ovarian  tumor 
to  the  surgeon  for  early  operation. 
This  should  be  more  true  of  cancer  of 
the  womb.  Another  advantage  of 
demonstrating  this  fact  will  be  that 
both  the  profession  and  the  laity  will 
be  more  closely  on  the  watch  to  detect 
the  early  symptoms  of  cancer.  This 
will  diminish  the  proportion  of  "too 
late  "  cases  now  so  extremely  high. 
The  old  theory  of  climacteric  haemor- 
rhages has  doomed  many  women  to 
death  from  cancer.  It  is  high  time 
that  this  pernicious  doctrine  was  en- 
tirely done  away  with.  It  is  still  gen- 
erally current  with  the  public,  and 
unfortunately  with  a  not  inconsidera- 
ble percentage  of  the  profession. 
Surgeons  are  too  apt  to  forget  that 
what  is  perfectly  well  known  and 
accepted  by  them  is  not  necessarily 
either  well  known  or  accepted  by  the 


profession  at  large.  Gynaecologists 
owe  it  to  the  cause  of  truth  to  insist 
upon  the  fallacy  of  the  doctrine  of 
climacteric  haemorrhages,  and  to  con- 
tinue to  insist  upon  its  fallacy,  until 
it  is  universally  recognized  that  such 
haemorrhages  indicate  gross  disease 
of  the  uterus — cancer,  fibroid  tumor, 
or  hyperplastic  endometritis.  The 
general  recognition  of  this  one  fact 
will  do  more  than  anything  else  to 
render  possible  the  diagnosis  of  can- 
cer, while  it  is  yet  possible  to  eradi- 
cate the  disease. 

I  herewith  report  four  cases  of  va- 
ginal hysterectomy  for  cancer,  which 
include  all  the  cases  of  cancer  of  the 
womb  seen  by  me  in  the  last  three 
years  which  I  considered  suited  for 
the  operation  ;  the  others  were  too 
far  advanced.  My  experience  is  thus 
exceptional,  because  during  that  time 
I  have  seen  certainly  more  than 
seventy-five  cases. 

Mrs.  N.,  aged  43,  widow,  Ill-para, 
presented  herself  at  the  Philadelphia 
Lying-in  Charity  Clinic  in  May,  1889. 
She  had  had  purulent  leucorrhoea  for 
over  a  year,  but  no  other  symptoms. 
She  had  a  small  epithelioma  of  the 
cervix — cauliflower  type.  The  diag- 
nosis was  confirmed  by  two  micro- 
scopists.  The  late  Dr.  M.  Wilson 
amputated  the  cervix  May  31,  1889. 
The  following  October  signs  of  recur- 
rence, or  rather  continued  growtli, 
appeared,  and  in  November  I  re- 
moved the  womb  by  vaginal  hyster- 
ectomy. The  ovaries  were  not  re- 
moved. At  this  date,  January  2,  1893, 
she  remains  free  from  recurrence, 
and  is  in  robust  health,  managing  a 
large  boarding  house. 

Mrs.  S.,  widow;  aged  35,  one  prema- 
ture labor.  I  saw  the  case  in  con- 
sultation with  Dr.  Hawley,  of  Phila- 
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delphia.  The  history  was  that  of 
long  continued  irritative  leucorrhoea, 
and  likewise  menorrhagia,  with  pelvic 
pain.  These  symptoms  were  appar- 
ently due  to  endometritis  of  marked 
type.  As  long- continued  local  treat- 
ment had  failed,  I  recommended  curet- 
ting, which  was  done,  a  large  amount 
of  material  being  removed  by  the 
curette.  A  portion  of  this  was  sub- 
mitted to  microscopical  examination, 
and  pronounced  malignant  adenoma. 
The  original  symptoms  shortly  re- 
appeared, and  the  womb  and  ovaries 
were  removed  per  vaginam  June  5, 
1892.  The  convalescence  was  un- 
eventful, and  the  present  condition  of 
the  patient  is  satisfactory. 

Mrs.  R.,  aged  43,  Ill-para,  in  good 
general  condition  ;  has  suffered  from 
irritative  leucorrhoea  for  a  year.  She 
was  referred  to  me  by  Dr.  Vagler. 
The  cervix  was  widely  torn,  and  the 
posterior  lip  the  seat  of  a  circum- 
scribed mass.  The  diagnosis  of  epi- 
thelioma was  confirmed  by  the  micro- 
scope. The  womb  and  ovaries  were 
removed  per  vaginam  October  5, 1892. 


The  after  history  was  uneventful,  and 
the  present  condition  satisfactory. 
There  is  some  exudate  about  the  left 
ovarian  stump,  which  is  causing  some 
pain. 

Mrs.  F.,  aged  29,  multipara,  was 
referred  to  me  by  Dr.  Charles  Bauer. 
She  had  a  history  of  pelvic  pain,  ex- 
tending over  many  years,  attributable 
to  an  infection  during  a  miscarriage, 
which  resulted  in  salpingo  peritonitis. 
The  recent  history  was  that  of  leucor- 
rhoea and  metrorrhagia.  The  cervix 
was  widely  torn  and  the  seat  of  an 
epithelioma.  A  mass  could  be  felt 
also  in  the  left  side  of  the  pelvis. 
The  womb  and  its  appendages  were 
removed  December  21,  1892.  The 
womb  was  removed  easily,  but  great 
difficulty  was  found  in  removing  the 
appendages.  The  right  tube  was 
filled  with  thick  bloody  fluid,  and  the 
left  ovary  was  the  seat  of  a  cystoma, 
which  ruptured  during  its  removal. 
The  contents  of  the  cyst  must  have 
been  septic,  as  peritonitis  immedi- 
ately ensued,  causing  death  on  the 
fifth  day. 


The  Septic  Origin  and  the  Antiseptic  Treatment  of 
Chronic  Endometritis. 


BY  W.  A.  BRIGGS,  M.D., 

SACRAMENTO,  CAL. 


The  causes  of  endometritis,  as 
of  many  other  diseases,  may  be 
advantageously  divided  into  predis- 
posing and  exciting y  or  passive  and 
active,  and  the  former  again  into 
systematic  and  local.  The  systematic 
predisposing  causes  embrace  all  of 
those  conditions  of  the  body  at  large 
that  favor  suppuration,  or,  in  a  more 
modern  phrase,  impair  the  resistance 


of  the  tissues  to  the  invasion  of  patho- 
genic microbes.  Foremost  among 
these,  perhaps,  in  frequency  as  well  as 
potency,  may  be  placed  the  tubercular 
diathesis.  Syphilis,  chlorosis,  rheu- 
matism, gout,  the  acute  exanthemata, 
and,  with  the  French,  herpes,  are 
thought  to  exert  a  similar  influence. 
Other  conditions,  vague  and  indefin- 
able,   sometimes   acute,     sometimes 
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chronic,  in  which  suppurative  pro- 
cesses are  established  with  abnormal 
facility,  are  not  infrequently  observed. 
Leaving  these  considerations  which, 
of  whatever  theoretical  interest,  are 
of  little  practical  importance,  let  us 
proceed  to  the  study  of  the  local  con- 
ditions that  permit  or  promote  the 
development  of  inflammation.  Two 
conditions  may  be  placed  above  all 
others — denudation  of  the  tissues,  and 
the  production  and  stagnation  of 
media  suitable  for  the  nutriment  and 
propagation  of  pathogenic  micro- 
organisms. 

These  conditions  are  furnished  in 
their  most  exquisite  form  by  the 
physiological  traumatism  accompany- 
ing and  following  menstruation,  abor- 
tion, miscarriage  and  parturition. 
Traumatism,  due  to  instrumental  or 
manual  delivery  at  term  or  removal 
of  the  after-birth  in  abortion,  to  digital 
examination,  to  the  introduction  of  a 
sound  or  applicator,  to  minor  opera- 
tions on  the  cervix,  to  pessaries,  to 
curettage,  to  sexual  intercourse,  falls 
in  the  same  category.  It  destroys  the 
natural  defense  against  invading  mi- 
crobes, and  furnishes  a  suitable  pabu- 
lum for  their  development.  Cotton 
or  lamb's  wool  dressing,  if  not  anti- 
septic or  if  retained  indefinitely,  as  it 
sometimes  is  from  carelessness  of 
either  patient  or  physician,  affords 
the  best  possible  riidus  for  the  lodg- 
ment and  multiplication  of  bacteria 
and  their  subsequent  infection  of  the 
uterus. 

The  recumbent  position  in  child-bed 
and  in  disease  delays  the  normal  dis- 
charge of  the  secretions,  and  thus 
affords  an  opportunity  for  the  devel- 
opment of  bacteria,  while  flexions, 
growths  in  or  about  the  uterus  and 
backward   displacements   hinder  the 


uterine  circulation,  produce  stasis, 
impair  the  local  nutrition  and  favor 
excessive  secretion.  Constipation,  so 
frequent  in  women,  I  believe  acts  in 
the  same  way,  and,  besides,  exercises 
no  inconsiderable  influence  in  impair- 
ing the  general  health,  and  with  it  the 
nutrition  of  the  uterus  itself.  Ab- 
normal patency  of  the  vulva,  due  to 
rupture  or  relaxation  of  the  perineum, 
and  laceration  of  the  cervix  with 
eversion  of  the  cervical  and  endome- 
trium, favor  infection,  especially  when 
associated  with  vaginal  leucorrhoea 
and  uncleanly  habits,  as  does  mere 
prolapse  in  geometrical  ratio,  as  it 
brings  the  uterus  nearer  to  the  outer 
and  unclean  world. 

But  any  or  all  of  these  conditions 
may  exist  without  inflammation  of 
the  endometrium  ;  they  do  not  cause 
inflammation,  they  merely  afford  a 
favorable  environment.  Something 
else  is  needed ;  something  else  is  ab- 
solutely essential  to  the  genesis  of 
endometritis. 

Without  trenching  on  debatable 
ground  it  may  be  asserted,  I  think, 
that  besides  infection  no  active  cause 
of  endometritis  has  been  demon- 
strated. All  other  so-called  causes 
are  passive,  and  belong  to  the  cate- 
gory we  have  already  mentioned. 
Schroeder  first  pronounced  this 
opinion,  which  is  confirmed  by  the 
bacteriological  researches  of  Peraire, 
Winter,  Doleris  and  numerous  others. 
It  has  not  been  directly  demonstrated, 
says  Pozzi,  so  that  there  remains  no 
more  doubt  on  the  subject. 

With  gonorrhoeal  and  with  tuber- 
cular endometritis  their  specific  cocci 
and  bacilli  are  invariably  associated 
in  causative  relation.  The  investiga- 
tions of  Cseri,  Zweifel,  Bumm,  Peraire 
and   a  host  of   others  establish   this 
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with  scientific  certainty  and  exacti- 
tude. Since  the  days  of  the  immortal 
Semmelweis  every  possible  scientific 
requirement  in  the  demonstration  of 
the  microbic  origin  of  puerperal  fever 
and  the  allied  infections  has  been  met 
and  satisfied.  No  one,  not  even  the 
most  violent  opponent  of  antisepsis, 
has  the  temerity  to  question  it.  But 
endometritis,  dating  from  puerperal 
inflammation,  is  but  a  continuation  of 
the  original  infection.  The  same 
cocci,  the  same  bacteria,  may  be  found 
in  the  uterus  maintaining  the  inflam- 
mation they  previously  excited.  In 
endometritis  of  whatever  origin  these 
micro-organisms  are  invariably  pres- 
ent not  only  in  the  uterine  secretions, 
but  also  imbedded  in  the  mucous, 
and  even  the  submucous,  tissues. 
They  are  invariably  absent  from  the 
healthy  uterus.  Universally  acknowl- 
edged as  the  cause  of  gonorrhoeal,  tu- 
bercular and  puerperal  endometritis, 
invariably  present  in  the  inflamed, 
but  as  invariably  absent  from  the 
healthy  uterus,  these  microbes  may 
be  justly  regarded  as  the  real  patho- 
genic agents  in  endometritis.  Such 
a  conclusion  at  any  rate  possesses  the 
full  warrant  of  a  working  hypothesis. 
Having  thus  briefly  and  imperfectly 
marshaled  the  evidences  of  the  mi- 
crobic origin  of  endometritis,  let  us 
proceed  to  the  consideration  of  its 
treatment.  If  our  aetiological  conclu- 
sions be  correct,  what  have  we  to 
accomplish  in  the  cure  of  this  disease  ? 
First  and  foremost  we  must  remove 
its  cause — destroy  the  cocci  and  bac- 
teria upon  which  it  depends ;  in  other 
words,  establish  an  aseptic  condition 
of  the  uterine  cavity.  In  the  second 
place  we  must  correct  its  results — in 
as  far  as  possible  we  must  restore  the 
endometrium  to  its  normal  anatomical 


condition.  Lastly,  we  must  remove 
the  conditions  favorable  to  its  recur- 
rence. 

Antisepsis  may  be  termed  the  en- 
abling act  of  surgical  gynaecology. 
Whoever  is  not  prepared  to  enforce  it 
in  spirit  and  in  letter,  both  for  his 
own  peace  of  mind  and  the  welfare  of 
his  patients,  would  better  abandon  the 
field  to  his  gynaecological  superiors. 
This  is  especially  true  of  surgical  pro- 
cedures per  vaginam.  Even  Tait,  the 
arch-enemy  of  antisepsis,  insists  on 
it  here.  Without  adequate  antiseptic 
precautions  the  slightest  abrasion 
consequent  on  the  introduction  of  a 
sound  or  probe  even,  may  result  dis- 
astrously. Antisepsis,  I  repeat,  is 
the  enabling  act  of  surgical  gynaecol- 
ogy ;  and  the  phrase  "  surgical  gynae- 
cology" I  would  use  in  its  widest 
possible  sense,  including  every  man- 
ipulation, however  insignificant  in 
appearance,  that  may  produce  the 
slightest  abrasion  of  epithelial  tissue, 
or  the  slightest  solution  of  continuity 
in  the  deeper  structures.  Every  such 
abrasion,  every  such  solution  of  con- 
tinuity may  be  the  point  of  departure 
of  serious,  even  fatal,  infection. 

The  unwritten  history  of  gynaecol- 
ogv  neither  flatters  professional  pride 
nor  encourages  the  genecic  valetudi- 
narian. So  true  is  this,  that  "med- 
dlesome gynaecology"  promises  to 
take  its  place  with  "  meddlesome  mid- 
wifery "  among  the  opprobria  medico- 
rum.  And  well  it  may  with  those 
who  neglect  those  precautions  for  the 
conscientious  observance  of  which  I 
desire  to  enter  now  an  earnest  plea. 
But  antisepsis  is  not  only  the  enabling 
act  of  surgical  gynaecology,  it  is  even 
more ;  it  constitutes  the  essential  ther- 
apeutics of  endometritis.  And  I 
make  bold  to  suggest  that  Mr.  Tait 
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and  his  disciples  deprecate  what  they 
contemptuously  denominate  "uterine 
tinkering "  either  because  they  do 
not  apprehend  these  facts,  or  because 
they  ignore  them. 

The  importation  of  pathogenic  mi- 
crobes into  the  genital  passages 
should  be  prevented  by  the  absolute 
interdiction  of  sexual  relations  during 
the  whole  course  of  treatment.  Neg- 
lect of  this  precaution,  no  doubt,  is 
not  infrequently  responsible  for  the 
failure  of  othewise  rational  and  pains- 
taking treatment.  To  what  purpose 
shall  we  destroy  and  remove  the  vari- 
ous cocci,  whose  virulence  has  been 
attenuated  by  prolonged  residence  in 
the  vaginal  canal,  if  they  are  to  be 
supplanted  by  others  whose  deadly 
instincts  have  known  no  such  mitigat- 
ing influence.?  Intercourse  having 
been  relinquished,  then  the  vulva  is  to 
be  thoroughly  disinfected  before  pro- 
ceeding further.  Details  need  not 
delay  us  here ;  they  will  readily  sug- 
gest themselves  to  those  familiar  with 
the  principles  and  the  practice  of  anti- 
sepsis. Before  each  vaginal  irrigation 
the  vulva  should  be  carefully  washed 
with  antiseptic  solution.  For  this 
purpose  I  know  of  nothing  better  than 
an  ounce  of  common  table  salt  dis- 
solved in  two  quarts  of  warm  water. 
Finally  the  vagina  should  be  irrigated 
with  the  antiseptic  fluid,  of  which  not 
less  than  a  quart  should  be  used  each 
time.  The  acid  solution  of  mercuric 
chloride  (i  :  2000)  is  efficient,  and  for 
a  brief  period  unobjectionable.  Its 
prolonged  use,  however,  exposes  the 
patient  to  the  danger  of  mercurial  poi- 
soning, and  it  has  been  my  habit  to 
alternate  the  mercuric  chloride  with 
creolin  (0.5  to  i  :  100),  and,  if  the 
treatment  lasts  more  than  a  month,  to 
supersede  it  by  the  latter  altogether. 


Practically,  creolin  has  seemed  to  me 
to  answer  every  purpose. 

A  patient  undergoing  treatment  for 
endometritis  should  use  these  ablu- 
tions and  injections  twice  daily,  and 
always  just  before  visiting  the  physi- 
cian's office.  The  patient  is  to  carry 
out  the  measures  so  far  described,  but 
the  physician  should  supplement  them 
by  others  even  more  important.  Be- 
fore invading  the  uterine  cavity  with 
the  sound  or  applicator  he  should 
carefully  cleanse  the  cervical  canal. 
This  is  sometimes  a  difficult  and  vex- 
atious task,  which  I  have  found  to  be 
greatly  facilitated  by  the  solvent  ac- 
tion of  some  alkaline  powder.  A 
drachm  of  powdered  sodium-biborate 
or  bicarbonate  should  be  scooped  into 
the  speculum  and  carried  freely  into 
the  cervical  canal  by  means  of  the 
cotton-wrapped  applicator.  A  little 
manipulation  of  the  applicator  will 
now  remove  the  mucus  with  surpris- 
ing ease  and  thoroughness.  Occa- 
sionally, when  the  abundant  secretion 
accumulates  and  stagnates  in  the 
uterus,  I  have  found  it  advantageous 
to  cleanse  the  uterine  cavity  with  in- 
jections of  peroxide  of  hydrogen,  in 
saturated  solution.  If  the  cervix  be 
patulous,  as  it  generally  is  in  such 
cases,  the  injection  may  be  made 
through  a  soft  rubber  catheter,  which, 
with  careful  use,  can  hardly  do  harm. 

In  the  treatment  of  endometritis 
intra-uterine  injections  seem  so  ra- 
tional a  means  that  they  have  been 
employed  from  an  early  period  in  the 
history  of  gynaecology,  and,  although 
repeatedly  abandoned,  have  always 
been  resumed  not  only  by  the  pro- 
fession at  large,  but  also  by  its  indi- 
vidual members.  Such,  at  least,  has 
been  my  own  experience.  In  my 
earlier  gynaecological  work,  tincture 
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of  iodine  was  quite  in  vogue,  and 
gave  me  many  a  mmivais  quart 
(Thetire  in  my  office.  Repeated  ex- 
periences with  uterine  colic  dimin- 
ished my  zeal,  as  well  as  that  of  my 
patients,  for  this  form  of  treatment. 
The  monotonous  futility  of  the  appli- 
cator, however,  drove  me  to  the  re- 
sumption of  injections,  but  with  pre- 
vious result — abandonment — which 
this  time  I  promised  myself  should 
be  definite.  Nevertheless,  latterly  I 
have  again  resumed  intra-uterine  in- 
jections, although  in  somewhat  differ- 
ent form,  with  somewhat  different 
purposes  and  invested  with  greater 
precautions.  I  use  them  now  as  but 
one  element  of  a  systematic  and  con- 
sistent whole — the  antiseptic  treat- 
ment— and  I  feel  sure  with  far  better 
results,  immediate  as  well  as  remote. 
Seeking  for  some  other  menstruum 
than  alcohol  for  the  solution  of  iodine,  I 
discovered  that  carbolic  acid  dissolves 
a  large  quantity,  roughly  estimated  as 
much  as  15  per  cent.  But  I  soon 
found,  also,  that  while  acting  admira- 
bly in  some  cases,  in  other  cases  this 
saturated  iodized  phenol  produced 
tough  and  firm  coagula,  which  might 
remain  in  the  uterus  indefinitely,  and 
prove  a  source  of  considerable  me- 
chanical irritation  if  not  of  serious 
danger.  In  one  case  these  coagula 
were  expelled  in  four  or  five  days  by 
uterine  contractions,  which  the  pa- 
tient compared  to  labor  pains.  In 
another  they  remained  in  utero  nearly 
a  full  month,  finally  passing  away  at 
the  delayed  menstrual  epoch.  These 
coagula,  as  far  as  I  observed,  were 
completely  mummified  and  inodorous, 
and  undoubtedly  were  not  merely 
aseptic,  but  thoroughly  antiseptic. 
One  could  hardly  conclude,  however, 
that  hence  they  were  innocuous.   Cast- 


ing about  for  a  substitute  for  carbolic 
acid,  therefore,  I  found  that  creosote 
is  quite  its  equal  as  a  solvent  for 
iodine,  and  that  camphor  creosote  is 
greatly  superior.  Both  iodized  creo- 
sote and  iodized  camphor-creosote  I 
have  used  with  very  gratifying  re- 
sults. The  latter,  perhaps  as  a  pure 
fancy,  I  have  preferred.  It  is  pre- 
pared as  follows : 

B.     Camphorse,  -  16  grams, 

Creosote  fagi  sylvat,  6  cc, 

M.  S.  et  adde  iodi  resub,  7  grams. 

The  advantages  of  this  combina- 
tion are :  {a)  It  does  not  coagulate 
albumen ;  {b)  being  thick  and  oily, 
and  having  no  affinity  for  water,  it 
does  not  come  in  such  rapid  con- 
tact with  the  mucous  surface  as  tinc- 
ture of  iodine  does,  and  hence  it  is 
not  so  likely  to  produce  severe  pain  ; 
{c)  it  contains  by  far  the  largest  ratio 
of  iodine  of  any  liquid  preparation 
with  which  I  am  acquainted,  roughly 
estimated  at  about  30  per  cent,  by 
weight,  and  hence  can  be  used  in  a 
correspondingly  smaller  quantity  and 
with  marked  immunity  from  uterine 
colic.  Iodized  creosote,  as  I  have 
employed  it,  is  merely  a  saturated 
creosotic  solution  of  iodine. 

Either  of  these  preparations,  it 
must  be  confessed,  will  occasionally 
provoke  considerable  pain  and  even 
colic,  but  I  believe  much  less  fre- 
quently than  tincture  of  iodine,  and, 
if  properly  used,  very  rarely.  The 
slightest  distension  of  the  uterine 
cavity  should  be  avoided.  If  the 
orifice  be  not  patulous  enough  to 
permit  the  ready  outflow  of  the  in- 
jection it  should  be  sufficiently  dilated 
with  Hegar's  bougies.  For  these  in- 
jections I  have  found  the  deep  urethral 
syringe  with  small  terminal  and  lat- 
eral perforations  the  most   suitable. 
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I  wrap  the  last  three  inches  of  the 
nozzle  with  a  thin  layer  of  absorbent 
cotton,  dip  it  in  either  the  iodized 
creosote  or  the  iodized  camphor-creo- 
sote, pass  it  quickly  through  the  cer- 
vix to  the  fundus,  and  expressing  two 
or  three  minims  of  the  solution  at  a 
time,  spread  it  thoroughly  over  the 
entire  mucosa.  During  this  process 
careful  watch  should  be  kept  to  see  if 
the  injection  escapes  freely,  and  if 
not  the  cause  should  be  ascertained 
and  removed  before  proceeding  fur- 
ther. Injections  should  be  limited  to 
ten  or  fifteen  minims  and  repeated 
every  second  or  third  day,  and  as  im- 
provement manifests  itself,  every  fifth 
or  seventh  day. 

Electricity  is  a  valuable  agent  in 
the  treatment  of  metritis  and  endo- 
metritis. In  its  various  forms  it  will 
relieve  pain  and  tenderness  of  the 
uterus,  relieve  haemorrhage,  promote 
uterine  circulation  and  the  absorption 
of  inflammatory  exudates,  secure  a 
deeper  penetration  of  antiseptic  reme- 
dies and  produce  either  electrochem- 
ical  or  electro-thermal  cauterization 
to  any  desired  degree  or  extent. 
There  is  no  royal  road  to  electro- 
therapeutics, however,  and  novices 
have  been  but  too  ready  to  decry  an 
agent  from  whose  use  they  have  not 
obtained  the  brilliant  results  their 
fancy  had  led  them  to  expect. 

To. one  who  has  kept  somewhat  in 
the  current  of  medical  electricity 
since  1870,  the  declaration  of  an 
illustrious  surgeon  that  he  had  used 
and  discarded  electricity  twenty  years 
ago  recalls  the  history  of  the  curette 
used  and  discarded  by  our  great 
grandfathers,  but  resumed  to-day  as 
one  of  the  most  effective  weapons  of 
modern  gynaecological  warfare. 

Recently  it  was  discovered  that  by 


means  of  electricity  remedies  may  be 
transmitted  through  the  unbroken 
epidermis  into  the  underlying  tissues, 
and  thence  into  the  general  circula- 
tion. It  immediately  occurred  to  me 
that  cataphoresis  might  be  extremely 
useful  in  the  treatment  of  endo- 
metritis, for,  by  this  action,  we  might 
secure  a  deeper  penetration  of  anti- 
septic remedies,  and,  possibly,  a  dis- 
infection of  the  mucosa  in  its  en- 
tirety. Accordingly,  I  instituted  a 
series  of  experiments  which  I  am  still 
continuing,  and  whose  results  I  hope 
to  report  .later  in  extenso.  The 
method  I  have  pursued  is  the  follow- 
ing :  After  the  usual  and  indispens- 
able antiseptic  precautions,  and  the 
intra-uterine  injection  of  from  five  to 
ten  minims  of  iodized  camphor-creo- 
sote as  already  described,  I  introduce 
into  the  uterus  a  platinum  electrode,, 
whose  active  surface  corresponds  in 
length  with  the  uterine  cavity,  and 
constitutes  the  positive  pole  of  a 
utero-abdominal  current,  varying  from 
five  to  twenty  milliamperes.  The 
electrode  is  covered  with  absorbent 
cotton,  saturated  with  the  iodized 
camphor-creosote  and  made  to  sweep 
the  mucosa  in  its  entire  extent.  The 
cornua  especially  are  not  neglected. 
The  sitting  lasts  from  five  to  ten 
minutes,  and  is  repeated  every  second 
or  fourth  day. 

If  the  case  be  a  haemorrhagic  one 
of  recent  origin,  the  current  is  raised 
to  thirty  or  forty,  or  even  fifty  mil- 
liamperes, and  the  sitting  repeated,  if 
necessary,  weekly,  and  during  one  or 
two  intermenstrual  periods. 

The  uterine  mucosa  is  capable  of 
rapid  absorption,  and  under  the  in- 
fluence of  electricity  we  may  intro- 
duce considerable  quantities  of  iodine 
or  other  remedy  into  the  general  cir- 
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culation.  This  fact  may  be  of  im- 
portance in  uterine  cataphoresis.  In 
the  experimental  stages,  at  any  rate, 
it  should  be  taken  into  account. 
After  treatment  patients  will  often 
complain  of  a  metallic  taste  before 
leaving  the  office,  and  sometimes  be- 
fore leaving  the  gynaecological  chair. 
But  the  use  of  electricity  in  endo- 
metritis is  not  confined  to  its  cata- 
phoric action.  In  the  algesic  form  of 
this  disease  the  positive  pole  pro- 
duces sedative  effects  that  render  it 
doubly  valuable.  It  should  be  used 
in  the  manner,  strength  and  fre- 
quency already  indicated.  Pain  will 
often  be  markedly  relieved  by  three 
or  four  applications.  Whenever  the 
uterine  cavity  is  enlarged  and  the 
uterine  tissue  flabby,  it  will  be  ad- 
vantageous to  combine  the  faradic 
current  with  the  galvanic,  which  is 
easily  done  by  means  of  double  cords 
terminating  in  single  electrodes.  The 
faradic  current  should  be  turned  on 
carefully  and  slowly,  so  as  not  to 
alarm  the  patient  by  sudden  and 
severe  contractions  of  the  abdominal 
muscles,  and  should  be  made  as 
strong  as  she  can  bear  without  posi- 
tive discomfort.  Continued  for  ten 
minutes,  and  repeated  every  second 
day,  this  treatment  is  of  marked 
benefit,  not  only  in  the  relief  of  pain, 
but  also  in  the  promotion  of  uterine 
circulation  and  the  absorption  of  in- 
flammatory exudates.  For  the  relief  of 
haemorrhage  requiring  chirurgical  in- 
tervention, when  there  is  reason  to 
suspect  polypoid  degeneration  of  the 
uterine  mucosa,  I  prefer  the  curette, 
because  its  action  can  be  accurately 
controlled  by  the  educated  hand,  be- 
cause it  removes  the  tissues  destroyed, 
instead  of  leaving  them  as  a  menace 
to  the  welfare  of  the  patient.     But  in 


recent  cases,  or  in  inveterate  ones,  in 
which  the  patient  will  not  consent  to 
its  use,  we  have  in  positive  galvano- 
chemical  cauterization  a  sovereign 
remedy  which,  if  used  by  the  anti- 
septic method,  is  altogether  free  from 
danger.  By  the  cataphoric  action  of 
the  positive  pole  the  eschar  becomes 
aseptic  from  absorption  of  iodine, 
and,  in  my  experience,  breaks  down 
and  passes  away  without  the  slightest 
untoward  result.  Besides,  the  acids 
generated  at  the  positive  pole  are 
more  or  less  antiseptic,  and  assist  in 
the  general  effect.  For  the  purpose 
of  a  cauterant,  the  current  should  vary 
from  thirty  to  sixty  milliamperes,  and 
be  maintained  from  five  to  eight  min- 
utes in  weekly  sittings.  With  the 
large  currents  recommended  by  Apos- 
toli,  I  have  had  no  experience  in  en- 
dometritis, but  I  must  confess  to  a 
prejudice  against  them  which  must 
be  overcome,  if  overcome  at  all,  by 
positive  and  indisputable  evidence  of 
their  freedom  from  untoward  second- 
ary effects. 

In  confirmed  haemorrhagic  and  hy- 
pertrophic endometritis  it  is  difficult, 
if  not  impossible,  to  restore  the  dis- 
eased mucosa  to  a  normal  condition. 
Nothing  less  than  its  destruction  will 
produce  a  satisfactory  result.  For 
this  purpose  we  have  several  means 
at  command— chemical  cauterization, 
positive  galvano-chemical  cauteriza- 
tion and  curettage.  Nitric  acid  and 
chloride  of  zinc  are  undoubtedly  effi- 
cient, but  it  is  impossible  to  limit  their 
action  on  the  diseased  structures,  and 
so  often  do  they  entail  cicatrices,  ste- 
nosis and  sterility  that  their  use  is 
altogether  indefensible.  The  same 
objections,  perhaps,  although  in  a  far 
inferior  degree,  apply  to  galvano- 
chemical  cauterization.     The  curette 
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remains  an  invaluable  resurrection 
from  pre-antiseptic  days.  My  own 
experience  leads  me  to  concur  in  the 
opinion  that,  properly  done,  in  prop- 
erly selected  cases,  curettage  is  one 
of  the  safest,  and  not  the  least  effi- 
cient, of  surgical  procedures. 

In  haemorrhagic  and  hypertrophic 
endometritis  the  uterine  mucosa  is 
soft  and  pulpy,  and,  moreover,  it  is  an 
essential  feature  of  curettage,  prop- 
erly done,  that  it  leaves  the  terminal 
cul-de-sac  of  the  mucous  glands  as  a 
basis  for  regeneration  of  the  mem- 
brane. The  sharp  curette  of  Sims, 
therefore,  and  the  cutting  spoon  of 
Simon  are  out  of  place  in  this  condi- 
tion. The  irrigating  curette  with  an 
edge,  as  Pozzi  says,  like  that  of  an 
iinfiled  knife-blade,  is  to  be  preferred. 

The  patient  having  been  anaesthet- 
ized is  placed  in  the  semi-prone  posi- 
tion, and  a  Sims  speculum  introduced. 
Ordinarily  the  cervix  will  be  patulous 
enough  to  permit  easy  passage  of  the 
curette  and  the  simultaneous  reflux 
of  the  irrigating  current,  but  if  not, 
it  should  be  sufficiently  dilated  before 
proceeding  further.  The  curette  is 
then  introduced  into  the  uterine  cavity 
and  the  irrigating  current  turned  on, 
and  always  from  a  reservoir  with  a 
head  not  exceeding  eighteen  or  twenty 
inches.  A  bulb  syringe  should  never 
be  used,  for  it  is  difficult  accurately  to 
estimate  the  force  exerted  on  the 
bulb,  and  the  intra-uterine  pressure  is 
liable  to  be  raised  to  a  dangerous  de- 
gree. It  is  not  at  all  unlikely  that  in 
this  way  liquid  is  sometimes  forced 
through  the  tubes  into  the  abdominal 
cavity.  The  curetting  should  be  sys- 
tematic and  thorough,  especially  in 
the  neighborhood  of  the  tubal  orifices. 
The  irrigation  should  continue  until 
the  debris  has   been   completely  re- 


moved and  the  fluid  returns  nearly  or 
quite  colorless.  The  curette  should 
then  be  withdrawn  and  one  cubic  cen- 
timetre of  iodized  camphor  creosote 
should  be  introduced  into  the  uterus 
by  the  syringe-applicator  and  spread 
over  the  entire  denuded  surface. 

In  a  large  majority  of  the  serious 
and  annoying  cases  of  endometritis 
coming  under  my  observation  the 
uterus  has  been  either  retroverted  or 
retroflexed.  These  backward  dis- 
placements are  probably  partly  cause, 
and  partly  consequence,  of  the  invet- 
eracy of  the  inflammatory  condition. 
In  the  first  place  they  prevent  drain- 
age, especially  in  the  recumbent 
position ;  the  secretions  stagnate ; 
microbes  multiply  and  maintain  a  con- 
stant irritation  of  the  endometrium. 
In  the  second  place  they  hinder  the 
uterine  circulation,  produce  stasis  and 
malnutrition,  and  thus  furnish  condi- 
tions extremely  favorable  to  the 
development  and  maintenance  of  in- 
flammation. Such  displacements, 
therefore,  if  possible,  should  be  cor- 
rected in  the  course  of  treatment. 
After  reposition,  if  support  be  neces- 
sary, antiseptic  cotton  or  lamb's  wool 
should  be  used  in  preference  to  any 
other  pessary.  Frequently,  however, 
neither  will  be  borne  until  preliminary 
treatment  has  relieved  uterine  tender- 
ness. Artificial  drainage,  I  believe, 
is  frequently  advantageous,  and  occa- 
sionally necessary.  Iodized  candle- 
wicking,  which  is  prepared  by  immers- 
ing the  wicking  in  tincture  of  iodine 
and  drying  it  without  heat,  seems  to 
me  to  answer  a  better  purpose  than 
iodoform  gauze.  Iodine  is  a  power- 
ful antiseptic,  which  iodoform  is  not, 
and  it  does  not  oflPend  the  nostrils, 
which  iodoform  certainly  does.  It 
should  be  introduced  well  within  the 
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uterine  cavity,  and  be  supported  by  an 
•antiseptic  tampon. 

The  uterine  treatment,  whether  of 
injection  and  cataphoresis  or  of  curett- 
age, having  been  completed  for  the 
day,  we  come  to  the  question  of  the 
■vaginal  dressing,  which,  while  always 
antiseptic,  will  be  determined  in  a 
measure  by  our  views  of  the  necessity 
'Or  advantage  of  local  depletion.  When 
the  phlogistic  pathology  reigned  su- 
preme, local  depletion  usurped  a  domi- 
nant place  in  the  uterine  therapeutics. 
TJie  newer  pathology,  however,  rele- 
gates it  to  a  subordinate  position, 
of  which  its  tenure  is  daily  less 
secure. 

As  nearly  every  patient  suffering 
"from  chronic  endometritis  becomes 
more  or  less  anaemic,  blood  waste  in 
every  form,  even  the  menstrual  flow, 
should  be  restricted  rather  than  pro- 
moted. For  this  reason,  and  because 
I  rarely  witnessed  any  improvement 
even  in  the  local  condition  from  the 
application  either  of  the  natural  or 
artificial  leech,  on  which  so  much  in- 
genuity has  been  expended,  not  to 
•say  wasted,  I  long  ago  discarded  local 
blood-letting  altogether.  But  glycer- 
ine, by  its  high  specific  gravity  and 
affinity  for  water,  as  well  as  various 
liygroscopic  powers,  produces  a  free 
exosmosis  from  the  engorged  vessels, 
and  thus  effectually  depletes  them 
without  impoverishing  the  blood. 
It  serves  another  useful  purpose 
also.  By  distending  the  vagina  and 
inviting  the  effusion  of  considerable 
quantities  of  liquid,  secretions  and 
microbes,  if,  unfortunately,  they  es- 
cape all  our  previous  precautions,  are 
rapidly  carried  out  of  the  body.  Tam- 
pons of  glycerole  of  tannin  possess 
other    advantages ;     they    leave    an 


astringent  after-effect,  which,  in  ac- 
cordance with  the  law  of  diffusion  of 
liquids,  extends  well  into  the  cervical 
canal,  and  probably  into  the  uterine 
cavity  itself ;  they  support  the  uterus 
in  case  of  displacement,  and  thus  pro- 
mote drainage,  the  uterine  circula- 
tion and  the  absorption  of  inflam- 
matory exudates.  The  vaginal  dress- 
ing, therefore,  by  promoting  antisep- 
sis, drainage,  the  uterine  circulation 
and  the  depletion  with  subsequent 
contraction  of  the  engorged  uterine 
vessels,  is  an  indispensabfe  element 
of  the  antiseptic  treatment. 

Possessing  all  of  these  advantages 
in  a  high  degree,  these  tampons  of 
glycerole  of  tannin  have  been  very 
generally  employed  in  gynaecological 
practice.  In  applying  them  I  take  a 
narrow  strip  of  absorbent  cotton,  long 
enough  to  furnish  material  for  the 
proper  support  of  the  uterus,  tie  a 
string  about  one  end,  saturate  it  with 
glycerole  of  tannin,  and,  having  put 
the  uterus  in  good  position,  pack  it 
well  about  the  cervix  so  as  best  to 
serve  the  double  purpose  of  support 
and  drainage.  Should  the  support 
of  a  tampon  be  necessary,  and  the 
astringent  effect  of  the  tannin  unde- 
sirable, or  should  there  be  vaginal 
leucorrhoea,  dry  packing  of  the  vagina 
with  boric  acid  and  sulphur  (9:1)  will 
be  an  excellent  substitute. 

This  dressing,  whether  of  liquid  or 
powder,  will  produce  considerable  dis- 
charge from  the  vagina.  A  napkin, 
therefore,  is  necessary  for  the  pur- 
pose of  cleanliness  as  well  as  to 
furnish  the  final  element  of  the  anti- 
septic treatment.  It  should  be  made 
of  antiseptic  gauze,  worn  constantly 
and  changed  twice  daily  after  the 
vaginal  injections. 
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Conservatism  versus  Radicalism  in  the  Treatment  of  Some 
Forms  of  Pelvic  Diseases  in  Women. 


BY    O.    B.    WILL,  M.D., 

PEORIA,    )LL. 


The  field  of  gynaecology  continues 
to  present  a  scene  of  active  conflict, 
and  the  rattle  of  controversial  mus- 
ketry is  heard  all  along  the  line. 

Among  the  questions  most  promi- 
nently at  •issue  is  that  of  the  relative 
value,  remedially,  in  the  class  of  cases 
to  which  they  are  at  all  mutually  appli- 
cable, of  laparotomy  and  electricity. 

Under  the  former  head  is,  of  course, 
included  all  necessary  resections,  etc., 
and  under  the  latter  all  known  forms 
of  electric  energy. 

While  these  in  their  way  over- 
shadow all  other  factors,  there  are 
yet  many  more,  a  knowledge  of  which 
is  essential  to  a  full  and  well-rounded 
conception  of  the  true  status  of  gynae- 
cological therapeutics.  Electricity, 
although  a  powerful  one,  is  not  the 
only  means  of  combating  laparotomy 
and  its  kindred  dissections.  Neither 
is  laparotomy  the  only  method  of 
meeting  many  of  the  indications  for 
which  its  application  is  often  assumed 
to  be  the  only  possible  resource. 
Severally  these  agents  are  properly 
looked  upon  as  respectively  the  advo- 
cates and  harbingers  of  conservatism 
and  radicalism  in  pelvic  therapeutics. 
'Tis  true  that  the  reckless  extrava- 
gance of  one  and  exuberant  ignorance 
of  the  other  often  produce  results 
very  like  in  quality.  Nevertheless, 
in  very  nature  the  tendency  of  the 
expert  in  abdominal  surgery  is  to 
radicalism,  and  the  one  in  electro- 
therapeutics to  conservatism. 

It  is  more  the  principle  than  the 


means  that  I  wish  to  discuss  in  this 
connection,  but  as  an  expression  of 
principle  is  so  closely,  if  not  in  a  way 
inseparably,  associated  in  therapeutics- 
with  the  means,  I  shall  deal  with  the 
latter  in  so  far  as  is  necessary  to  illus- 
trate the  lesson  which  I  wish  to 
convey. 

There  can  be  but  little  doubt  in  the 
mind  of  the  observing  medical  man 
that  severe  and  grave  surgical  pro- 
cedures are  too  frequently  and  incon- 
siderately resorted  to  in  the  treatment 
of  the  pelvic  disorders  of  women. 
The  truth  of  such  conviction  seems 
to  be  attested  in  several  different 
ways.  For  one,  we  may  state,  appa- 
rently ,  without  the  necessity  of  in- 
vidious detail,  that  in  numerous  cases 
laparotomy,  representing  in  the  ex- 
treme of  its  applicability  the  severe 
radicalism  of  the  day,  although  largely 
successful  in  an  operative  sense,  has 
often  failed  at  last  of  the  accomplish- 
ment of  relief  from  suffering.  The 
patient  may  not  have  paid  the  forfeit 
of  the  attempt  with  her  life.  She 
may  have  recovered  from  the  opera- 
tion, but  not  from  the  suffering  which 
first  induced  submission  to  it.  No^ 
one  is  in  a  better  position  to  know  of 
the  truth  of  this  statement  than  the 
general  practitioners  of  the  country,. 
who  are  destined  at  last  to  receive 
into  their  tender  professional  care: 
the  wrecks  of  female  humanity  who- 
have  passed  through  the  crucible  of 
the  operating  room.  It  is  from  them 
that   the  cry  to   "halt"   has  largely 
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arisen.  Others,  not  perhaps  in  every 
instance  from  the  purest  motives, 
have  taken  it  up  and  reiterated  it, 
and  with  equal  unfairness  and  injus- 
tice advocated  other  means  and 
methods  equally  inadequate  and  un- 
xeliable  as  sole  dependencies  in  the 
effort  to  relieve  this  present  type  of 
human  suffering.  The  pendulum  of 
human  effort,  or  rather  activity,  has 
:swung  too  far  in  the  direction  of 
operative  interference  of  the  major 
kind,  and  that  there  is  danger  of  its 
•swinging  to  the  opposite  extreme 
must  be  constantly  kept  in  mind. 
Intemperance  in  one  direction  is 
almost  as  bad  as  in  the  other. 

Again,  in  the  oft-recurring  fact 
that  as  a  result  of  so-called  radical,  or 
at  least  major  operations,  there  super- 
"vene  conditions  in  themselves  nearly 
if  not  quite  as  distressing  and  ob- 
jectionable as  the  original  maladies, 
is  an  additional  illustration  of  the  un- 
certainty, and,  hence,  suspicious  na- 
ture of  the  extremist  and  his  efforts 
in  the  line  of  radical  pelvic  surgery. 
A  year  or  two  ago  I  went  through 
the  gynaecological  wards  of  one  of 
the  large  hospitals  of  our  metropolis, 
in  the  service  of  one  of  the  leading 
surgeons  of  the  country,  and  was 
perfectly  astounded  at  the  number  of 
long-standing  convalescents  suffering 
from  secondary  results  of  one  kind  or 
-another,  such  as  ventral  hernia,  fis- 
tula, pelvic  and  abdominal  neuralgias, 
paretic  distensions,  etc.  A  profes- 
sional friend  from  a  neighboring  State 
who  had  just  been  with  me  witness- 
ing the  brilliant  procedures  in  the 
operating  room,  appeared  to  be  for  a 
time  too  much  occupied  with  his  own 
meditations  to  say  anything,  but 
finally  found  expression  for  the  terse 
sentence:  "Well,  indeed,  here  is  food 


for  reflection."  Yes,  truly,  there  was 
food  for  reflection,  and  one  could  not 
help  wondering  how  much,  if  any, 
better  off  those  poor  souls  were  with- 
out ovaries  than  with  them.  It  was 
calculated  to  impress  one  with  the 
wisdom  of  the  admonition  to  "make  . 
haste  slowly"  in  the  adoption  of  any 
measure  so  hazardous  to  life  and  yet 
without  the  justification  of  a  better 
record  of  freedom  from  subsequent 
similar  illness  or  other  deleterious 
effects. 

Over  and  above  all  other  objections 
to  the  prevalent  ill-considered,  radi- 
cal surgical  manipulations  is  the  fact 
that  maladies,  differing  in  no  percep- 
tible particular  from  those  frequently 
subjected  to  grave  operative  pro- 
cedure and  gross  anatomical  mutila- 
tion, are  cured  by  other  means  less 
severe,  less  hazardous  and  less  de- 
structive of  anatomical  and  physio- 
logical integrity. 

Laparotomy,  with  its  accompany- 
ing resections,  is  the  ideal  procedure 
of  the  radical  element  in  gynaecology. 
It  means  nearly  every  time  the  re- 
moval of  some  portion  of  the  pelvic 
viscera.  That  is  the  kind  of  surgery 
which,  from  both  principle  and  obser- 
vation, I  have  learned  to  look  upon 
with  dissatisfaction.  Of  course,  I 
readily  admit  that  in  the  present  state 
of  surgical  aTt  it  is  sometimes  the  best, 
because  the  only  thing  we  can  do,  but 
it  is  deplorable  nevertheless.  While 
the  skill  of  the  operator  may  be  admi- 
rable, the  necessity  for  such  mutila- 
tion as  is  often  the  result  is  a  sad 
commentary  on  his  art,  and  not  the 
subject  of  that  congratulation  which 
he  often  conceives. 

It  is  infinitely  illogical  to  claim  that 
the  removal  of  a  portion  of  the  organ- 
ism, and  especially  so  prominent  and 
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influential  a  one  as  that  of  generation, 
will  not  be  followed  by  disastrous  con- 
sequences  of  far-reaching  character 
and   import.     Actions  and   reactions 
of  untold  extent  must  result.     Arte- 
rial, venous,  nervous   and  lymphatic 
tracts   cannot   be   severed   and  their 
functions  destroyed  without  involving 
general  and  far-reaching,  as  well  as 
local  and  immediate,  disturbance.     It 
may  be  argued  that  the  presence  of 
diseased  tissue  is  the  disturbing  ele- 
ment of   greater  influence,   but  that 
presents  the  question  as  involving  con- 
siderations of  degree  rather  than  of 
fact.     To  determine  how  much  of  an 
individual's  anatomy  may  be  removed 
without   destroying   life  as   a  whole 
may  be  interesting,  but  it  is  neither 
ideal  surgery  nor  scientific  conserva- 
tism.    If   exploratory  incision  prove 
as  harmless  as  it  is  claimed  to  be,  it 
ought  not  for  long  to  be  considered 
necessary  to  remove  even  pus  tubes. 
Their  restoration  to  normal  condition 
and  functional  activity  would  certainly 
be  more  in  consonance  with  the  spirit 
of  an  enlightened  surgical  sense,  and, 
it  would  seem,  scarcely  too  much  of  a 
tribute  for  the  radical  to  pay  to  the 
conservative  spirit  of  the  time.     The 
man  of  true  surgical  instincts  ought, 
it  would  seem,  to  feel  like  hiding  him- 
self in  very  chagrin  at  the  necessity 
for  the  destruction  of  organisms  such 
as  are  now  deemed   even   the   most 
assailable.     It  can  be  at  best  but  a 
makeshift,  an  excuse   for  ignorance 
and  immaturity  of  the  art,  and  as  such 
should  cause  the  blush  of  shame  to 
mantle  the  cheek  of   every  surgeon 
who  feels  compelled,  in  the  parity  of 
his  art,  to  resort  to  it.     It  is  certainly 
not  a  feat  to  be  particularly  well  satis- 
fied with,  excepting  in  the  skill  with 
which  it  is  frequently  accomplished. 


and  it  is  this  latter  that  seems  to  over- 
shadow all  else,  and  that  is  so  often, 
mistaken  for  surgery,  in  its  grandest 
and  most  acceptable  sense.     But  the 
operation  of  opening  the  abdominal 
cavity  cannot   yet  be   considered  as^ 
one  free  from  considerable  danger  to 
life,  even  when  done  by  the  most  ex- 
pert.    There  are  present  in  it  always- 
elements   of  danger  independent  of 
those  more  strictly  controlled  by  the 
surgeon.     Men  talk  and  write  glibly 
about  the  absolute  harmlessness  and 
efficiency  of  surgical   procedures  in- 
volving the   sacrifice  of   organs  and 
parts  of  organs  diseased  or  assumed 
to  be  diseased.     I  have  a  goodly  num- 
ber of  times  seen  operators  at  a  loss 
to  account  for  diseased  manifestations 
even  when  the  presumed  seat  of  dis 
ease   was   broadly   in   sight.     I  have 
deeply  sympathized  with,  and  equally 
deplored,   the    audacity  and  discom- 
fiture of  those  who  were  obliged  to- 
struggle  hard  to  point  out  to  an  ex- 
pectant body  of  students  or  medical 
men  the  existence  of  pus  in  a  tube 
when   I  was  equally  convinced,  with 
others,  that  none  existed.     Men  who- 
are  not  taught  to  make  diagnosis  with- 
out section  are  liable  to  jump  to  con- 
clusions  all   too   quickly.     The   bril- 
liancy of  many  an  operation  has  been, 
dimmed  in  the  eyes  of  witnesses  by  a 
failure  to  satisfactorily  point  out  the 
nature    of     the    diseased    condition. 
Much  has  had  to  be  taken  on  faith — 
too  much,  in  fact,  for  many  men  en- 
gaged in  that  line  of  work  seem  not 
to  have  the  courage  to  acknowledge 
the  non-necessity  for  the  procedure  ta 
which  they  may  have  resorted  in  a 
given  case. 

Another  man  I  am  suspicious  of  is 
the  one  who  claims  to  be  able  to  ac- 
complish anything  and  everything  by 
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means  of  electricity.  I  believe  that 
this  agent,  in  its  varied  forms,  is  one 
of  the  most  useful  and  potent  at  the 
command  of  the  medical  or  surgical 
practitioner.  But  you  cannot  do  every- 
thing with  it — at  present,  at  least. 
The  skillful  laparotomist  can  accom- 
plish what  the  unskilled  cannot,  and 
thus  is  brought  to  light  the  factor  of 
discord  which  is  prominently  present 
with  us  to-day  as  it,  perhaps,  has 
never  been  before.  It  is,  in  one  sense, 
a  repetition  of  the  old,  old  problem  of 
the  relative  importance  of  the  solids 
and  fluids  of  the  body  as  fields  of  dis- 
order. 

Skill  in  any  line  begets  confidence, 
and  thus  one  can  understand  in  some 
measure  the  tenacity  of  opinion  ex- 
hibited by  the  advocates  of  one  prac- 
tical measure  or  the  other.  I  should 
rather,  under  some  circumstances, 
allow  an  expert  laparotomist  to  open 
my  abdomen  than  administer  elec- 
tricity to  me,  and  vice  versa.  Never- 
theless, it  is  a  distressing  reflection 
that  men  of  sufficient  skill,  learning 
and  judgment  to  utilize  either  prop- 
erly and  efficiently,  should  be  so 
blinded  by  prejudice  or  what  not,  and 
so  lost  to  all  sense  of  scientific 
method  and  honesty,  as  to  fail  to 
give  due  attention  and  credit  to  all 
means  of  diagnosis  and  treatment  ad- 
vanced by  intelligence  and  honest 
effort,  and  demonstrated  in  practical 
results. 

The  world  of  medicine,  like  the 
world  in  almost  every  other  depart- 
ment of  human  endeavor,  is  prone  to 
follow  a  given  fashion,  or  adopt  a 
given  "fad."  Hastened  be  the  time 
when  medical  men  will  calmly  con- 
sider all  the  features  of  a  case,  and 
act  with  an  unbiased  judgment,  be- 
coming   men    who     are   capable    of 


measuring  the  relative  influence  and 
value  of  every  physical  and  mental,, 
diagnostic  and  therapeutic,  condition. 

As  previously  stated,  it  is  the  prin- 
ciple of  conservatism  that  I  wish  to 
uphold,  regardless  of  any  particular 
means  or  methods.  The  man  who 
opens  the  abdomen  with  the  care  and 
caution  demanded  by  modern  anti- 
septic surgery,  and  searches  out  dis- 
eased conditions  and  relieves  them 
by  a  restoration  of  form  and  function, 
is  entitled  to  and  receives  more  of  my 
admiration  and  gratitude  than  does 
the  man  who  abstracts  the  offending 
organ  or  part  and  thus  gets  rid  of  an 
enemy  at  the  expense  of  a  friend. 
But  the  man  who  most  deserves  and 
secures  my  admiration  and  confidence 
is  the  one  who  succeeds,  with  well- 
directed  and  intelligent  effort,  in  se- 
curing the  desired  result  through 
means  still  less  hazardous  and  heroic, 
although,  perhaps,  extending  over  a 
longer  period  of  time. 

Diagnostic  skill  is  the  first  require- 
ment, and  may  be  gained,  in  the  ma- 
jority of  instances,  without  the  assist- 
ance of  ante-mortem  or  post-mortem 
dissection.  This  attained,  the  thera- 
peutic measures  to  be  adopted  should 
be  chosen  with  reference  to  its  free- 
dom from  danger,  its  conservation  of 
vital  force,  and  its  preservation  of 
anatomical  and  physiological  integ- 
rity, as  well  as  its  power  to  relieve 
immediate  suffering  and  maintain  the 
vital  equilibrium. 

Let  me  illustrate:  Ignorant  self- 
confidence  is  capable  of  misrepresent- 
ing the  virtues  of  anything.  I  have 
in  mind  a  case  of  recent  aspiration  of 
the  bladder  in  mistake  for  a  cyst  of 
the  vagina,  and  some  time  ago  I  did 
a  laparotomy  in  a  case  in  which  the 
hypodermic  syringe  had  been  used  to 
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inject  chloroform  into  the  ovary  and 
its  immediate  environments,  through 
both  vagina  and  abdominal  wall,  in 
which  bands  of  adhesion  in  conse- 
quence radiated  from  the  ovary  and 
to  surrounding  parts,  like  the  spokes 
in  a  wheel.  A  thin-walled  cyst  of  the 
ovary  was  found  and  ruptured,  and 
the  woman's  recovery  was  followed 
by  relief  of  the  pain  formerly  im- 
puted to  a  neuralgia  of  the  ovary. 

Speaking  of  electricity,  there  is  no 
more  powerful  agent  for  evil,  when 
improperly  and  untimely  used.  But, 
in  the  cases  of  many  tumors,  ovarian 
and  uterine  disorders,  tubal  diseases 
and  many  neuroses,  it  has  been 
proved  far  more  conservative  than 
the  knife,  in  that,  guided  by  knowl- 
'idge  and  skill,  it  is  equally  efficient 
with  abdominal  section  in  relieving 
suffering,  and  superior  to  it  in  pre- 
serving the  vital  integrity  of  all  the 
parts  and  that  harmony  of  being 
which  is  best  defined  by  the  expres- 
sion, "eternal  fitness  of  things."  A 
reservation  to  the  vis  medicatrix 
natures  of  nature's  own  handiwork, 
even  though  somewhat  out  of  repair, 
is  best  suited  to  an  acceptable  sys- 
temic tone. 

The  "  laparoto-maniac "  of  to-day 
conceives  himself  justified  in  remov- 
ing the  offending  organ  in  cases  of 
catarrhal  salpingitis,  for  example. 
The  conservative  practitioner  will  do 
no  such  thing.  In  fact,  he  considers 
it  little  short  of  a  crime  to  do  it.  He 
finds  that  in  most  instances,  at  least, 
he  can  by  other  means  restore  the 
parts  to  their  normal,  or  approxi- 
mately normal,  condition,  and  thereby 
save  the  patient  not  only  from  the 
dangers  of  an  abdominal  section,  but 
from  the  consequent  mutilation  and 
chagrin.     He  finds  that   in  this  par- 


ticular condition  he  has  a  potent  agent 
in  electricity,  in  its  power  to  reduce 
vascularity  and  condense  tissue,  and 
thus  shut  off  hyper-secretion  and 
secretory  action.  In  addition  to  that 
he  finds  at  his  command  the  process 
of  catheterization  of  the  tubes,  and 
the  use  by  injection  of  remedies  cal- 
culated to  effect  a  cure.  With  these 
measures  at  his  command,  besides 
many  others  of  more  or  less  value, 
the  conservative  practitioner  finds 
himself  in  a  position  to  take  issue 
with  the  demands  of  the  time  from 
radical  quarters. 

There  can  be  no  question  about  the 
curative  influence  of  electricity  in 
the  class  of  cases  indicated,  when 
properly  applied.  Many  essay  its 
application  who  know  absolutely  noth- 
ing of  its  action  therapeutically,  but 
attempt  it  because  it  looks  simple, 
has  an  air  of  mystery  about  it,  and  is 
"handy."  Witness  its  use  by  per- 
sons of  all  grades  of  intelligence  and 
standing,  without  regard  even  to  the 
most  elementary  principles  of  its 
action.  Such  experience  is  what  has 
brought  the  use  of  the  agent  into  dis- 
repute in  certain  quarters,  as  much 
so  as  has  the  indiscriminate  and  blun- 
dering use  of  the  knife  brought  that 
useful  agent  into  disrepute  in  others. 
It  is  altogether  a  matter  of  knowing 
when  and  how.  It  is  difficult,  indeed, 
to  define  the  relationship  between 
currents  and  conditions;  almost  as 
much  so  as  it  is  in  words  to  depict 
the  intelligent  touch.  One  may  learn, 
however,  if  he  studies  closely  the  ex- 
perience of  others,  and  observes  care- 
fully and  studiously  the  results  of  his 
own  endeavors.  In  my  experience 
there  is  no  question  of  the  power  of 
the  galvanic  current  to  lessen  vas- 
cularity of   the   uterine  appendages. 
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"''condense"  tissues,  and  render  in- 
flammatory, congestive,  hyper-secre- 
tory and  other  morbid  impulses  com- 
paratively inoperative.  By  persistent 
continuance  this  condition  or  status 
of  relief  becomes  more  and  more  per- 
manent, and  when  accompanied  by 
other  local  and  constitutional  influ- 
ences it  becomes  a  fixture. 

There  is  nothing  within  the  whole 
range  of  therapeutics  more  satisfac- 
tory to  me  than  to  sit  by  my  patient 
and  note  the  benefit  in  both  feeling 
and  local  condition  so  apparent  to  the 
willing  observer,  under  the  influence 
of  the  electric  current  in  this  class  of 
cases.  I  wrap  a  copper  ball  electrode 
with  absorbent  cotton,  soak  the  latter 
in  a  10  per  cent,  solution  of  cocaine, 
and  introduce  high  into  the  vault  of 
the  vagina  on  the  affected  side.  Over 
the  ovarian  region,  or  rather  over  the 
whole  lateral  abdominal  surface,  I 
place  either  the  membrane  or  clay 
electrode  and  connect  it  with  one  or 
other  pole  of  the  battery,  according 
to  circumstances.  The  cocaine  serves 
to  relieve  irritability  of  mucous  mem- 
brane so  often  present  under  such 
circumstances,  and  even  penetrates 
to  some  extent  into  the  subadjacent 
tissues,  exerting  a  calming  effect  upon 
their  nerve  tendrils.  Fifteen  to 
twenty,  and  sometimes  less,  milliam- 
peres  of  galvanism  will  serve  to  further 
destroy  the  hypersensitive  condition 
of  the  uterus  and  its  adnexa,  contract 
the  bloodvessels,  relieve  congestion 
and  control  secretion.  That  such  re- 
sult naturally  follows  the  proper  ap- 
plication of  this  agent  can  be  demon- 
strated to  anybody  any  day.  There 
is  no  mystery  about  it  and  no  need 
for  any.  It  is  simply  a  matter  of 
demonstrable  fact.  In  the  applica. 
tion  of  this  agent  in  the  cases  referred 
18 


to  I  have  learned  to  think,  at  least, 
that  I  get  better  results  with  the 
positive  pole  internally  where  secre- 
tion is  free,  and  on  the  outside  when 
the  membranes  and  tissues  seem 
dryer  to  the  touch. 

The  great  factor  in  the  successful 
application  of  this  agent  is  evidently 
the  proper  regulation  of  strength  and 
time.  I  realize  forcibly  that  this  is  a 
most  difficult  matter,  and  yet  upon 
the  accuracy  of  such  adjustment 
hangs  the  result  of  either  success  or 
failure.  A  strong  friend  is  capable 
of  proving  a  strong  enemy.  An 
agent  that  is  powerful  for  good  is 
powerful  for  evil.  In  thts  connection 
a  good  rule  to  observe  is,  "when  in 
doubt  go  slow."  I  would  rather  in  a 
given  case  commence  the  application 
of  galvanism  in  the  almost  impalpable 
strength  of  five  milliamperes  for  only 
as  many  minutes  than  run  the  risk 
of  injury  from  what  I  am  pleased  to 
call  overstrain,  or  that  disastrous 
effect  possible  in  such  cases  from  too 
powerful  an  impression  upon  the  (or 
what  I  presume  to  be  the)  local  vaso- 
motor nervous  organization.  It  will 
be  perceived  that  I  understand  the 
curative  influence  argued  for  in  this 
connection  to  be  due  to  a  physio- 
logical or  dynamic  action  of  the  cur- 
rent through  impressions  upon  the 
local  nervous  organization,  and  not  to 
a  traumatism,  chemical  or  mechanical, 
that  can  be  induced  by  so  powerful 
an  agent.  In  cases  of  the  kind  under 
consideration  there  is  no  call  for  the 
destructive  action  of  electricity.  The 
aim  is  simply  to  secure  that  restric- 
tive action  upon  morbid  activities  of 
which  it  is  so  profoundly  capable,  and 
which  is  so  analogous  in  a  local  way 
to  the  effects  of  a  restored  constitu- 
tional  energy   in   favoring    recovery 
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from  many  obstinate  and  otherwise 
incurable  local  affections.  It  is  abso- 
lutely necessary,  in  introducing  the 
use  of  galvanism,  to  test  the  suscep- 
tibility of  each  individual  case.  With 
a  good  rheostat  one  can  gradually  in- 
crease the  amount  until  the  patient 
feels  it  quite  perceptibly.  If  slight 
increase  is  followed  by  sudden 
"starts"  on  the  part  of  patient, 
showing  very  acute  susceptibility,  it 
is  well  to  be  exceedingly  cautious, 
and  use,  for  a  time  at  least,  not  more 
than  ten. or  fifteen  milliamperes  for  a 
period  of  five  minutes.  If  such  is 
subsequently  found  to  be  agreeable, 
it  may  be  either  increased  in  volume 
or  in  time.  The  former,  in  my  ex- 
perience, in  chronic  maladies  and  the 
latter  in  the  more  acute.  In  those 
cases  in  which  no  complaint  is  en- 
tered by  the  patient  until  high  power 
is  attained,  from  seventy-five  to  one 
hundred  milliamperes  may  be  admin- 
istered from  two  to  three  or  four 
minutes  with  the  best  result.  In  all 
cases,  however,  the  general  sensitive- 
ness, the  expression  and  movements 
of  the  patient  under  the  use  of  the 
current  must  aid  us  in  determining 
the  existence  of  possible  idiosyncra- 
sies and  the  application  of  experi- 
mental knowledge.  In  all  cases  of 
the  kind  under  consideration  I  prefer 
a  repetition  of  the  application  each 
alternate,  or  at  least  every  third,  day. 
If  after  half  a  dozen  seances  there  is 
developed  no  constantly  increasing 
improvement — as  evidenced  in  les- 
sened pain,  tenderness  and  general 
irritability— I  conclude  upon  further 
investigation  into  the  probability  of 
existing  suppuration.  Not  yet,  how- 
ever, abdominal  section. 

Another  agency  of  conservatism  in 
the  diagnosis  and  treatment  of  dis- 


eases of  the  Fallopian  tubes,  even  in 
cases  of  suppuration,  is  catheteriza- 
tion. This  procedure  is  one  which 
has  not  been  much  followed  on  account 
of  its  difificulty,  its  apparent  inade- 
quacy, and  the  lack  of  permanency  in 
its  results.  It  is  a  measure  that  I  have 
within  the  past  two  years  resorted  to- 
with  great  frequency,  and  with  such  a 
degree  of  success  that  I  am  impelled 
to  refer  to  the  process  and  its  results 
somewhat  closely.  I  had  no  instru- 
ment specially  calculated  for  the  pur- 
pose, but  found  a  very  efficient  sub- 
stitute in  the  syringe  tube  accompany- 
ing Molesworth's  uterine  dilator. 
This  instrument  I  have  used  in  scores, 
of  cases.  It  consists  of  a  fine,  pliable, 
metallic  tube,  having  at  its  distal  end 
on  either  side  a  small  aperture  so  ar- 
ranged as  to  avoid  a  direct  stream,, 
and  at  its  proximal  extremity  is  fitted 
with  a  socket  into  which  the  nozzle  of 
a  small  syringe  can  be  fastened.  This 
instrument  is  as  small  in  calibre  as 
can  be  used  with  safety  in  an  attempt 
at  introduction,  and  is  yet  about  as. 
large  as  possible  and  firm.  *It  can,, 
with  care,  be  bent  into  the  desired 
curve  without  obstructing  the  aperture 
through  it,  and  is  generally  of  suffi- 
cient length.  If  the  uterus  is  straight,. 
OS  patulous,  and  the  uterine  entrance 
to  the  tube  equally  free,  no  very  great 
difficulty  will  be  found  in  introducing 
the  instrument.  The  uterus  is  held 
down  with  a  tenaculum,  or  lies  in  the 
valvular  speculum  in  a  retroverted. 
position,  as  is  frequently  the  case,  and 
with  a  sound  the  exact  distance  and 
position  of  the  cornu  of  the  uterus  is 
made  out.  A  mental  estimate  being 
thus  made  of  distance  and  direction,, 
the  withdrawal  of  the  sound  is  imme- 
diately followed  by  insertion  of  the 
catheter  which,  after  some  manipula- 
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tion,  is  made  to  enter  the  tube  to  any 
required  depth.  Of  course,  where  the 
tube  is  impervious,  no  introduction 
can  be  effected,  although  temporary 
or  partial  stenosis  is  sometimes  over- 
come by  perseverance  in  gentle  pres- 
sure. Where  the  uterus  is  tightly 
closed  dilatation  must  be  first  resorted 
to,  and  if  pronounced  uterine  flexion 
exists  it  may  be  quite  impossible  to 
accomplish  the  introduction  'at  all, 
unless,  possibly,  after  attempts  at  recti- 
fication of  the  flexion,  which  I  have 
found  to  be  a  very  difficult  matter.  I 
can  now  introduce  the  catheter  quite 
readily  where  the  os  uteri  is  patulous 
and  not  occluded.  This  little  opera- 
tion is  preceded  by  the  introduction 
of  cocaine  into  the  uterine  cavity  in 
all  cases  where  there  is  any  objection 
of  note  to  the  introduction  of  the 
sound.  With  a  long-pointed  uterine 
syringe  it  is  an  easy  matter  to  do  so, 
the  latter  instrument  being  held  in 
position  for  a  few  minutes  to  prevent 
the  immediate  return  of  the  solution. 
Furthermore,  the  catheter,  immedi- 
ately before  using,  is  freed  from  the 
possibility  of  septic  contamination 
through  the  atmospheric  air,  which  is 
easily  retained  in  so  small  a  tube,  by 
the  force  of  capillary  attraction,  aided 
by  the  occlusion  of  the  proximal  end 
of  the  catheter,  either  by  the  syringe 
or  a  plug  of  cotton. 

By  means  of  the  small  syringe, 
attachable  to  the  catheter,  any  fluid 
contents  of  the  Fallopian  tube  may  be 
removed.  Not  only  that,  but  agents 
of  locally  remedial  value  may  be 
thereby  introduced. 

Aside  from  the  solution  of  cocaine, 
used  for  its  local  and  most  valuable 
anaesthetic  property,  I  know  of  but 
one  remedial  agent  that  I  can  trust 
the  introduction  of  into  the  Fallopian 


tube.     That  agent  is  the  peroxide  of 
hydrogen.    It  is  the  typical  antiseptic 
— constitutionally   harmless,    and    is 
equally  so   to  any  tissue   possessing 
aught  but  a  very  low  vitality.    It  lays 
hold  of  and  destroys  devitalized  or- 
ganic  products,   cleanses   the   tissue 
surface  to  the  very  margin  of  active 
nutrition,  and  yet  is  unirritating,  a 
gentle  .  stimulant   to    reparative   pro- 
cesses and  a  tonic  to  mucous  surfaces 
especially.     Through  the  instrument 
mentioned,  or   some   analogous   one, 
this  agent  may  be  introduced  in  small 
or  large  quantity  into  the  Fallopian 
tube  under  circumstances  giving  the 
most  happy  results.     It  is  not  best 
usually  to  introduce  full  strength  of 
the  peroxide   found   on  the   market. 
From  a  bottle  just  uncorked  and  fresh 
it  may  be  better  to  dilute  one-half ;  at 
least,  if  the  case  is  a  new  one,  very 
sensitive  to    manipulation,   and    the 
distal  extremity  of  the  tube  presum- 
ably unoccluded.     Daily  or  alternate- 
day  applications  of  this  character  will 
soon  put  the  parts  in  a  healthy  condi- 
tion, pus  or  no  pus.  The  case  may  then 
be    watched,  occasional    applications 
being  made  until  satisfied  that  there 
is  no  further  tendency  to  return  of  the 
the  trouble.    I  have  found  it  desirable 
in  women  who  are  menstruating  to 
make  the  application  as  soon  as  pos- 
sible after  the  cessation  of  the  flow, 
and  even  sometimes  before  it  is  quite 
completed,  in  order  to  forestall  a  re- 
acquirement   of    the    recently   inter- 
rupted morbid  action  under  the  influ- 
ence  of    the    periodical    congestion. 
When  the  distal  end  of  the  Fallopian 
tube  is  occluded,  and  the  tube  relaxed 
to  an  extent  permitting  large  accumu- 
lation of  pus,  etc.,  the  peroxide  may 
be  advantageously  used,  not  only  in 
full  strength,  but  in  large  quantity 
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In  all  these  manipulations  it  is  under- 
stood that  there  is  established  free 
drainage  from  the  uterus. 

If  both  ends  of  the  Fallopian  tube 
are  occluded  and  its  walls  distended 
with  pus,  it  is  seldom,  in  my  experi. 
ence,  that  any  entrance  can  be  forced 
from  the  uterine  cavity.  In  such 
cases  laparotomy,  with  probable  re- 
moval of  both  tube  and  ovary,  seems 
at  the  present  time  to  be  the  only 
means  of  relief  within  reach.  I  wish, 
however,  in  this  connection,  to  close 
with  brief  reference  to  a  case  of  the 
latter  kind  recently  coming  under  the 
care  of  myself  and  one  of  my  col- 
leagues. Dr.  T.  J.  Stewart,  of  Peoria. 
Mrs.  B.  had  suffered  for  a  number 
of  years  from  recurrent  attacks  of 
pelvic  and  abdominal  inflammation, 
complicated  with  the  existence  of  a 
small  subperitoneal  fibroid  tumor  of 
the  uterus.  A  very  large  pyosalpinx 
of  the  left  side  was  diagnosed,  with 
extensive  and  firm,  because  long-con- 
tinued, adhesions  of  all  the  surround, 
ing  parts.  The  general  condition  of 
the  patient  was  such  as  to  cause  the 
gravest  apprehension  that  she  could 
not  endure  a  laparotomy.  Finally  we 
agreed  upon  a  plan  to  evacuate  the 
abscess  and  secure  drainage.  We  at 
first  aspirated  and  pumped  peroxide 
of  hydrogen  into  the  cavity,  which 
was  quite  large,  but  without  satisfac- 
tory results.  Finally  we  introduced 
the  long  aspirator  needle  into  the  sac 
through  the  left  vaginal  wall  and  ad- 
jacent adherent  tissue,  as  a  guide,  and 
followed  it  with  the  thermo-cautery 
rod,   thus   burning  a  large    opening 


through  which  the  pus  flowed  with 
great  freedom.  A  drainage  tube  was 
introduced,  the  cavity  washed  out 
from  two  to  three  times  daily  for  a 
couple  of  weeks,  until  the  cavity  was 
obliterated  in  so  far  as  its  pus-produc- 
ing qualities  were  concerned,  and  with- 
out loss  of  more  than  a  dozen  drops 
of  blood. 

The  use  of  electricity  in  the  treat- 
ment Df  myomatous  and  fibroid-myo- 
matous  growths  in  the  uterus  is  a 
conservative  measure  well  known  to 
every  practitioner  of  medicine,  and 
one  that  has  proven  its  right  to  recog- 
nition in  spite  of  condemnation  from 
high  sources.  The  growths  are  gen- 
erally vastly  reduced  in  size,  if  not 
obliterated,  and  the  haemorrhages,  for 
which  ovariotomy  seemed  for  a  time 
the  only  resource,  effectually  con- 
trolled. My  experience  in  that  direc- 
tion has  been  so  satisfactory  that  to 
give  it  up  would  create  a  greater  pang 
than  any  other  therapeutic  depriva- 
tion. 

Without  referring  in  detail  to  the 
valuable  use  of  local  massage,  tampo- 
nade, etc.,  I  wish  to  say  in  conclusion 
that  I  have,  in  the  foregoing  discur- 
sive sort  of  way,  endeavored  to  place 
in  juxtaposition  a  few  facts  and 
thoughts  born  of  personal  experi- 
ence, bearing  upon  the  more  heroic 
and  radical,  and'  the  conservative,  fea- 
tures of  modern  gynaecology.  If  I 
have  thereby  succeeded  in  conveying 
some  useful  hints,  or  in  furnishing 
food  for  productive  thought,  I  shall 
be  abundantly  content. 
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Plate  II.— Fig.  r. 


Large  Cyst  of  Uterus  with  Myomatous  Tumor  Attached  to  its  Upper  Portion, 
^.— Cyst. 
^.— Myoma. 
C— Fallopian  tube. 

Fig.  2. 


Large  Soft  Myoma. 
v4.— Lower  border  of  retracted  capsule. 
/?.— Point  at  which  ureter  was  cut, 
See  p,  a;;. 
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Plate  I.— Fig.  i. 


Large  Myoma  with  Twistho  Isthmus  Between  Lobes. 

yi.— Twisted  Isthmus. 

B.—Kaw  surface  at  point  of  amputation. 
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Rare  Forms  of  Myomata. 


BY  E.  W.  GUSHING,  M.D., 

Surgeon  to  the  Woman  s  Charity  Club  Hospital ^  Boston. 


[With  Illustrations.] 


The  figures  of  myomata  published 
in  this  number  represent  specimens 
which  are  sufficiently  peculiar  to  war- 
rant special  attention. 

Plate  I,  Figs,  i  and  2,  show  a 
large  myoma,  composed  of  two  prin- 
cipal masses  connected  by  an  isthmus, 
which  by  some  accident  had  become 
tightly  twisted.  Severe  symptoms  of 
pain  and  constitutional  disturbance 
followed  this  occurrence,  so  that 
operation  was  imperatively  demanded. 

Plate  II,  Fig.  i,  shows  an  extraor- 
dinary tumor  composed  of  a  huge  cyst, 
bearing  at  its  upper  extremity  a  large 
myomatous  tumor.  Operation  was  ad- 
vised with  some  reluctance,  as  it 
seemed  probable  that  the  hardness  in 
the  region  of  the  spleen  and  in  the 
left  hypochondrium  was  malignant, 
while  the  great  amount  of  fluid  might 
be  attributed  to  ascites.  Great  oedema 
of  the  abdominal  wall,  forming  a  cir- 
cumscribed mass  nearly  four  inches 
in  thickness,  between  the  umbilicus 
and  pubes,  also  favored  the  idea  of 
malignancy.  On  operation  the  cyst 
was  found  filled  with  clear  fluid,  and 
there  were  no  adhesions,  so  that  the 
operation  presented  no  difficulties 
whatever.  The  tumor  sprang  from 
the  fundus  of  the  uterus,  and  also  in- 
volved the  left  broad  ligament,  repre- 
senting the  ovary  and  fallopian  tube. 
It  is  not  easy  to  determine  its  precise 
nature  and  origin.  The  dilated  tube 
opens  directly  into  the  cyst.  The 
hard  mass  is  undoubtedly  a  myoma. 
No  ovary  could  be  distinguished  on 
that  side. 


Plate  II,  Fig.  2,  shows  a  very  large, 
soft  myoma.  Its  size  and  shape  may 
best  be  described  by  saying  that  it 
just  filled  a  twenty-five  pound  butter 
firkin.  The  illustration  shows  the 
extraordinary  degree  to  which  the 
capsule  of  the  tumor,  composed  of 
uterine  tissue,  retracts  on  section,  and 
also  shows  to  what  an  extent  the  ure- 
ters were  dislocated,  being  drawn  up 
on  the  sides  of  the  mass,  so  that  one 
of  them  was  cut  during  the  operation, 
by  the  circular  incision  of  the  capsule. 
The  ends  of  the  severed  ureter  were 
found  and  united  by  two  fine  silk 
sutures  and  one  of  catgut.  There 
was  a  discharge  of  a  little  urine  from 
the  wound  for  some  two  weeks,  but 
the  fistula  promptly  closed,  forming  a 
rare  if  not  unique  incident  in  the 
surgery  of  the  ureter.  There  was  in 
this  case  such  a  growth  of  the  tumor 
between  the  layers  of  the  broad  liga- 
ment that  when  it  was  removed  there 
was  a  deep  chasm  in  the  pelvic  cellu- 
lar tissue  on  each  side,  at  the  bottom 
of  which  the  iliac  vessels  and  the  dis- 
tended and  tortuous  ureters  could  be 
seen. 

Each  side  was  packed  with  gauze 
on  Miculiz'  plan,  and  the  ends  of 
each  mass  of  gauze,  as  well  as  a  glass 
tube  extending  to  the  bottom  of  the 
pelvis,  were  brought  out  in  the  ab- 
dominal incision  separated  from  the 
stump  of  the  uterus  by  two  or  three 
sutures.  The  stump  was  treated 
extra-peritoneally  by  the  rubber  con- 
strictor, the  intention  being,  if  a  per- 
manent urinary  fistula  should  remain 
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to  lead  this  through  the  cervical 
canal  as  the  stump  sank  into  the  pel- 
vis after  removal  of  the  pins,  and 
afterward  to  turn  the  lower  end  of 
the  cervix  into  the  bladder  by  a  plas- 
tic operation.  Fortunately  this  was 
not  necessary.  The  first  two  cases 
were  part  of  a  series  of  five  cases 
operated  on  in  October,  1892,  follow- 


ing Chrobak's-  method.  All  re- 
covered very  satisfactorily,  although 
in  one  case  there  were  bad  pus-tubes 
present  with  severe  adhesions.  The 
last  case  was  not  suitable  for  this 
method,  as  the  patient's  strength 
would  not  permit  of  any  delay  what- 
ever in  finishing  the  operation. 


EDITORIAL. 


Hysterectomy. 


The  improvement  in  the  results 
following  this  operation  is  one  of  the 
most  gratifying  advances  achieved 
in  surgery  during  the  last  few  years. 

This  is  due  partly  to  earlier  opera- 
tion and  partly  to  the  use  of  better 
methods.  The  appreciation  of  the 
frequency  with  which  myomata  of  the 
uterus  are  complicated  by  serious  dis- 
ease of  the  tubes,  and  increased 
knowledge  as  to  the  magnitude  of  the 
proportion  of  cases  where  the  tumor 
continues  to  grow  after  the  change 
of  life,  added  to  a  growing  conviction 
of  the  futility  of  electrical  and  other 
methods  of  attempting  to  arrest  the 
progress  of  such  growths,  have  all 
combined  to  induce  surgeons  to  ad- 
vise and  perform  operations  for  uter- 
ine myoma  at  a  much  earlier  stage 
of  the  disease  than  was  formerly  cus- 
tomary. 

On  the  other  hand  a  careful  study 
of  the  causes  of  failure  in  fatal  cases 
has  led  to  more  careful  performance 
of  the  operation,  and  to  an  introduc- 
tion of  new  methods,  some  of  which 


are  very  valuable,  while  others  are  of 
doubtful  utility. 

The  evolution  of  these  various 
methods  has  been  followed  in  the 
columns  of  this  journal.  Progress 
has  been  on  two  lines  of  advance — 
first,  in  the  improvement  of  the  tech- 
nique of  the  extra-peritoneal  treat- 
ment of  the  stun^p ;  and,  secondly,  in 
the  introduction  of  measures  for  mak- 
ing the  intra-peritoneal  treatment  of 
the  stump  more  safe  or  certain,  or  for 
removing  the  cervix  uteri  altogether. 
In  the  first  category  come  the  in- 
crease of  care  in  cleansing  the  utero- 
vesical  fold  of  peritonaeum ;  the  intro- 
duction of  the  elastic  constrictor;  the 
placing  of  the  latter  between  the  pins 
so  that  it  may  not  slip  down  too  far, 
but  lie  above  the  level  of  the  skin ; 
the  splitting  the  capsule  of  large 
tumors  in  the  median  line  so  that  the 
broad  ligaments  may  retract  under 
the  elastic  constrictor,  thus  avoiding 
constriction  of  the  ureters  and  undue 
traction  on  the  broad  ligaments  ;  the 
careful  union  of  the  peritonaeum  of 
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^ach  side  together  and  to  the  stump 
at  theposterior  aspect  of  the  latter; 
the  use  of  irrigation  and  drainage  in 
cases  where  the  operation  has  been 
comphcated  by  tubal  disease  or  by 
adhesions.  With  careful  regard  to 
these  niceties,  and  with  proper  dry 
treatment  of  the  stump  after  opera- 
tion, most  admirable  results  may  be 
obtained,  so  that  competent  operators 
no  longer  hesitate  to  remove  uterine 
tumors,  and  in  early  uncomplicated 
cases  most  confidently  expect  good 
results.  Of  course,  not  all  prefer  the 
elastic  constrictor,  but  this  is  a  mat- 
ter of  individual  choice.  There  are 
some  advantages  in  favor  of  wire — 
viz.,  it  is  clean ;  it  can  be  baked ;  it 
can  be  buried  in  the  tissues  without 
becoming  foul;  by  daily  tightening 
it  the  dead  portion  of  the  stump  can 
be  removed  without  difficulty  and  at 
an  early  period. 

On  the  other  hand  the  elastic  tube 
never  breaks,  as  wire  sometimes  does; 
it  requires  no  watching,  it  keeps  fol- 
lowing the  contraction  of  the  stump 
imtil  the  constricted  part  is  finally  no 
larger  than  the  little  finger,  or  even 
smaller.  It  can  readily  be  lifted  up 
when  in  place,  so  as  to  push  out  from 
under  it  a  fold  of  bladder  or  a  portion 
of  broad  ligament  carrying  an  ureter; 
it  of  itself  permits  of  the  proper  and 
desirable  retraction  of  the  broad  liga- 
ments; the  tubing  is  always  at  hand  and 
easily  sterilized,  and  when  it  is  used 
the  stump  often  requires  no  change 
of  the  first  dressings  for  nine  or  ten 
•days,  when  the  tubing  is  easily  cut 
and  the  dead  stump  removed.  The 
one  point  necessary  to  complete  suc- 
cess is  to  make  it  lie  on  the  skin  and 
not  buried  deeply  in  the  wound. 

There  are  certain  disadvantages, 
however,  inseparable  from  this  method 


of  treating  the  stump,  such  as  the 
difficulty  of  caring  for  the  wound,  the 
inevitable  discomfort  of  the  patient, 
the  great  prolongation  of  convales- 
cence, and,  perhaps,  a  greater  risk 
of  subsequent  hernia.  These,  to  be 
sure,  are  not  very  serious  objections 
if  the  procedure  is  the  safest  as  re- 
gards danger  to  life.  It  is  claimed, 
however,  that  the  traction  on  the 
broad  ligaments  predisposes  to  ob- 
struction of  the  bowels,  and  it  is  cer- 
tain that  in  cases  requiring  drainage 
it  is  more  difficult  to  secure  proper 
drainage  then  when  the  stump  is 
"dropped."  To  avoid  these  difficul- 
ties, and  at  the  same  time  to  keep 
the  stump  extra-peritoneal,  Byford 
devised  an  ingenious  method  of  turn- 
ing the  raw  end  of  the  stump  into  the 
vagina  through  an  opening  between 
the  cervix  and  the  bladder,  while 
Kelly  sewed  the  stump  to  the  peri- 
tonaeum all  around,  and  dropped  it 
below  the  level  of  the  abdominal  wall, 
holding  it  by  the  ends  of  the  coapting 
sutures  from  dropping  too  far.  These 
methods,  however,  have  pleased  few 
except  their  authors,  and  there  have 
been  many  attempts,  therefore,  to 
ligate  the  stump  safely  and  to  treat  it 
intra-peritoneally.  The  old  methods 
of  Schroeder  and  Martin,  which  de- 
pended on  sutures  coapting  flaps 
made  of  the  stump  were  open  to  the 
objection  that  if  the  sutures  were 
tight  enough  to  prevent  haemorrhage 
in  the  shrinking  stump  they  were  apt 
to  cause  sloughing,  and  vice  versa. 
French  and  Dutch  operators  have 
dropped  the  stump,  encircled  with  a 
simple  rubber  constrictor,  and  claim 
good  results,  but  this  method  has 
gained  few  adherents.  The  ligation 
of  the  stump  in  sections,  or  by  the 
shoemaker's  stitch,   has   not   proved 
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either  safe  or  satisfactory,  so  that 
with  all  intra-peritoneal  methods  the 
mortality  was  so  high  that  recently 
some  distinguished  German  and 
American  surgeons  have  advocated 
and  practised  the  total  extirpation  of 
the  cervix.  This,  however,  so  pro- 
longs the  operation  that  most  oper- 
ators seek  and  prefer  the  forms  of 
treatment  of  the  stump  which  aim  at 
securing  freedom  from  haemorrhage 
rather  by  tying  the  efferent  arteries, 
than  by  firmly  coapting  the  cut  sur- 
faces. 

It  is  hard  to  say  who  first  adopted 
this  system  of  controlling  haemor- 
rhage, and  probably  it  is  not  the  in- 
vention of  any  one  man ;  but  the  first 
description  we  have  seen  of  a  per- 
fected method  was  in  a  description  of 
Chrobak's  work,  published  in  1891.^ 

The  improved  method  of  Chrobak 
consisted  in  ligation  of  the  ovarian 
and  uterine  arteries,  incision  around 
the  uterus,  leaving  large  peritoneal 
flaps,  section  of  the  cervix  just  above 
its  vaginal  juncture,  cauterization  of 


1  Centralblatt  fiir  Gynaek.,  1891,  Nos.  9  and  35; 
Annals  of  Gynecology  and  PiEDiAXRY,  Febru- 
ary, 1892,  p.  287. 


the  cervical  canal,  with  dilatation  of 
the  latter,  and  passage  of  an  iodoform 
wick  through  it  into  the  vagina ;. 
union  of  peritoneal  flaps  above  the 
stump  and  the  upper  extremity  of  the 
drain.  Chrobak  called  this  method 
the  retro-peritoneal  treatment  of  the 
stump,  and  reported  in  nine  months 
seventeen  operations  with  no  deaths, 
Baer  has  lately  published  a  modi- 
fication of  this  operation  by  omitting 
the  cauterization,  dilatation  and  drain- 
age of  the  cervical  canal  and  the 
union  of  the  peritoneal  flaps,  trusting 
to  the  complete  apposition  of  the 
latter,  which  will  occur  when  the 
ligatures  of  the  broad  ligaments  and 
uterine  arteries  are  properly  placed. 
Time  will  show  whether  these  steps  of 
Chrobak's  operation  can  be  safely 
omitted ;  meanwhile  this  method  ap- 
pears preferable  to  the  extra-perito- 
neal treatment  of  the  stump  on  the 
one  hand,  and  to  its  total  extirpation 
on  the  other.  It  would  seem  to  be 
the  operation  of  election  when  the 
nature  of  the  case  permits  and  the 
condition  of  the  patient  warrants  an 
attempt  at  the  performance  of  an. 
ideal  operation. 
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Abstracts  of  Papers  Read  at  the  Meeting  of  the  American 

Association  of  Obstetricians  and  Gynaecologists, 

St.  Louis,  Mo.,  1892. 


George  S.  Peck,  M.D.,  of  Youngs- 
town,  0.,  presented  the  following 
case  of 

NEPHROTOMY  AND  NEPHRECTOMY  PER- 
FORMED  FOR   MULTIPLE   ABSCESS. 

J.  C,  aged  20,  American.  Occupa- 
tion, office  boy.  Family  history 
good.     No  tubercular  trouble. 

When  six  years  of  age  fell  from  the 
second  story,  alighting  astride  of  a 
joist  in  first  story,  causing  free  hem- 
orrhage from  bladder,  and  suppura- 
tion in  both  groins. 

At  eleven  was  kicked  in  back  by 
a  playmate.  Always  after  injury 
complained  of  more  or  less  severe 
pain  in  region  of  left  kidney.  A  few 
months  later  had  an  attack  of  scarla- 
tina, with  kidney  complications. 

At  seventeen  had  an  attack  of 
measles. 

At  eighteen  received  an  injury  to 
left  leg,  causing  necrosis  or  caries 
of  tibia  from  ankle  to  knee  joint. 

At  nineteen  had  an  attack  of  non- 
specific iritis,  lasting  eight  or  nine 
weeks. 

March  25,  1891,  had  a  severe  chill 
followed  by  fever;  high-colored  urine, 
diarrhoea,  increased  pain  in  back,  and 
inability  to  lie  down. 

March  27,  1891,  admitted  to  City 
Hospital,  presenting  marked  symp- 
toms of  typhoid.  The  case  was  di- 
agnosed typhoid  fever,  and  treated  as 
such  some  four  weeks,  temperature 
reaching  as  high  as  104°;  pulse  rang- 
ing from  72  to  96. 


April  22,  the  thirty-first  day  of  ill- 
ness, the  attending  physician  detected 
a  fluctuating  tumor  in  left  hypochon- 
driac region.  I  was  asked  to  see  pa- 
tient in  consultation  April  25.  Diag- 
nosed abscess  of  left  kidney,  and  ad- 
vised nephrotomy. 

April  26,  saw  patient  again.  Dur- 
ing the  preceding  twenty-four  hours 
he  had  passed  two  quarts  of  urine 
containing  a  large  amount  of  pus. 
Confirming  my  diagnosis,  tumor  de- 
creased in  size  and  other  symptoms 
improved. 

May  6,  1891,  forty-fifth  day  of  sick- 
ness (after  a  thorough  antiseptic 
preparation),  I  made  a  simple  oblique 
lumbar  incision  three  'and  one-half 
inches  long  down  to  the  kidney,  and 
packed  sponges  in  the  wound  around 
kidney.  I  then  made  an  incision  two 
inches  long  through  the  posterior  or 
convex  border,  and  evacuated  about 
three  pints  of  pus.  After  exploring 
for  calculi  and  finding  none,  I 
stitched  the  sack  to  the  margin  of 
the  incision  with  four  catgut  sutures, 
thoroughly  irrigated  the  cavity  with  a 
I  to  4000  bichloride  solution,  sutured 
the  upper  and  lower  angle  of  incision, 
packed  the  sack  and  wound  with 
iodoform  gauze,  covering  the  whole 
with  antiseptic  dressing  held  in  posi- 
tion by  a  dairy  cloth  bandage,  and  put 
the  patient  to  bed  in  good  condition. 

May  7,  8  A.  M.,  has  passed  one 
pint  of  urine. 

May  8,  8  A.    M.,   has  passed   one 
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quart  of  urine  during  the  past  twenty- 
four  hours. 

May  22,  sixteenth  day,  removed 
upper  drainage  tube. 

May  30,  patient  sat  up  the  first 
time. 

June  6,  removed  lower  tube. 

June  25,  wound  entirely  healed 
with  the  exception  of  two  sinuses 
along  drainage  tube  tracts;  redressed 
and  irrigated  daily. 

October  i,  1891,  five  months  after 
nephrotomy,  the  sinuses,  which  had 
been  cleansed  daily  with  antiseptic 
solutions,  were  still  discharging  pus 
freely,  the  microscope  showing  traces 
of  pus  in  the  urine;  the  patient  suffer- 
ing more  or  less  pain,  with  increased 
temperature  at  times. 

I  advised  a  complete  removal  of  the 
offending  organ.  After  explaining  to 
him*  the  dangers  of  the  operation,  he 
consented. 

October  6  I  again  etherized  the 
patient,  curetted  the  sinuses,  and 
made  a  simple  oblique  lumbar  incision 
four  inches  long,  the  same  as  in  the 
nephrotomy.  After  exploring  the 
kidney  I  made  a  second  incision  two 
and  one-half  inches  long,  beginning 
about  one  inch  in  front  of  the  pos- 
terior extremity  of  the  first,  and  run- 
ning vertically  downward.  The  ad- 
hesions were  numerous  and  very  firm, 
and  it  was  with  considerable  difficulty 
that  I  released  the  kidney  from  its  sur- 
roundings. I  then  passed  an  aneu- 
rism needle,  armed  with' a  double  lig- 
ature of  silk,  through  the  pedicle,  be- 
tween the  ureter  and  vessels,  ligating 
the  ureter  separately  and  the  vessels 
.en  masse.  I  then  lifted  the  kidney  as 
far  as  possible  out  of  the  wound  and 
ligated  the  whole  pedicle.  After 
cutting  away  the  diseased  organ,  I 
irrigated  the  wound  and  sinuses  with 


a  I  to  2000  bichloride  solution;  in- 
serted a  large  rubber  drainage  tube, 
closed  the  vertical  incision  with  silk- 
worm-gut sutures,  packed  the  wound 
with  iodoform  gauze  and  applied  anti- 
Septic  dressing. 

Upon  examination  I  found  the  re- 
mains of  the  kidney  to  contain  three 
distinct  abscess  cavities,  one  of  which 
contained  about  four  ounces  of  pus. 

October  6,  8  A.  M.  Before  opera- 
tion temperature  98  1-2°,  pulse  89.  4  P. 
M.,  temperature  101°,  pulse  130,  res- 
piration, 36.  8  P.  M.,  temperature 
ioi|-°,  pulse  140,  respiration  40. 
Pulse  weak  and  thready;  expression 
bad;  face  anaemic;  patient  restless, 
vomiting  frequently,  and  complains 
of  severe  pain  in  wound.  Gave  hypo- 
dermic injections  of  digitalis  and 
strychnia  every  three  hours;  whiskey 
by  enema  every  two  hours;  hypoder- 
mics of  morphia  every  four  hours  until 
quiet. 

October  7,  8  A.  M.  Temperature 
ioof°,  pulse  126,  respiration  30. 
Has  passed  twelve  ounces  of  urine 
during  the  last  twenty-two  hours. 
8  P.  M.,  temperature  I02|°,  pulse 
130  and  stronger;  expression  much 
better;  wound  dressed. 

October  15,  removed  drainage  tube. 
Wound  has  been  re-dressed  daily. 

October  27,  sat  up  in  bed. 

November  7.  The  patient  has 
made  an  uninterrupted  recovery. 
Has  gained  in  flesh  and  strength,  and 
is  'allowed  to  sit  up  all  day. 

December  i,  wound  completely 
healed  with  the  exception  of  a  very 
small  sinus  which  necessitates  dress- 
ing every  third  day.  Has  resumed 
his  duties  as  a  nurse  in  the  hospital. 

Thorough  antisepsis  was  observed 
before,  during  and  after  both  opera- 
tions. 
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September  i,  1892.  Sinus  still  re- 
mains open;  daily  amount  of  discharge 
about  one  drachm;  average  amount  of 
urine  passed  daily,  one  quart.  Has 
been  able  to  perform  all  his  duties  as 
a  nurse. 

DISCUSSION  ON  DR.  MCMURTRY'S  PAPER. 

Dr.  Edwin  Rickets,  of.  Cincin- 
nati :  I  have  listened  with  a  great 
deal  of  interest  to  the  paper  read  by 
Dr.  McMurtry,  and  desire  to  say  that 
I  was  present  at  the  meeting  that  he 
refers  to,  in  which  a  prominent 
teacher  and  member  of  our  profession 
spoke  so  positively  against  the  use  of 
the  drainage  tube.  I  agree  with  Dr. 
McMurtry  that  it  is  quite  a  point  to 
know  how  to  use  the  drainage  tube. 
,[Dr.  Rickets  then  illustrated  on  the 
blackboard  his  remarks  as  t:)  how  to 
use  the  drainage-tube]. 

Dr.  Joseph  Hoffman,  of  Phil- 
adelphia: Mr.  Tait  has  been  crit- 
icised for  using  drainage  too  much, 
but  he  attributes  to  it  the  betterment 
of  his  results  from  6  to  10  per  cent. 
Some  have  given  him  no  credit  for 
his  opinion,  although  he  has  done 
more  for  abdominal  and  pelvic  sur- 
gery than  any  other  man.  It  is  an 
undisputable  fact  that  those  who  use 
drainage  have  the  best  results.  The 
use  of  gauze  in  drainage,  where  there 
is  simply  haemorrhage,  is  logical,  but 
its  use  in  the  presence  of  pus  is  bad. 

Dr.  Frank  A.  Glasgow,  of  St. 
Louis:  The  use  of  gauze  in  drain- 
age has  been  condemned  by  Dr. 
Hoffman,  because,  I  believe  he  says, 
it  causes  adhesions.  He  has  not 
mentioned  those  cases  where  adhe- 
sions are  exactly  what  we  want.  If 
one  meets  a  deep  abscess  along  the 
intestines,  or,  as  I  have,  a  suppurating 
focus  deep  in  the  broad  ligament,  that 
abscess  cavity  cannot  be  brought  to 


the  surface.  You  are  not  certain  of 
preventing  subsequent  suppuration 
in  that  cavity. .  What  will  you  do  > 
If  you  put  a  tube  into  the  cavity,  then 
close  up  the  cavity  and  trust  to  the 
tube,  you  are  absolutely  certain  to 
have  the  intestines  come  in  contact 
with  purulent  matter.  Then  you 
have  peritonitis.  You  certainly  will 
have  adhesions.  In  such  a  case  gauze 
is  the  proper  material  to  use. 

Dr.  Charles  A.  L.  Reed,  of  Cincin- 
nati :  I  have,  on  previous  occasions, 
spoken  very  freely  of  the  use  of  drain- 
age in  my  own  practice.  When  I 
last  had  occasion  to  discuss  this  sub- 
ject, I  stated  that  in  my  hospital  work 
I  had  not  operated  upon  a  single  case 
for  over  a  year  in  which  I  did  not  use 
a  drainage  tube.  I  have  made  a 
single  exception  to  my  rule.  It  was 
in  the  case  of  an  appendage  operation. 
There  was  no  oozing  from  the  soft 
tissue,  and  I  had  a  dry  pelvic  cavity^ 
I  applied  a  ligature,  leaving  a  con- 
siderable button  to  prevent  slipping, 
but  I  did  not  apply  a  drainage  tube 
in  this  case.  My  patient  was  operated 
on  at  her  home;  the  surroundings 
were  not  favorable,  and  she  was  in  the 
hands  of  a  comparatively  inexperi- 
enced nurse.  I  thought,  everything 
considered,  it  was  safer  to  close  up 
the  cavity  entirely.  That  patient 
died  of  haemorrhage  undetected,  and 
why.?  Because  the  ligature  cut  its 
way  through,  the  soft  tissue  of  that 
pedicle  after  it  was  tied,  after  the 
abdomen  was  closed  up,  and  the  ves- 
sels were  large  enough  to  permit  the 
patient  to  bleed  to  death.  A  drain- 
age tube  would  have  warned  us  of  the 
impending  danger. 

Dr.  Rufus  B.  Hall,  of  Cincinnati: 
My  experience  is  that  we  can  accom- 
plish all  by  the  use  of  the  glass  drain- 
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age  tube  that  we  can  by  any  other 
form  of  drainage,  in  both  pelvic  and 
abdominal  work,  with  a  minimum 
amount  of  injury  and  risk  to  the  pa- 
tient. To  have  the  best  results  from 
the  use  of  the  drainage  tube  is  to 
know  how  to  care  for  it  properly. 
Unless  one  is  willing  to  bestow  the 
care  that  is  absolutely  necessary  in 
the  use  of  the  drainage  tube,  or  have 
some  competent  nurse  or  assistant  to 
do  so,  he  cannot  expect  good  results. 

Dr.  Willis  P.  King,  of  Kansas  City; 
I  think  this  is  an  important  subject, 
and  one  that  perhaps  cannot  be  dis- 
cussed too  much.  As  a  matter  of 
course,  every  man's  method  is  based 
to  a  greater  or  less  extent  upon  his 
experience — to  drain  or  not  to  drain. 
It  is  probably  true  that  the  truth  lies 
between  the  extremes.  I  believe  the 
man  who  drains  every  case  is  a  better 
surgeon  and  will  have  better  success 
than  the  man  who  drains  in  none  of 
his  cases. 

Dr.  William  H.  Meyers,  of  Fort 
Wayne :  ]  do  not  intend  to  discuss 
the  subject  of  drainage,  but  merely 
wish  to  state  that  I  am  in  perfect 
accord  with  the  views  presented  by 
the  essayist.  I  would  ask  the  ques- 
tion, what  is^he  object  of  drainage.? 
It  is  to  remove  the  soil  in  which,  most 
likely,  the  germs  will  multiply.  When 
we  speak  of  germs  they  are  living 
things.  Non-vitality  is  their  food, 
and  vitality  is  their  death.  Drainage 
removes  their  nutrition. 

Dr.  L.  H.  Dunning,  of  Indianapo- 
lis :  It  strikes  me  that  a  wrong  im- 
pression may  go  out  as  to  the  use  of 
gauze  in  drainage,  and  I  wish  to  relate 
a  personal  experience  which  has 
taught  me  the  possibilities  of  gauze  to 
drain  as  well  as  a  means  of  controlling 
haemorrhage.      Some   months   ago   I 


was  called  upon  to  remove  an  intra- 
ligamentous  cyst  in  which  there  were 
many  adhesions.  A  profuse  haemor- 
rhage arose,  which  we  were  unable  ta 
control  by  the  ordinary  means.  The 
bleeding  finally  yielded.  In  about  an 
hour  and  a  half  thereafter  I  was  noti- 
fied by  the  house  physician  that  the 
patient  was  bleeding.  I  went  to  the 
bed-side,  opened  the  wound,  removed 
about  two  ounces  of  clotted  blood,  and 
searched  for  bleeding  points  but  found 
none.  Immediately  the  patient  sank 
rapidly.  I  then  packed  with  gauze 
and  the  patient  made  an  excellent 
recovery. 

Dr.  W.  P.  Manton,  of  Detroit:  I 
simply  desire  to  indorse  the  position 
taken  by  Dr.  McMurtry,  and  to  ex- 
press my  appreciation  of  his  excellent 
contribution.  I  use  drainage  in  the 
larger  proportion  of  my  cases.  I  can- 
not say  that  I  ever  lost  a  case  as  a 
result  of  not  using  drainage,  but  still 
I  would  rather  drain  all  cases  than 
lose  one  by  failing  to  drain. 

Dr.  A.  H.  Cordier,  of  Kansas  City : 
The  questions  of  drainage  and  irriga- 
tion seem  to  me  to  go  hand  in  hand. 
It  seems  impossible  to  separate  the 
two.  Dr.  McMurtry  has  covered  the 
field  admirably,  but  failed  to  specify 
the  class  of  cases  in  which  we  should 
establish  drainage.  We  have  in  extra- 
uterine pregnancy  with  rupture  great 
extravasation  into  the  peritoneal 
cavity,  and  special  indications  present 
themselves  for  drainage.  In  many  of 
these  cases,  in  which  the  patient  has 
become  so  exsanguinated,  it  is  advisa- 
ble to  leave  a  portion  of  the  irrigating 
fluid  in  the  peritoneal  cavity,  and  that 
which  is  not  absorbed  can  be  removed 
by  the  drainage  tube.  By  leaving 
the  irrigating  fluid  in  the  peritoneal 
cavity — and  this  fluid  must  be  aseptic 
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— ^you  do  away  with  the  so-called  shock 
to  a  great  extent  which  is  due  to 
haemorrhage. 

Dr.  J.  H.  Carstens,  of  Detroit  :  I 
am  an  advocate  of  the  drainage  tube, 
and  in  all  cases  of  doubt  I  have  made 
it  a  practice  for  the  last  few  years  to 
drain.  I  will  go  further  and  say,  con- 
sider all  cases  doubtful. 

Dr.  M.  Rosenwasser,  of  Cleveland  • 
I  think  there  is  a  possibility  of  being 
misled  by  some  of  the  remarks  that 
have  been  made,  namely,  that  gauze 
in  pus  is  bad,  "as  spoken  of  by  Dr. 
Hoffman.  If  we  say  we  drain  with 
glass  tubes  and  pack  with  gauze  there 
will  be  no  misunderstanding.  In  pus 
cases,  such  as  abscesses  in  the  liver 
or  pelvis,  in  which  we  cannot  always 
exclude  the  intestines  from  infection, 
we  pack  cavities,  not  with  the  idea  of 
draining  them,  but  with  the  purpose 
of  shutting  off  all  possible  infection 
between  the  intestines  and  these  cavi- 
ties. The  gause  in  these  cases  is 
not  used  as  a  drain. 

Dr.  Henry  H.  Mudd,  of  St.  Louis 
(by  invitation) :  I  do  not  think  I  have 
anything  to  say  of  interest  to  the 
Association,  The  question  with  me, 
with  reference  to  drainage,  has  not 
been  so  much  in  regard  to  its  use  in 
particular  cases  as  to  the  character  of 
the  packing  and  the  drainage  in  all  pus 
cases  in  which  the  cavity  becomes  con- 
taminated with  pus.  I  feel  more  secure 
with  the  use  of  the  gauze,  or  the  drain- 
age and  gauze  combined.  The  drain- 
age of  a  cavity  in  which  there  was  no 
pus  but  adhesions,  in  which  the  peri- 
toneal surface  was  exposed  and  re- 
laxed, I  have  found  generally  satisfac- 
tory. 

Dr.  A.  Vander  Veer,  of  Albany :  I 
look  upon  drainage  as  shortening  our 
operations  very  materially  and  de- 
cidedly.    I  employ  the  drainage  tube 


in  that  direction.  I  also  employ  it  as 
a  sentinel,  as  has  been  spoken  of  by 
Dr.  McMurtry,  and  have  reason  to  re- 
joice that  in  some  such  cases  I  have 
been  called  in  time  to  place  my  patients 
in  a  better  condition.  The  sentinel 
(the  drainage  tube)  tells  us  when 
haemorrhage  is  coming  on.  The  man- 
ner of  introducing  the  drainage  tube 
has  been  covered  by  Dr.  Hoffman  in 
his  diagrams  upon  the  blackboard. 

Dr.  McMurtry  (closing  the  discus- 
sion) :  I  think  the  discussion  has 
shown  very  clearly  the  consensus  of 
opinion  on  the  part  of  the  Fellows  of 
this  Association  in  regard  to  the  use  of 
drainage,  and  I  take  it  that  that  of 
itself  is  a  guarantee  that  they  under- 
stand Jiow  to  use  the  drainage  tube. 
It  is  my  firm  belief,  as  I  stated  in  my 
opening  remarks,  that  the  opposition 
to  the  drainage  tube  is  based  upon  a 
lack  of  familiarity  and  knowledge  of 
the  technique  of  its  use.  One  of  the 
advantages  of  the  drainage  tube  is,  as 
has  been  stated  by  the  President,  that 
it  shortens  operations.  You  irrigate 
and  you  put  in  your  drainage  tube ; 
while  you  are  putting  in  your  stitches 
the  nurse  can  be  cleaning  out 
the  peritoneum  while  you  are  stitch- 
ing the  parietal  peritonaeum.  Peaslee, 
Sir  Spencer  Wells,  and  others  of  the 
old  school  did  all  that  with  the  patient 
under  profound  anaesthesia.  The 
drainage  tube  is  a  great  factor  in  the 
prevention  of  sepsis  during  and  after 
operation.  It  carries  off  the  products 
and  dead  material  that  furnish  a  cul- 
ture bed  for  septic  infection.  You 
can  supplement  artificial  drainage 
very  materially  by  making  the  bowels 
active  before  and  after  the  operation. 

DISCUSSION   ON  DR.  WALKER's    PAPER.^ 

Dr.  John  C.  Sexton,  of  Rushville, 


1  Published  in  this  Journal,  Jan.  1893,  p.  219. 
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Ind. :  I  merely  rise  to  state  that  I 
have  seen  one  case  in  which  tetanus 
and  death  followed  a  forceps  delivery 
in  which  there  was  laceration  of  the 
perineum. 

Dr.  A.  Vander  Veer,  of  Albany  : 
I  would  like  to  ask  Dr.  Walker  as  to 
the  surroundings  of  his  patient.  Did 
it  rain  for  some  time,  and  was  the 
house  damp,  or  were  the  surround- 
ings such  as  would  lead  to  soil  satura- 
tion and  contamination  in  any  way  ? 

Dr.  Walker :  The  operation  was 
done  under  the  most  favorable  hy- 
gienic surroundings.  We  do  not  know 
how  the  infection  was  introduced. 
The  strictest  antiseptic  precautions 
known  to  modern  surgery  were  carried 
out.  The  passing  of  the  finger  into  the 
rectum  may  have  introduced  the  germ. 

Dr.  Joseph  Hoffman,  of  Philadel- 
phia :  In  a  very  long  and  extensive 
hospital  service  I  have  only  known 
one  patient  to  die  of  tetanus,  and  this 
was  a  case  of  amputation  of  the  arm. 
The  operation  was  done  in  the  most 
favorable  environment,  by  a  man  who, 
at  the  time,  was  doing  all  the  surgery 
in  the  hospital.  None  of  his  patients, 
except  this  one,  had  any  trouble  what- 
ever. This  girl  got  out  of  her  bed, 
wandered  in  her  sleep  down  the  cel- 
lar, lay  there  all  night,  and  caught 
cold.  In  thirty-six  hours  thereafter 
tetanus  developed. 

Dr.  Walker  (closing  the  discussion): 
I  have  only  had  access  to  a  limited 
number  of  medical  journals,  and  I  find 
the  literature  on  the  subject  extremely 
meagre.  Whenever  a  man  has  tetanus 
following  an  operation,  it  seems  to  me 
there  is  something  wrong  in  the  tech- 
nique. 

THE  PELVIC  SYMPHYSES  IN  PREGNANCY 
AND    PARTURITION. 

Dr.  W.  J.  Conklin,  of  Dayton  :  The 


lesions  of  the  symphyses  which  bear 
the  stamp  of  pregnancy  were  grouped 
under  the  following  heads :  (i)  Nor- 
mal Relaxation;  (2)  Pathological  Re. 
laxation;  (3)  Inflammation;  (4)  Rup- 
ture. Only  the  first  two  divisions 
were  covered  in  the  paper. 

Accepting  as  correct  the  conclu- 
sions of  Luschka,  the  symphyses  were 
described  as  true  joints,  with  synovial 
membranes  and  capable  of  limited 
motion.  While  the  pelvis  of  the  un- 
impregnated  female  is  practically  a 
solid  bony  ring,  under  the  sthnulus 
'of  pregnancy  radical  changes  take 
place  which  tend  to  facilitate  delivery 
by  increasing  the  pelvic  diameters  and 
by  lessening  the  resistance  of  the 
intra-pelvic  tissues.  After  a  full  refer, 
ence  to  the  literature  of  the  subject 
and  to  the  lessons  to  be  drawn  from 
the  study  of  the  process  of  gestation 
in  some  of  the  lower  'mammalia  and 
from  symphysiotomy,  the  following- 
conclusions  were  reached : 

(i)  That  a  relaxation  of  all  the  pel- 
vic ligaments,  articular  and  non-articu- 
lar, takes  place  in  normal  gestation. 

(2)  In  some  cases  this  relaxation 
attains  a  degree  sufficient  to  cause  a 
perceptible  separation  of  the  pelvic 
joints  and  mobility  of  the  articulating 
bones,  but  without  marked  symptoms 
or  disability. 

(3)  This  relaxation  is  conservative,, 
and  facilitates  delivery  by  increasing 
the  pelvic  diameters  and  by  favoring 
the  dilatability  of  the  pelvic  tissues. 

(4)  In  rare  instances  this  relaxation 
exceeds  the  physiological  bounds, 
causes  symptoms  and  disability,  and  is 
distinctly  pathological. 

Proceeding  to  the  second  division 
of  the  subject,  the  author  claimed  that 
while  excessive  or  pathological  relaxa- 
tion is  comparatively  rare,  it  is  not 
nearly  so  rare  as  one  wo-uJd  infer  from 
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the  scanty  notice  accorded  it  in 
modern  text-books.  Two  cases  which 
had  come  under  personal  observation 
were  reported  in  detail.  Pain,  mo- 
bility of  the  affected  symphysis  and 
difficulty  in  walking  were  the  promi- 
nent symptoms.  The  aetiology  of  the 
affection  was  considered  at  length. 
The  normal  relaxation  of  pregnancy 
was  looked  upon  as  the  great  predis- 
posing cause,  in  the  presence  of  which 
a  trivial  accident  or  unusual  exertion 
might  readily  precipitate  an  attack. 
It  occurs  at  any  period  of  gestation, 
but  the  liability  is  greatest  at  or  near 
the  end  of  gestation.  The  prognosis 
is  favorable;  many  recover  without 
special  treatment  during  the  enforced 
rest  of  the  puerperium. 

DISCUSSION    ON  DR.    ILL's    PAPER.^ 

Dr.  Robert  T.  Morris,  of  New  York 
(opening  the  discussion) :  I  desire 
simply  to  call  attention  to  one  point, 
and  that  is  the  treatment  of  cysts  of 
the  patent  urachus  with  caustic.  These 
cysts  are  typically  embryonal  in  char- 
acter and  construction  generally,  and 
the  more  caustics  we  use  in  such 
cases  the  more  inflammation  we  set 
up  about  the  region  of  the  cyst. 

Dr.  L.  S.  McMurtry,  of  Louisville  • 
In  connection  with  Dr.  Ill's  paper,  I 
desire  to  place  on  record  a  case  of 
scirrhous  cancer  of  the  umbilicus,  a 
typical  specimen  of  which  I  exhibited 
last  evening.  In  conversation  with 
the  Fellows  I  have  found  only  one 
gentleman  who  has  seen  a  similar 
case.  Dr.  Ross,  of  Toronto.  I  simply 
mention  it  as  one  of  the  tumors  that 
we  are  likely  to  meet  in  the  abdominal 
wall.  It  was  treated  by  thorough  ex- 
cision, the  patient  making  a  complete 
recovery. 


^  Published  in  this  Journal,  January,  1893,  p.  213. 


Dr.  C.  A.  L.  Reed,  of  Cincinnati :: 
I  have  seen  a  few  lipomata,  particu- 
larly of  the  subcutaneous  variety,  and 
I  have  in  my  possession  the  photo- 
graph of  a  very  striking  specimen  of 
this  sort.  The  tumor  weighed  ninety 
pounds,  showing  the  extraordinarily 
large  development  which  these 
growths  sometimes  attain.  Those  of 
deeper  origin  spring  up  beneath  the 
fascia.  I  have  seen  one  case  of  lipoma 
of  the  omentum. 

Dr.  J.  H.  Carstens,  of  Detroit :  Out- 
side of  the  few  cases  of  small  lipomata,. 
I  have  never  seen  in  my  own  practice 
any  of  the  cases  that  have  been  re- 
ported. I  have  seen  two  in  consulta- 
tion with  another  physician,  one  a 
melanotic  sarcoma  of  the  umbilicus, 
almost  like  the  case  shown  by  Dr. 
McMurtry.  It  was  thoroughly  re- 
moved, and  in  a  short  time  recurred,,, 
killing  the  patient. 

Dr.  W.  P.  Manton,  of  Detroit :  I 
have  a  case  which  I  shall  report  to- 
morrow morning  in  connection  with 
my  paper  of  fibroid  tumor  of  the  ab- 
dominal wall,  a  case  in  which  I  oper- 
ated. I  have  seen  one  or  two  cases.. 
of  small  lipomata  of  the  abdominal 
wall. 

Dr.  A.  H.  Cordier,  of  Kansas  City: 
I  believe  there  is  one  class  of  tumors 
occurring  occasionally  that  the  es- 
sayist did  not  mention,  namely,  a 
cystic  condition  of  the  round  ligament. 
I  have  seen  one  case  of  that  kind  in 
which  the  sheath  of  the  round  liga- 
ment was  distended  to  the  size  of  a 
good-sized  cocoanut.  It  was  removed 
by  abdominal  section. 

Dr.  A.  Vander  Veer,  of  Albany :  In 
regard  to  tumors  of  the  abdominal 
wall,  some  three  years  ago  I  was. 
called  to  see  a  prominent  business 
man   in   our  city  who   had    a  tumor 
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located  in  the  right  inguinal  region 
that  extended  down  to  the  scrotum, 
so  closely  associated  with  the  abdomi- 
nal wall  that  I  could  not  make  it  out 
at  first.  The  history  was  that  of  a 
tumor  growing  from  above  downward. 
There  was  no  impulse  on  coughing, 
no  evidence  of  true  hernia.  The  pa- 
tient had  indigestion,  a  darting  pain 
and  distress,  and  was  losing  flesh 
rapidly,  preventing  him  from  going  on 
with  his  business.  The  family  physi- 
cian introduced  a  small  trocar,  but 
could  find  nothing.  I  saw  him  after 
that  and  considered  his  case  one  of 
omental  hernia.  We  placed  him  in  a 
position  with  the  hips  elevated  to  see 
whether  an  impression  could  be  made. 
There  was  no  impression  made,  and 
the  patient  finalljr  consented  to  an 
exploration.  I  began  my  operation 
with  the  expectation  of  seeing  an 
omental  hernia  with  the  intention  of 
removing  it  and  the  sac  above.  I  cut 
down  to  the  growth  and  enucleated  it 
from  each  side,  the  tumor  reaching 
far  up  in  the  inguinal  canal.  It  was 
separated  without  much  difficulty  and 
proved  to  be  one  of  the  cases  of 
hernial  tumors  which  Dr.  Ill  has  de- 
scribed. (Dr.  Vander  Veer  reported 
.several  other  interesting  cases.) 

Dr.  Edward  J.  Ill,  of  Newark  (clos- 
ing the  discussion) :  Dr.  McMurtry 
in  his  remarks  spoke  of  the  extreme 
rarity  of  carcinoma  of  the  umbilicus. 
In  my  paper  I  have  collected  twenty- 
one  cases  of  carcinoma  of  the  navel 
from  which  I  have  excluded  three,  as 
probably  of  another  nature. 

ABDOMINAL    SECTION    FOR     DIAGNOSIS. 

By  Clinton  Cushing,  of  San  Fran- 
cisco. In  the  excellent  book  of  J. 
Greig  Smith,  on  abdominal  surgery, 
he  says,  in  speaking  of  exploratory 
incisions  of  the  abdomen,  "  No  incis- 


ion ought  to  be  merely  exploratory." 
The  exploratory  incision  of  the 
skilled  surgeon  is  widely  different 
from  that  of  the  tyro.  Where  the 
former  will  make  a  correct  diagnosis, 
in  ninety  nine  out  of  a  hundred  cases 
the  latter  will  fail  over  his  tenth 
case." 

However  skillful  the  surgeon  may 
be,  I  do  not  believe  he  can  make 
an  accurate  and  correct  diagnosis  in 
more  than  nine  out  of  ten  cases  of 
abdominal  disease  by  any  method  of 
external  examination,  if  we  leave 
out  of  consideration  cases  of  ovarian 
cysts  and  uterine  fibroids. 

Therefore,  I  think  that  the  author 
quoted  is  in  error,  and  that  his  quoted 
statement  should  not  be  allowed  to 
stand  unchallenged.  In  spite  of  the 
fact  that  great  progress  has  been 
made  in  latter  years  there  still  re- 
main a  considerable  number  of  cases 
of  abdominal  disease  of  a  serious 
character,  upon  the  nature  of  which 
equally  skillful  and  intelligent  sur- 
geons will  disagree.  This  statement 
applies  to  cases  of  obstruction  of  the 
bowels,  to  disease  of  the  vermiform 
appendix,  to  affections  of  the  liver  and 
gall  bladder  and  of  the  kidneys,  and 
to  pus  collections  in  any  part  of  the 
abdominal  cavity. 

The  real  facts,  in  many  cases  of 
ruptured  extra- uterine  pregnancy,  are 
only  clearly  made  out  at  post-mortem 
examinations. 

Exploratory  incision  is  looked  upon 
by  Mr.  Smith  as  a  serious  operation, 
followed  by  a  trying  illness.  In  my 
hands  it  has  not  proven  so.  The  se 
rious  part  is  the  disease  that  warrants 
the  operation,  and  not  the  operation 
itself,  for  with  due  care  and  cleanli- 
ness there  is  not  one  chance  in  a  hun- 
dred that  any  bad  results  will  follow 
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the  opening  of  the  peritoneal  cavity 
for  the  purposes  of  diagnosis. 

I  would  not  have  it  understood  that 
I  am  an  advocate  of  careless  or  reck- 
less work,  but  where  the  symptoms 
are  grave  and  growing  steadily  worse, 
and  the  life  is  at  stake,  if  the  symp- 
toms point  to  some  obscure  disease 
of  the  abdominal  cavity  there  should 
certainly  be  no  hesitation  in  clearing 
up  all  doubts  by  an  exploratory  in- 
cision if  there  be  strength  and  vital- 
ity left  to  withstand  the  slight  shock 
that  attends  the  opening  of  the  peri- 
toneum. 

In  illustration  of  the  ideas  advanced. 
Dr.  Cushing  reported  five  typical 
cases  where  exploratory  incision  re- 
vealed unexpected  disease  and  which 
resulted  in  the  recovery  of  the  pa- 
tients, who  otherwise  would  doubtless 
have  died. 

DISCUSSION    ON    THE    PRESIDENT'S    AD- 
DRESS.^ 

Dr.  J.  H  Ccirstens,  of  Detroit  (open- 
ing the  discussion):  There  are  one 
or  two  points  that  I  want  to  criticise. 
The  use  of  ice  in  post-partum  haemor- 
rhage is  bad  practice,  because  I  think 
ice  is  not  an  aseptic  agent.  I  should 
prefer  to  use  a  remedy  which  is  very 
common  and  universally  known,  and 
one  you  can  obtain  anywhere.  It 
will  stop  post-partum  haemorrhage  as 
promptly  as  anything  possibly  can, 
and  it  is  vinegar. 

Dr.  William  H.  Taylor,  of  Cincin- 
nati :  You  doubtless  know  the  witty 
reply  to  the  question  as  to  how  early 
a  child's  education  ought  to  begin, 
which  was  that  it  should  commence 
twenty-five  years  before  its  birth.  I 
think  the  treatment  of  puerperal 
haemorrhages  ought  to  begin  several 
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months  before  they  occur.  I  was 
called  to  see  a  case  in  which  there 
was  considerable  haemorrhage  at  the 
time  of  delivery.  I  learned  for  the 
first  time  that  the  woman  had  had 
chronic  malaria,  and  she  said  to  me  that 
before  her  pregnancy  began  she  had 
bled  very  alarmingly  at  her  menstrual 
periods.  In  a  woman  in  whom  uraemic 
cachexia  has  developed,  Bright's  dis- 
ease is  present,  or  there  are  any  indi- 
cations of  lowered  vitality,  it  is  impor- 
tant to  deal  with  that  case  long  before 
the  time  of  delivery,  and  it  has  been 
my  habit  for  several  years  to  charge 
my  hypodermic  syringe  with  a  solution 
of  ergot,  and  to  give  positive  instruc- 
tions that  there  shall  be  hot  water 
ready  at  the  time  of  delivery. 

Dr.  H.  W.  Longyear,  of  Detroit.: 
One  point  touched  upon  in  the  paper 
should  be  emphasized  a  little  more, 
namely,  the  too  early  delivery  of  the 
after-birth  by  the  Crede  method. 
Where  the  after-birth  is  immediately 
expressed  after  delivery  of  the  child 
by  an  inexperienced  person,  it  is  liable 
to  result  in  haemorrhage. 

Dr.  John  M.  Duff,  of  Pittsburg: 
The  subject  under  discussion  is  one 
of  the  most  important  connected  with 
obstetrics.  A  physician  in  my  city 
of  thirty  years'  experience  as  an  ob- 
stetrician, and  who  sometimes  points 
his  finger  at  me  for  my  preparation 
in  my  emergency  cases  of  labor,  had 
a  case  of  post-partum  haemorrhage. 
He  sent  for  me,  and  when  I  reached 
the  house,  a  lady  came  to  the  door 
and  said  there  was  no  necessity  for 
me.  The  woman  was  dead.  This 
illustrates  the  importance  of  prepara- 
tion for  emergency  cases. 

Dr.  W.  P.  Manton,  of  Detroit:  I 
do  not  see  any  cases  of  post-partum 
haemorrhage  in  my  own  practice.     I 
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do  see  them  in  consultation  practice 
sometimes.  In  that  class  of  patients 
who  are  particularly  liable  to  post- 
partum haemorrhage  I  watch  them 
carefully  during  pregnancy  and  labor. 
I  agree  with  Dr.  Longyear  that  the 
too  early  removal  of  the  placenta  by 
the  inexperienced  results  in  post- 
partum haemorrhage. 

Dr.  Joseph  Hoffman,  of  Philadel- 
phia: In  the  matter  of  post-partum 
haemorrhage  I  am  theorizing.  I  have 
never  had  a  case.  I  do  not  think  they 
ought  to  occur.  I  think  the  habit  of 
some  obstetricians  in  leaving  the 
house  in  a  very  great  hurry  after  the 
child  is  born  is  fraught  with  danger. 
No  obstetrician  ought  to  leave  the 
house  without  carefully  examining 
the  patient.  This  is  a  general  prac- 
tice with  me.  I  do  not  use  ergot.  I 
do  not  believe  it  is  necessary,  and  I 
think  its  use  may  in  many  respects 
be  dangerous. 

Dr.  A.  Vander  Veer,  of  Albany 
(closing  the  discussion):  I  desire  to 
express  my  thanks  for  the  kind  way 
in  which  the  Fellows  have  discussed 
my  paper.  In  my  address  I  spoke  of 
packing  the  uterus  with  iodoform 
gauze.  I  believe  it  can  be  done  with 
the  patient  in  Sims'  position  with  a 
duck-bill  speculum,  the  uterus  being 
held  in  a  fixed  position  by  the  tenac- 
ulum speculum.  The  sound  is  quite  a 
useful  instrument  for  this  purpose. 

Dr.  E.  E.  Montgomery,  of  Philadel- 
phia, presented  a  paper  on 
SACRAL    resection;    its    place    in 

PELVIC    SURGERY. 

He  described  the  operation,  the 
methods  of  performance,  and  ad- 
vocated the  resection  of  the  sacrum 
on  one  side  below  the  third  sacral 
foramen,  in  order  that  the  nerves 
making  their  exit  from  the  foramen 


on  the  other  side  should  be  undis- 
turbed. He  claimed  that  the  operation 
had  a  distinct  place  in  all  diseased 
conditions  of  the  lower  and  middle 
part  of  the  rectum,  and  advocated  it 
particularly  in  place  of  colotomy, 
where  the  disease  could  be  removed, 
and  considered  it  superior  to  colot- 
omy in  the  fact  that  it  afforded  an 
opening  which,  being  closely  attached 
to  the  bone,  was  less  likely  to  con- 
tract, did  not  require  the  patient  to 
assume  an  unnatural  attitude  in  order 
to  evacuate  the  bowels,  and  the  situa- 
tion enabled  the  patient  to  wear  a  pad 
which  would  more  effectually  control 
the  evacuation.  The  operation,  also, 
was  the  only  one  which  afforded  the 
patient  a  chance,  in  those  cases  in 
which  the  disease  had  extended  from 
the  rectum  to  the  uterus  or  upper 
part  of  the  vagina.  It  was  applica- 
ble to  cases  in  which  the  uterus  alone 
was  involved,  where  the  vaginal  canal 
was  undilated,  the  uterus  more  or  less 
fixed  by  inflammatory  exudation  or 
the  presence  of  previous  tubal  touble, 
although  in  these  cases  it  may  be 
questioned  whether  it  is  preferable  to 
do  this  plan,  or  to  open  the  abdomen 
and  reach  the  uterus  from  above,  with 
the  patient  in  the  Trendelenberg  pos- 
ture. He  also  proposes  it  as  a  suit- 
able method  of  reaching  and  draining 
some  collections  of  pus  in  the  retro- 
uterine cavity,  where  Nature  had 
already  erected  barriers  above,  that 
prevented  the  infection  of  the  general 
peritoneum.  In  such  cases  the  cav- 
ity could  be  cleaned  out,  flushed  and 
drained  without  the  danger  of  exten- 
sive infection. 

A  CLINICAL  REPORT  OF  GALLBLADDER 
OPERATIONS.  BY  RUFUS  B.  HALL, 
M.D.,    CINCINNATI,    O. 

He  reported  seven  cases,  all  of  the 
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gall  bladder  operations  that  he  had 
made,  in  three  of  which  the  common 
duct   was   obstructed  from  three   to 
seven  and  nine  weeks  respectively.  The 
case  with  obstruction  for  three  weeks 
recovered  from  the   operation.      The 
case  with  obstruction  for  seven  weeks 
had  gall  stones  for  eight  years  before 
operation,  and  at  the  time  of  the  oper- 
ation  had   a   stone  impacted  in  the 
common  duct,  and  malignant  disease 
at  the  head  of  the  pancreas  and  ob- 
structing the    common    duct.      The 
case  with  obstruction  for  nine   weeks 
had  a  stone  so   firmly  impacted  that 
he  had  to   incise   the   common   duct 
for   his   removal.     The    three    cases 
were  in  extremis  at  the  time  of  oper- 
ation, from  the  long-continued  cholae- 
mia.     The  cases  for  seven  and  nine 
weeks  died  from  exhaustion   on   the 
third  and  sixth  days  after  the  opera- 
tion.    The  remaining  cases  in  which 
the    cystic   duct   was  obstructed  re- 
covered, making  five  recoveries  and 
two  deaths.     With  the  light  of  his  ex- 
perience the  author  would  hesitate  to 
advise   an  operation   in  cases  where 
there  had  been  complete  obstruction 
of  the  common  duct  for  seven  to  nine 
weeks.     The  powers  of  recuperation 
in  such  profound  and  continued  cho- 
laemia  is  so  feeble  that  we  can  hardly 
hope  for  other  than  a  fatal   termina- 
tion.    The   author   of  the    paper    is 
strongly  inclined  to  the  opinion  that 
there  is  a  causative  relation  between 
gall  stones  and  malignant  disease  in 
and  about  the  gall  ducts  and  head  of 
the   pancreas.     He   thinks   that   the 
long  years  of  continued  irritation  from 
the  presence  of  gall  stones   and   the 
consequent  repeated  attacks  of  hepa- 
titis  favor  the  development   of   ma- 
lignant disease  in  and  about  the  gall 
•ducts.     He  urges  early  exploration  in 


obscure  hepatic  disease  of  a  number 
of  years  standing,  even  if  a  positive 
diagnosis  of  gall  stones  cannot  be 
made,  and  cites  a  case  in  which  he 
removed  ninety-one  gall  stones  under 
similar  circumstances.  In  that  case 
the  patient  had  pain  in  the  region  of 
the  gall  bladder  and  liver,  but  no 
other  signs  of  gall  stones.  If  early 
operation  was  made  there  would  not 
be  so  many  cases  of  obstruction  of 
the  common  duct  with  the  high  mor. 
tality  following  that  complication.  If 
all  of  the  cases  operated  upon,  where 
the  common  duct  was  obstructed 
could  be  tabulated,  the  mortality 
would  probably  be  very  great.  On 
the  other  hand,  the  operation  in  cases 
where  the  common  duct  is  not  ob- 
structed the  mortality  is  very  small. 
These  facts  should  be  sufficient  to 
warrant  early  exploration. 

DISCUSSION    ON    DR.    HALL's    PAPER. 

Dr.  Edwin  Ricketts,  of  Cincinnati: 
I  have  recently  opened  the  abdomen 
the  thirteenth  time  for  obstruction  of 
the  gall  duct.  There  is  one  proced- 
ure that  I  want  to  criticise  that  was 
resorted  to  by  Dr.  Hall,  namely,  in- 
cising the  common  duct  for  the  re- 
moval of  common  stones. 

I  think  that  if  we  introduce  a  short 
glass  drainage  tube,  not  very  large  in 
circumference,  into  the  common  duct 
after  the  gall  bladder  is  stitched  to 
the  peritonaeum,  and  wash  out  the 
common  duct  through  the  glass  drain- 
age tube  by  means  of  warm  water, 
that  the  syringe  will  dislodge  the  stone 
or  stones  from  the  common  duct.  I 
have  seen  some  of  these  obstructions 
relieved  in  that  way. 

Dr.  W.  H.  Myers,  of  Fort  Wayne: 
I  had  a  lady  under  my  observation 
some  months  ago  in  whose  case  I  re- 
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moved  six  gall  stones.  There  was 
obstruction  of  the  cystic  duct.  The 
cystic  duct  was  obliterated  in  that 
case,  but  the  fistula  did  not  close  up. 
The  mucous  discharge  continued  after- 
ward, and  the  patient  left  me  very 
much  displeased  on  account  of  the 
fistula  remaining  open.  I  could  easily 
,have  removed  the  gall  bladder. 

Dr.  Rufus  B.  Hall,  of  Cincinnati 
(closing  the  discussion):  I  desire  to 
thank  the  gentlemen  for  their  kind 
remarks  and  to  refer  to  one  other  case 
that  I  have  in  mind,  that  of  a  gentle- 
man who  has  passed  more  than  three 
hundred  gall  stones  in  the  past  year. 
The  gall  stones  are  nearly  all  the 
same  size  and  vary  from  the  size  of 
a  split  pea  to  a  pea.  He  suffers  ter- 
rific attacks  of  pain  every  two  weeks. 

DISCUSSION  ON   DR.   MORRIS*  PAPER.^ 

Dr.  Edwin  Walker,  of  Evansville : 
Something  like  fifteen  years  ago  Dr. 
Louis  A.  Sayre,  of  New  York,  called 
attention  to  certain  neuroses  which 
arose  from  adherent  prepuce  in  the 
male,  and  also  mentioned  some  cases 
that  had  occurred  in  young  girls.  I 
circumcized  quite  a  number  of  chil- 
dren with  different  forms  of  neuroses 
including  chorea  and  epilepsy.  My 
results  were  highly  satisfactory  for  a 
short  time.  I  remember  the  case  of 
a  little  boy  who  had  as  many  as 
twenty  epileptic  seizures  in  a  day. 
After  the  operation  he  did  not  have  a 
seizure  for  several  months,  but  they 
eventually  returned  and  his  condition 
was  as  bad  as  before. 

Dr.  Joseph  Hoffman,  of  Philadel- 
phia :  Dr.  Walker's  remarks  remind 
us  that  there  is  nothing  new  under 
the  sun.  We  all  know  that  Mr. 
Baker  Brown  saw  all  of  the  difficulties 
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and  perversions  of  sexuality  in  women 
as  being  due  to  the  clitoris,  and  he 
did  the  operation  of  clitoridectomy  so- 
frequently  that  he  was  severely  criti- 
cised by  his  brothers  in  the  profes- 
sion. I  had  under  my  observation  a 
very  remarkable  case  of  "hystero- 
epilepsy"  in  a  male  child,  which  was 
due  entirely  to  adhesions  of  the  pre- 
puce around  the  glans.  This  was  re- 
lieved and  the  boy,  now  some  two- 
years  since,  has  not  had  a  recurrence. 

Dr.  W.  P.  Manton,  of  Detroit:  I 
desire  to  thank  Dr.  Morris  for  his  ex- 
cellent paper.  I  see  every  year  a 
large  number  of  women,  and  the  ma- 
jority of  insane  women,  as  is  well 
known,  practice  onanism.  I  have  no 
doubt  that  the  preputial  adhesions 
may  have  something  to  do  with  the 
constant  desire  these  patients  have 
for  rubbing  the  parts. 

Dr.  George  H.  Rohe,  of  Catons- 
ville,  Maryland  :  In  my  paper  to-mor- 
row I  shall  endeavor  to  impress  upon 
the  Fellows  of  the  Association  the 
importance  of  early  taking  these  cases 
in  hand.  If  we  expect  any  great 
benefit  to  result  from  surgical  inter- 
ference for  neuroses,  or  psychoses,  it 
must  be  early,  before  the  morbid 
habit  has  been  firmly  established.  I 
am  grateful  to  Dr.  Morris  for  his  re- 
searches, and  I  shall  take  opportunity 
to  verify  them  in  my  practice. 

Dr.  A.  H.  Cordier,  of  Kansas  City: 
Dr.  Sayre  advanced  similar  views  a 
few  years  ago  and  specified  clearly 
the  class  of  cases  that  should  be  oper- 
ated on  as  giving  rise  to  reflex  symp- 
toms, etc.  I  have  in  a  number  of 
instances  operated  on  cases  early  be- 
fore structural  changes  had  taken 
place  in  the  central  nervous  system- 
and  thereby  cured  the  patients. 

Dr.  Robert  T.  Morris  (closing  the 
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•discussion)  :  My  paper  will  answer  all 
of  the  points  that  have  been  brought 
out.  I  have  tried  to  present  the  mat- 
ter in  a  scientific  way,  so  that  I  can- 
not be  misunderstood.  The  paper  is 
a  lengthy  one  and  as  it  appears  will 
treat  the  subject  as  fairly  as  I  am 
able  to  do  it. 

TWENTY-FIVE  CASES  OF  EXTIRPATION 
OF  THE  UTERUS — A  CONSIDERATION 
OF  ULTIMATE  RESULTS. 

Dr.  Charles  A.  L.  Reed,  of  Cincin- 
nati, presented  a  report  of  twenty- 
five  cases  of  complete  vaginal  extir- 
pation of  the  womb  for  cancer,  with 
only  two  primary  deaths — one  from 
shock  and  one  from  iodoform 
poisoning.  Of  the  twenty-five  oper- 
ated upon  but  fourteen  were  of  more 
than  two  years'  standing,  and  hence 
were  all  that  could  be  discussed  with 
reference  to  their  ultimate  results. 
These  fourteen  were  divided  into  two 
classes  of  seven  each,  viz.,  those  in 
which  the  disease  had  existed  for  more 
than  six  months  before  the  operation, 
and  those  in  which  it  had  ex  isted  for 
less  than  six  months  before  the  oper- 
ation. Of  the  first  class,  i.e.,  those  of 
more  than  six  months'  (an  average  of 
ten  months)  previous  duration,  all 
were  dead ;  of  the  second  class,  i.e., 
those  of  less  than  six  months*  (an  aver- 
age of  four  months)  previous  duration, 
only  one  has  since  died.  One  of  the 
recoveries  is  of  more  than  five  years' 
duration.  The  conclusion  from  these 
figures  is,  that  cases  of  cancer  of  the 
uterus  ought  to  be  remanded  for  oper- 
ation as  soon  as  diagnosed.  Dr.  Reed 
looks  upon  total  extirpation  as  the  only 
•operation  to  be  advised  or  practiced 
in  these  cases,  the  primary  mortality 
from  which,  in  experienced  hands, 
varies  from  5  to  8  per  cent. 


DISCUSSION    ON    DR.    REED  S    PAPER. 

Dr.  Edwin  Ricketts,  of  Cincinnati : 
One  word  as  to  the  early  diagnosis  of 
cancer  of  the  uterus.  Are  we  to  de- 
pend upon  the  curettings  as  handed 
to  the  microscopists  t  If  so,  micro- 
scopy has  got  to  advance  much  further 
than  it  is  at  the  present  time  before 
we  can  make  as  early  a  diagnosis  of 
cancer  of  the  uterus  as  is  necessary. 
Two  years  ago  a  lady  consulted  me 
for  operation,  and  the  curettings  taken 
from  that  uterus,  in  which  I  suspect- 
ed cancer,  were  submitted  to  four 
different  microscopists.  Two  of  them 
said  it  was  cancer;  the  others  said  it 
was  not.  Some  of  the  slides  were 
sent  to  an  eminent  Vienna  micro- 
scopist,  and  were  returned  with  the 
reply  that  he  would  not  venture  an 
opinion. 

Dr.  Joseph  Hoffman,  of  Philadel- 
phia :  The  operation  for  high  amputa- 
tion is  one  that  is  applicable  in  certain 
cases.  If  there  are  any  lines  to  decide 
the  exact  degree  of  invasion  of  the 
tissue  the  operation  would  have  some 
justification,  but  it  is  impossible  to 
tell  where  the  limits  of  the  disease  are, 
just  as  the  surgeon  operates  and  finds 
it  in  the  broad  ligament,  when  it 
appeared  to  be  only  in  the  cervix  or 
uterus.  A  great  many  operators 
have  been  working  on  the  lines  of 
experimentation.  They  have  been 
doing  a  more  difficult  operation,  one 
that  takes  more  time  and  incurs 
more  risk. 

Dr.  L.  H.  Dunning,  of  Indianapolis : 
A  little  more  than  three  years  since 
I  was  an  advocate  of  the  operation  of 
high  amputation.  I  did  something 
like  thirty-five  high  amputations  with 
most  excellent  results.  Two  or  three 
years  ago  Dr.  Reamy  and  myself  op- 
posed Dr.  Martin  at  a  meeting  of  the 
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American  Medical  Association  on  this 
subject,  both  of  us  taking  the  ground 
that  where  the  involvement  was  slight 
high  amputation  offered  the  best  re- 
sults, for  the  reason  that  it  was  more 
easily  accomplished,  with  less  danger 
to  the  patient,  and  better  ultimate 
results.  I  am  not  entirely  convinced 
yet  that  high  amputation  is  not  quite 
as  good  and  favorable  in  its  results  as 
total  extirpation  in  very  many  cases. 
Dr.  C.  A.  L.  Reed  (closing  the  dis- 
cussion) :  I  believe  that  good  results 
have  followed  high  amputation  in  indi- 
vidual cases.  I  consider  total  extir- 
pation a  less  difficult  operation. 

DISCUSSION    ON    THE    PAPERS    OF 
DRS.    MANTON    AND    ROHE:.^ 

Dr.  C.  B.  Burr,  of  Pontiac,  Michigan 
(opening  the  discussion):  The  Eastern 
Michigan  Asylum,  with  which  I  am 
connected,  has  had  for  several  years 
a  consulting  gynaecologist.  In  behalf 
of  gynaecology  I  will  say  that  abdomi- 
nal surgeons  should  be  very  careful 
not  to  exceed  certain  limitations  in 
operating  either  upon  the  sane  or  in- 
sane women.  In  two  instances  Dr. 
Manton  has  operated  somewhat  di- 
rectly to  reach  the  patient's  mental 
condition.  The  operation  was  done 
in  one  case  for  the  patient's  welfare 
and  the  well-being  of  everybody 
around  her.  She  was  a  most  de- 
graded, hopeless,  demented,  and  un- 
comfortable patient,  and  had  the  bad 
habit  which  the  doctor  alluded  to. 

Dr.  J.  H.  Carstens,  of  Detroit:  I 
remember  some  years  ago  Dr.  Holmes, 
of  Chatham,  Ontario,  reported  a  large 
number  of  cases  in  which  he  claimed 
that  puerperal  insanity  was  due  to  a 
lacerated  cervix,  and  the  repair  of  it 
cured    the    cases.      It   is   absolutely 
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necessary  for  us  to  make  an  early 
diagnosis  and  remove  the  source  of 
irritation.  If  this  is  done  late  second- 
ary changes  take  place,  so  that  no 
benefit  will  accrue  from  the  operation. 

Dr.  Edwin  Ricketts,  of  Cincinnati: 
A  young  lady,  21  years  of  age,  who 
had  been  an  invalid  for  four  years, 
consulted  me.  At  the  beginning  of 
that  time  she  weighed  160  pounds, 
when  she  became  a  hystero-epileptic. 
She  lost  fifty  pounds  of  flesh.  She 
had  undergone  all  of  the  medicinal 
treatment  that  could  be  called  into 
requisition.  Her  abdomen  was  opened, 
an  intra-ligamentous  cyst  found  on 
the  left  side,  and  two  diseased  ovaries, 
adherent  and  bound  down,  were  re- 
moved. The  attacks  from  November 
until  April  were  not  so  frequent,  and 
the  patient  seemed  as  though  she  was 
not  going  to  derive  any  benefit 
from  the  operation.  A  week  before 
coming  here  I  received  a  letter  from 
her  in  which  she  states  that  she  is 
able  to  take  care  of  herself. 

Dr.  Willis  P.  King,  of  Kansas  City: 
I  have  long  since  believed  that  there 
should  be  a  consulting  gynaecologist 
for  all  of  our  insane  asylums.  I  do 
not  believe  that  all  insane  women 
have  pelvic  diseases,  but  I  do  believe 
that  many  of  them  have,  and  that 
these  diseases  are  the  cause  of  their 
insanity,  and  if  operated  upon  early 
great  good  might  be  done.  It  is  my 
experience  that  non-inflammatory  dis- 
eases of  the  pelvic  organs,  cystic  de- 
generation of  the  ovaries  create  more 
disturbances  of  the  minds  of  women 
than  pure  inflammatory  conditions. 

Dr.  James  F.  W.  Ross,  of  Toronto, 
Canada :  Dr.  Rohe  has  been  doing 
pioneer  work,  and  he  has  been  able  to 
use  his  judgment  in  the  direction  in 
which  he  has  worked    being  backed 
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by  an  intelligent  board  of  managers. 
In  the  specimens  that  have  been  pre- 
sented, a  great  many  of  them  un- 
doubtedly have  adhesions.  But  the 
point  I  wish  to  make  is  this,  that  un- 
less a  woman  is  suffering  from  severe 
inflammatory  symptoms,  pain,  etc., 
such  as  would  invalid  her,  I  would  not 
operate.  If  the  disturbance  of  men- 
struation will  produce  insanity,  then 
the  production  of  the  cessation  of 
menstruation  ought  to  be  a  method  of 
cure. 

Dr.  John  C.  Sexton,  of  Rushville, 
Indiana :  The  essayist  in  his  paper 
referred  to  the  anaesthesia  of  insane 
patients.  I  have  a  striking  illustra- 
tion of  that  symptom.  The  patient  had 
child-bed  fever  following  labor,  and 
partially  recovered,  but  was  left  with 
a  great  deal  of  pain  in  the  pelvis. 
She  went  from  one  physician  to  an- 
other trying  to  get  relief,  and  utterly 
failed.  I  found  upon  examination  of 
the  pelvis  decided  masses  upon  either 
side,  advised  their  removal,  and  was 
promptly  discharged.  A  few  weeks 
after  being  in  the  hands  of  another 
physician  she  was  relieved  of  the  pain 
suddenly,  and  then  denied  to  her 
family  and  friends  that  she  had  ever 
had  it.  One  symptom  of  insanity  fol. 
lowed  rapidly  upon  another ;  she  was 
taken  to  an  asylum,  and  died  of 
secondary  tuberculosis. 

Dr.  C.  A.  L.  Reed,  of  Cincinnati : 
I  have  been  very  much  interested  in 
this  subject  for  some  time,  and  have 
had  occasion  to  previously  express 
myself  with  regard  to  the  aetiological 
relationship  of  disease  within  the  fe- 
male pelvis  to  alienation  in  women. 
I  have  also  expressed  myself  upon  the 
inhumanity  of  the  existing  system  of 
incarcerating  afflicted  women  in  these 
asylums,  which  makes  it  devolve  upon 


one  man  to  take  within  his  purview 
the  treatment  of  diseases  of  the  eye, 
ear,  of  the  respiratory  organs,  and  of 
diseases  of  the  generative  organs  and 
master  them  all  with  regard  to  the 
cure  of  insanity.  Unfortunately  the 
gentlemen  connected  with  these  in- 
stitutions have  not  recognized  the 
relationship  of  organic  diseases  to  dis- 
eases of  the  mind  and  nervous  system ; 
consequently  they  have  treated  the 
set  of  troubles  from  a  metaphysical 
standpoint  chiefly,  and  have  confined 
their  view  of  the  somatic  changes  to 
the  brain  itself. 

Dr.  Edwin  Walker,  of  Evansville, 
Indiana :  I  have  seen  cases  of  puer- 
peral insanity,  two  of  which  I  can  call 
to  mind  at  present,  one  of  which  died 
and  the  other  became  hopelessly  de- 
mented, nothing  of  a  surgical  nature 
having  been  done  for  them.  I  am 
satisfied  their  trouble  was  due  to  in- 
flammatory lesions.  On  the  other 
hand  I  have  seen  a  number  of  cases 
operated  on  for  psychoses  and  neuro- 
ses which  have  been  improved  by  an 
operation,  yet  I  would  like  to  see  go 
out  as  the  dictum  of  this  Association 
that  operations  should  be  made  for 
lesions  only. 

Dr.  Rufus  B.  Hall,  of  Cincinnati : 
In  reference  to  the  pathological  con- 
dition present  in  the  specimens  that 
have  been  exhibited  justifying  opera- 
tion I  will  say  that  there  are  but  few 
specimens  in  the  collection  in  which 
a  physician  would  be  willing  to  advise 
an  operation  in  a  sane  patient  from 
the  pathological  condition  made  out 
before  the  section. 

Dr.  A.  Vander  Veer,  of  Albany  :  I 
have  been  deeply  interested  for  a 
number  of  years,  particularly  in  the 
line  of  hystero-epilepsy.  I  hardly 
think  it  is  fair  for  us  to  criticise  these 
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specimens  as  handed  to  us,  for  I  un- 
derstood the  essayist  to  say  that  they 
are  over  a  year  old,  consequently  we 
cannot  judge  as  to  the  real  pathologi- 
cal conditions.  I  believe  it  should  be 
a  routine  practice  with  us  that  when 
we  remove  an  ovary  we  should  make 
an  immediate  record  of  its  pathologi- 
cal condition.  It  should  be  floated, 
and  the  adhesions  then  present  should 
be  noted. 

Dr.  George  H.  Rohe  (closing 
the  discussion):  I  am  not  one  of 
those  who  believe  that  all  insane 
women  should  have  their  ovaries  re- 
moved in  order  not  to  procreate,  nor 
am  I  ready  to  say  that  the  testicles  of 
a  man  should  be  removed  in  order  to 
render  him  unfit  for  procreation.  I 
believe  the  operation  was  justifiable 
in  the  cases  I  have  reported,  primarily 
on  account  of  the  local  pathological 
changes,  and  secondarily  I  thought 
there  was  sufficient  reason  to  do  an 
operation  to  prevent  the  further  de- 
velopment of  pathological  changes. 

SIX  CONSECUTIVE  CASES  OF  EXTRA- 
UTERINE PREGNANCY  AND  THE 
LESSON  THEY  TEACH.  BY  RUFUS  B. 
HALL,    M.D.,    CINCINNATI,    O. 

The  author  said  he  would  try  to  illus- 
trate and  emphasize  a  few  facts  in 
connection  with  the  subject  of  extra- 
uterine pregnancy,  which  are  of  great 
practical  importance  to  the  general 
practitioner  and  specialist  alike.  He 
illustrated  from  clinical  facts  the  diffi- 
culty attending  a  correct  diagnosis  as 
to  intra-  and  extra-peritoneal  rupture 
of  the  sac  in  extra-uterine  pregnancy 
in  the  early  months  of  gestation,  and 
the  danger  to  the  patient  in  attempt- 
ing the  same,  thus  encouraging  delay 
in  making  the  necessary  operation,  in 
those  cases   where   the   rupture   has 


occurred.     In  the  six  cases  reported 
as  the  basis  of  his  paper,  five  had  rup- 
tured before  the  operation  was  made. 
In  all  the  ruptures  had  occurred  from 
three  to  five  weeks  before  the  opera- 
tion, and  in  every  instance   the  sac 
showed  conclusively  that  the  rupture 
was    free    into  the     peritoneal    cav- 
ity from   the   first  and  not  into  the 
folds  of  the  broad  ligament.     The  au- 
thor dwelt  upon  the  fact  that  in  two 
of  the  cases  the  first  and  fourth  in 
the  series,  the  blood  clot  had  become 
so  firm  by  the  absorption  of  the  fluid 
portion  of  the  blood,  and  from  the  ad- 
hesions of    intestine    and    omentum 
above,  so  as  to  depress  the  pelvic  floor, 
making  it  appear  from   the  physical 
examination  that  the  haemorrhage  was 
really  in  the  folds  of  the  broad  liga- 
ment.    That  all  recovered,  when  we 
consider  the  clinical  history  in  the  in- 
dividual cases,  must  be  considered  in 
the  nature  of  a  happy  surprise.     The 
lesson  conveyed  in  the  report  of  the 
cases  was  that  there  are  no  certain 
means  of  knowing  before  the  opera- 
tion whether  or  not  the  rupture  has 
taken  place  into  the  peritoneal  cavity 
of  the  broad  ligament ;  especially  is 
this  true  if  the  rupture  occurs  in  the 
first  few  weeks  of  gestation.     There- 
fore, if  we  treat  all  cases  of  rupture 
as  if  they  were  really  ruptures   into 
the  peritoneal  cavity  it  would  be  the 
correct  practice.     The  author  of  the 
paper  believes  if  a  case  comes  under 
observation  before  the  fourth  month 
of  gestation  it  is  the  duty  of  the  phy- 
sician not  to  wait  until  he  is  certain 
that  rupture  has  taken  place  into  the 
peritoneal  cavity  before  advising  an 
operation,  but  to  give  the  patient  the 
best  chance  for  her  life — and  what  is 
an  abdominal  section — and  that  with- 
out delay. 
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Ectopia  Testis. 


Edward  A.  Ballock,  M.D.  {Medi- 
cal Record,  August,  1892),  reports  a 
■case  of  this  nature  where,  in  1889, 
one  testicle  was  removed  from  the 
groin  of  a  man  of  about  47  years  of 
age,  married,"  and  childless.  Relief 
from  all  pain  was  immediate  and  lasted 
until  1890,  when  he  called  on  Dr. 
Ballock  for  relief  from  almost  the 
same  symptoms  as  those  of  1889. 
Examination  gave  a  spare  but  well- 
nourished  frame,  good  family  history. 
Mitral  murmur,  but  other  vital  organs 
normal.  Penis  undersized;  scrotum 
^undeveloped;    tumor   in   left    groin, 


tender  but  firm  and  solid  to  the  touch. 
Incision  made,  and  testicle  shown  with 
cord  attached  at  its  centre,  and  tumor 
constricted  by  external  inguinal  ring. 
Ring  cut  and  cord  ligated.  Recovery 
perfect.  It  is  interesting  to  know 
that  in  1889  the  wife  had  undergone 
double  ovariotomy.  In  conclusion, 
Dr.  Ballock  says  that  where  other 
means  fail  to  relieve  the  symptoms 
the  operation  is  justifiable.  The 
mortality  has  been  exceedingly  low — 
fifty  reported  cases,  with  only  one 
death  from  peritonitis. 


Treatment  of  Heart  Failure  from  Chloroform. 


The  International  Medical  Maga- 
zine gives  a  new  method  of  procedure. 
The  idea  is  based  on  irritation  pro- 
duced on  the  heart  by  rapid  blows 
or  compressing  motions  on  the  surface 
of  the  chest  in  the  cardiac  region, 
and  the  plan  of  treatment  is  for  the 
•operator,  standing  on  the  left  of  his 


patient,  to  place  his  right  hand  over 
the  heart,  the  base  of  the  thumb  rest- 
ing midway  between  the  apex  and 
sternum,  the  left  hand  on  the  right 
side  of  the  chest  to  steady  it.  Rapid 
compressing  movements  are  then 
made  with  the  right  hand,  running  as 
many  as  120  per  minute. 


Methylene-Blue. 


Surgeons  for  some  time  past,  says 
T)r.  W.  F.  Bogg  {Am.  Practitioner  and 
News)  have  been  using  this  remedy 
with  a  degree  of  success  in  cases  of 
malignant  growth,  but  it  was  reserved 
for  him  to  prove  its  value  in  pyo- 
nephrosis. In  two-grain  doses,  every 
three  hours,  elimination  of  all  signs 


of  disease  was  marked,  and  at  the  end 
of  six  months  the  patient  was  pass- 
ing normal  urine,  with  only  an  occa- 
sional trace  of  pus.  Locally,  in 
strength  of  one  to  eight,  and  inter- 
nally in  two-grain  doses,  out  of  fifty- 
two  cases  of  diphtheria  not  one  was 
lost. 
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Abdominal  Pregnancy  at  Term. 


Dr.  H.  C.  Coe,  of  New  York 
(^Medical  Recoj'd),  recently  performed 
laparotomy    in   a  case  of   abdominal 


pregnancy  at  term,  and  Caesarean- 
section  in  a  case  of  dystocia.  Both 
cases  had  a  successful  termination. 


Cannabis  Indica  for  Women. 


B.     Ext.  cannabis  indicae 

Ext.  belladon.  aa     gr.  i. 

01.  theobrom.,  3  iss 

M.  Sig.  — Suppos.  No.  I. 

Use   every   night    for  five    nights 

previous  to  anticipated  period  in  dys- 

menorrhoea.     Full  doses  of  cannabis 

indica  must  be  given,  and  will  insure 


relief  in  pains  of  cancer  and  spasmodic 
dysmenorrhoea.  In  neuralgias,  megrim 
and  headache  of  anaemic  women  it  has 
served  a  useful  purpose. — Dr.  J.  B. 
Mattison,  in  Birmingham  Medical 
Reviezv. 


GYNAECOLOGICAL    THERAPEUTICS. 


Enema  :  Eggs. 

The  addition  of  about  fifteen  grains  of 
common  salt,  says  Dr.  Duber,  to  each  Qgg 
used  will  markedly  promote  the  absorption  by 
the  rectum.  Peptonizing  also  increases  the 
rapidity  and  positiveness  of  absorption. 


The  Uose  of  Nitro-glycerixe. 
It  is  claimed  the  negative  results  obtained 
in  the  use  of  this  drug  are  often  due  to  the 
smallness  of  the  dose.  One  case  mentioned 
by  Dr.  Peabody,  with  diffuse  nephritis, 
mitral  insufficiency  and  general  arterial  scle- 
rosis, began  with  the  usual  dose  (i:ioo)  and 
worked,  in  four  years,  up  to  a  daily  dose  of 
twenty-four  gains.  In  another  case  with  high 
tension  pulse  and  occasional  attacks  of  pro- 
fuse and  painful  vomiting,  the  dose  at  first 
was  i-ioo  of  a  grain,  increasing  up  to  one  grain 
every  three  hours.  A  third  case  was  reported 
as  having  three  grains  every  hour.  The  effect 
should  be  carefully  noted  and  the  dose  in- 
creased until  the  physiological  effect  is  ^xo- 
dwctd..— Atlanta  Medical  arid  Surgical  Jour- 
nal. 


Vaginismus. 
In  obstinate   cases  of  this  affection.  Dr. 
Sinety  advises  the  use  of  one  suppository  of 
the  following  composition,  as  required : 
B.     Thymol,  gr.  iij. 

Extracti  belladonnse,        gr.  xij. 
Potassii  bromidi,  5  ss. 

Olei  theobromse,  3;  iv. 

M.  et  fiat  suppositoria  No.  4. 

Medical  Record,  N.  Y. 

Vomiting  of  Pregnancy. 

Vomiting  of  pregnancy,  when  severe,  is 
treated  by  Dr.  Neichtoube  in  the  following 
way: 

B.     Cocaine  sulphat.,  gm.      i 

Aq.  dest.,  gms.  60. 

Take  ten  drops.  If  necessary  repeat  in  an 
hour.  If  no  effect  is  produced,  repeat  at  the 
end  of  three  hours.  The  following  day  give 
five  or  six  drops  three  times,  and  keep  it  up 
until  the  vomiting  ceases.  At  the  same  time 
apply  to  the  vagina  tampons  covered  with  a 
2  per  cent,  cocaine  ointment. — American- 
Practitioner  and  News. 
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Pediculi  Pubis. 
Corrosive  sublimate  solution  in  vinegar  in 
strength  of  1-5000  not  only  kills  the  louse  but 
also  the  eggs.  Benzine  also  does  the  same, 
but  it  is  far  too  inflammable  to  use  with 
safety. — Medical  Mirror. 

Pruritus  Vulv^. 
R .     Aluminii  nitratis,  gr.  xxiv. 

Aquae,  %  iv. 

Sig. — Use  as  wash  over  the  external  geni- 
talia ;  also  can  be  used  in  the  vaginal  cavity. 
—Bulloch,  in  Medical  Monthly,  N.  Y. 

Abortion. 
The  exhibition  of  two  and  one-half  grain 
pills  of  asafoetida  in  cases  of  habitual  abortion 
has  been  followed  with  a  great  degree  of  suc- 
cess in  preventing  these  accidents.  The  pills 
are  administered  from  the  time  the  diagnosis 
of  pregnancy  is  made.  Two  each  day,  grad- 
ually increasing  to  ten,  and  then  decreasing 
the  drug  until  the  normal  term  is  reached. — 
Medical  Record,  N.  Y. 


Fissured  Nipples. 

Tincturse  benzoini  compostitae,  TTL  xiv. 

OHaeolivae,  3iiss. 

Petrosehni  (or  lanolin),  3  vi. 

M. 

Sig. — Apply  to  nipple  after  nursing. — Bul- 
letin. 


Subcutaneous  Injection  of  Salt  Solu- 
tion IN  HEMORRHAGE. 

A  Davidson  syringe,  with  the  needle  of  a 
hypodermic  syringe  connected  with  it,  and  a 
receptacle  for  the  fluid  are  all  that  is  required 
to  perform  the  operation.  The  solution  should 
be  about  seven  parts  of  salt  to  1000  of  water,, 
of  a  temperature  of  110°,  and  to  be  injected 
either  in  an  artery  or,  as  well  in  the  subcuta- 
neous tissue  on  the  abdomen,  enough  to  be 
put  in  one  place  to  raise  a  swelling  the  size  of 
an  t%%^  and  then  the  needle  inserted  at  some 
other  point  on  the  abdomen.  A  pint  or  more 
may  be  used  at  one  treatment.  The  swelling 
will  all  disappear  in  a  few  hours. — Medical 
Record. 


OBSTETRICAL  SOCIETY  OF  PHILADELPHIA. 
Meeting  of  January  5,  1893. 


The  President,  Dr.  W.  H.  H.  Githens,  in  the  Chair. 


VAGINAL  hysterectomy  FOR  CANCER, 
WITH  A  REPORT  OF  FOUR  CASES.  BY 

CHARLES  P.  NOBLE,  M.D.    (See  page 

25;.) 

Dr.  Charles  P.  Noble  : 

I  have  this  week  met  with  a  case  which  I 
feel  like  reporting  to  the  Society.  I  was 
called  to  see  a  woman,  and  found  a  most 
remarkable  state  of  affairs  for  this  part  of 
the  nineteenth  century.  The  patient  was  the 
wife  of  a  druggist,  and  had  been  under  the 
care  of  various  physicians,  and  recently  has 
been  under  the  care  of  a  physician  whom  we 
all  know,  but  who  apparently  is  not  in  sym- 
pathy with  modern  gynaecology.  The  out- 
come of  therapeutics  in  this  case  was  anything 
but  happy,  andi  serves  as  a  reminder  of  days 
that  are  past. 

The  history  is  that  she  has  had  two  chil- 
dren, the  last  about  nineteen  years  ago.  She 
is  now  40  years  old.  Following  the  last  labor 
there  was  sepsis,  and  since  then  the  woman 
has  never  been  well.  She  has  had  painful 
menstruation  and  pelvic  distress  through  all 
these  years.  Five  years  ago  she  had  a  sharp 
attack  of  peritonitis.  Two  years  ago  she 
went  to  bed,  and  after  being  in  bed  for  over 
a  year  an  immense  abscess  burst  over  Pou- 
part's  ligament,  on  the  left  side.  In  the 
course  of  time  the  opening  closed  and  she 
got  better.  She  was  about  for  some  months, 
when,  nine  weeks  ago,  she  was  again  taken 
so  ill  that  she  was  confined  to  bed.  When  I 
saw  her  she  was  reduced  to  the  last  extremity 
from  absorption  of  pus.  She  was  very  feeble 
and  weak,  the  bowels  and  stomach  so  irritable 
that  she  could  retain  no  nourishment.  The 
most  prominent  thing  about  the  woman  is  an 
immense  abscess,  filling  up  the  lower  right 
quarter  of  the  abdomen  and  pelvis  and  bur- 
rowing down  the  thigh  almost  half  way  to  the 
knee.  Yet  there  had  been  no  proposition  to 
relieve  this  poor  woman  of  this  state  of 
affairs.      It  seemed  to  me  such  a  striking 


example  of  the'  failure  to  relieve  a  condition 
which  we  all  recognize  as  curable  that  I  con- 
sidered it  worthy  of  report.  I  may  say  that 
there  was  evidently  such  prejudice  against 
operation  that  even  the  proposition  to  cut 
through  the  thin  skin  over  this  immense  col- 
lection of  pus,  so  as  to  lessen  the  number  of 
weeks  or  days  of  suffering,  was  not  accepted. 
The  case  was  seen  in  consultation,  and  I 
have  not  heard  from  it  since. 

We  so  often  hear  those  who  oppose  surgery 
in  inflammatory  diseases  of  the  uterine  ap- 
pendages claim  that  these  diseases  are  trivial, 
and  that  if  treated  medically  the  patients  get 
well  eventually,  that  when  such  a  striking 
case  comes  under  our  observation  it  is  only 
proper  to  make  special  reference  to  it.  The 
picture  in  this  case  is:  The  life  of  a  semi- 
invalid  for  fourteen  years,  of  an  invalid  for 
three  years,  of  a  bed-ridden  wreck  for  two 
years !  The  present  outlook  death  or  incur- 
able invalidism,  the  result  of  chronic  sepsis. 
Surely  this  is  not  a  pleasant  triumph  for 
so-called  conservatism. 

Dr.  M.  Price  : 

I  wish  to  call  attention  to  some  points  in 
connection  with  ovarian  disease  which  I 
think  have  considerable  bearing  upon  the 
fatal  termination  of  these  cases  and  really 
account  for  most  of  the  mortality,  and  that 
is  the  displacement  and  adhesion  of  viscera. 
In  a  recent  fatal  case  of  my  own,  where  every 
indication  was  that  it  was  a  simple  cyst,  on 
opening  the  abdomen  the  tumor  was  found 
to  be  multiple.  There  were  two  other  cysts, 
one  in  the  pelvis,  pushing  all  the  pelvic 
organs  down  between  the  thighs,  and  the 
other  beginning  about  two  inches  above  the 
umbilicus  and  extending  upward,  pushing  the 
diaphragm  before  it.  The  pressure  had 
produced  such  irritation  in  the  surrounding 
viscera,  and  the  bowels  especially,  that  they 
were  all  fused  to  the  diaphragm,  and  it  was 
impossible  to  release  them  without  immedi- 
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ately  killing  the  patient.  After  removing  the 
tumor  from  its  bed  not  a  single  intestine  on 
any  portion  of  the  internal  viscera  could  be 
seen  through  a  five-inch  incision.  The  vessels 
passing  down  the  spine  were  directly  in  sight. 
Everything  possible  was  done  and  the  bleed- 
ing stopped,  but  as  the  patient  rallied  from 
the  ether  the  heart  began  to  quicken,  and 
kept  on  quickening  and  growing  weaker 
until  the  woman  died,  unquestionably  from 
collapse. 

I  call  attention  to  this  case  as  it  represents 


the  character  of  the  complications  in  two 
cases  which  I  have  had  in  which  death  oc- 
curred. In  both  the  viscera  were  pushed  up 
to  the  diaphragm  and  kept  there.  The  bowels, 
when  brought  into  view,  were  not  larger  than 
the  little  finger.  I  call  attention  to  these 
matters  because  I  believe  that  these  neglected 
tumors,  producing  displacement  of  viscera, 
pressure  and  adhesions,  represent  a  large 
class  of  the  fatal  cases  in  ovarian  disease. 
Harris  A.  Slocum, 
Secretary. 
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GYN/ECOLOGY  AND  PEDIATRY 


DEPARTMENT   OF   PEDIATRY, 

Conducted  by  RICHARD  C  NORRIS,  M.D. 

ORIGINAL  COMMUNICATIONS. 


On  the  Diagnosis  of  the  Meningitic  Form  of  Enteric  Fever 

in  Children.^ 


BV^    GEORGES    GEORGEVITCH,  M.D., 

PARIS. 

Ex-extern  of  the  Hospitals  of  Paris. 


Typhoid  fever  in  children  is  not 
different  from  the  abdominal  typhoid 
of  adults,  excepting  that  the  typhoid 
symptoms  are  of  less  intensity.  The 
commencement  of  the  disease  is  the 
same  as  with  adults,  consisting  of  las- 
situde, loss  of  appetite  and  vertigo ; 
sometimes  an  epistaxis  will  give  rise 
to  suspicion  as  to  the  nature  of  the 
malady,  and  if  we  add  the  still  more 
frequent  vomiting  we  shall  have 
traced  in  few  words  the  debut  of 
typhoid  fever  as  met  with  in  children. 
After  this  the  general  symptoms  show 
themselves,  the  fever  with  its  well- 
known  characters,  its  persistence  and 


1  Translated  by  Charles  Greene|  Cumston,  B.M.S. 
Geneva),  Assistant  at  the  Butini  Hospital,  Geneva, 
Switzerland. 


its  exacerbation.  The  pulse  even  in 
children  follows  the  laws  formulated 
by  Gerhardt ;  in  young  children,  for 
example  in  those  who  are  under  six 
years  of  age,  120  to  140  pulsations  a 
minute,  with  a  temperature  of  100° 
to  102°.  The  abdomen  is  more  or  less 
swollen,  but  the  flatulence  is  never  so 
great  as  in  adults  ;  the  region  painful 
on  pressure  corresponds  to  the  spleen 
rather  than  the  ilio-caecal  valve.  Diar- 
rhoea is  rarely  met  with  in  the  com- 
mencement of  the  disease,  and  in  cer- 
tain epidemics  it  may  be  almost  en- 
tirely absent  in  nearly  all  the  children 
tattacked,  being  replaced  by  constipa- 
ion  of  such  persistence  that  a  stool  is 
difficult  to  obtain  unless  laxatives  are 
employed  every  three  or  four  days.  The 
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tongue  is  bright  red  on  the  point  and 
sides,  but  it  is  only  in  the  very  severe 
cases  that  it  is  dry,  parched,  fissured, 
and  covered  with  brown  coating.  The 
spleen  is  always,  and  without  excep. 
tion  tumefied,  this  swelling  of  the 
organ  being  one  of  the  most  constant 
symptoms  in  adults  as  well  as  in  chil- 
dren. The  organ  is  painful  on  pres- 
sure, and  the  little  patients  are  awak- 
ened from  their  drowsiness,  even  if  it 
be  profound,  when  firm  pressure  is  ap- 
plied over  the  region  of  the  spleen. 
The  lenticular  rosy  spots  appear  in 
children  at  the  beginning  of  the  sec- 
ond week,  but  their  appearance  is  not 
constant,  and  the  cases  that  are  the 
exception  to  the  rule  of  the  typhoid 
eruption  are  infinitely  more  numerous 
in  children  than  in  adults.  The  es- 
chars are  also  more  rare  in  children, 
and  are  situated  on  the  sacrum  and 
trochanters.  These  symptoms  can  be 
■combined  in  different  ways  without 
influencing  in  any  manner  the  prog- 
ress of  the  disease.  The  drowsiness, 
-apathy  and  indifference  are  symptoms 
less  marked  and  less  constant  than  in 
the  adult.  Everything  is  attenuated 
in  the  typhoid  of  a  child,  even  to  the 
•duration  of  the  disease,  for  instead  of 
three  weeks,  as  is  the  average  time  in 
adults,  in  children  the  fever  may  stop 
short  and  only  last  two  weeks  or  even 
less,  and  thus  more  often  takes  on  the 
abortive  form  than  in  the  adult.  Abor- 
tive or  not,  typhoid  fever  gets  well  all 
the  more  quickly  the  younger  the 
-child.  This  is  a  clinical  truth  which 
at  the  present  time  cannot  be  disputed. 
But  cases  do  not  always  present  the 
•clinical  picture  described  above.  The 
nervous  symptoms,  which  do  not  have 
the  intensity  in  children  as  met  with 
in  adults,  may  take  the  lead.  The 
jhabituallyslight  cephalalgia  may  some- 


times be  of  an  unusual  intensity ;  the 
vertigo  transforms  into  convulsions, 
the  little  patients  are  agitated,  rest- 
less and  cry  out  without  cause ;  they 
vomit  without  an  effort  and  have  an 
obstinate  constipation.  The  physician 
unwillingly  suspects  tubercular  men- 
ingitis, and  yet  the  case  is  only 
a  typhoid  fever  having  a  menin- 
gitic  form.  The  diagnosis  in  these 
cases  is  extremely  difficult.  Clinicians 
of  high  repute,  and  among  them  Dr. 
Ollivier,  admit  that  he  has  been  de- 
ceived. If  typhoid  fever  always  de- 
clared itself  by  a  predominance  of 
intestinal  symptoms,  diarrhoea  and 
meteorism,  the  error  might  be  more 
easily  avoided  but,  as  will  be  seen  by 
the  cases  I  am  to  relate,  the  clinical 
picture  of  typhoid  fever  in  children 
can  be  absolutely  that  of  tubercular 
meningitis,  with  persistent  vomiting 
and  obstinate  constipation.  The  ty- 
phoid poison  exercises  its  influence 
especially  on  the  cerebro- spinal  sub- 
stance, for  it  is  necessary  to  be  ac- 
quainted with  the  fact  that  if  typhoid 
fever  in  children  can  be  accompanied 
by  an  acute  inflammation  of  the  men- 
inges it  is  very  rare.  Statistical 
searches  made  by  Hoffmann  are  most 
instructive  as  to  this  point.  Of  250 
autopsies  on  children  dying  from  ty- 
phoid fever,  this  author  only  found 
four  cases  in  which  there  were  patent 
lesions  of  acute  meningitis.  The 
morphological  and  physical  lesions  of 
cerebral  meningitis  are  consequently 
very  rare  in  typhoid  fever,  and  the 
grave  cerebral  troubles  that  are  ob- 
served in  young  typhoid  patients  can 
only  be  explained  by  a  prolonged  and 
deleterious  action  of  the  poison  se- 
creted by  Eberth's  bacillus  on  the 
nervous  centres,  and  not  to  an  inflam- 
mation of  the  meninges,  as  the  greater 
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number  of  the  physicians  are  inclined 
to  believe.  Mehring,  of  the  Russian 
army,  examined  the  meninges  and 
sub-arachnoidal  effusion  in  more  than 
200  cases,  but  in  none  could  he  find 
the  slightest  trace  of  pus.  Of  ii8 
autopsies  Griesinger  only  observed 
eight  cases  having  the  lesions  of  acute 
meningitis.  But  to  this  rule  there  are 
some  exceptions,  and  there  are  au- 
thentic cases  in  which  enteric  fever 
v^as  complicated  by  the  lesions  of 
meningitis.  Murchison  has  related 
two  cases  of  typhoid  fever  complicated 
with  true  meningitis.  The  first  case 
was  that  of  a  child,  aged  seven  months, 
who  was  admitted  to  the  London  Hos- 
pital with  its  mother.  Both  mother 
and  child  presented  the  characteristic 
typhoid  exanthema ;  the  child  was 
feverish,  and  balanced  his  head  con- 
tinually from  side  to  side,  and  death, 
which  took  place  the  fifth  or  sixth  day 
of  the  disease,  was  preceded  by  an 
acute  attack  of  convulsions.  At  the 
autopsy  the  pia  mater  was  found  to  be 
in  a  state  of  great  congestion,  and  a 
quantity  of  solid  lymph  covered  the 
base  of  the  brain.  The  second  case 
was  a  girl  of  19  years,  who  had  always 
enjoyed  good  health.  During  the  first 
night  of  her  malady  she  had  delirium ; 
the  following  night  she  had  acute 
delirium,  followed  the  next  day  by 
coma.  The  fourth  day  of  the  disease 
a  typhoid  exanthema  appeared  on  the 
thorax  and  abdomen,  and  rapidly  be- 
came petechial,  and  the  patient  died 
the  next  day.  At  the  autopsy  the 
petechi'de  were  not  effaced  by  pressure ; 
the  pia  mater  and  cerebral  substance 
were  very  injected;  the  white  sub- 
stance of  the  brain  was  of  a  dark  red 
color,  while  the  gray  substance  was 
dark  chocolate  in  hue.  Large  opaque 
patches  of  a  yellowish  color  and  soft 


consistence  covered  the  hemispheres^ 
following  the  veins.  There  was  no- 
effusion  into  the  sub-arachnoid,  and 
nothing  at  the  base  of  the  brain.  In 
both  cases  there  was  no  trace  of  tuber- 
culosis either  in  the  lungs  or  menin- 
ges. Out  of  a  total  of  forty  cases  of 
typhoid  fever  in  which  autopsies  were 
performed,  Dr.  Moore  only  once  found 
lesions  of  acute  meningitis.  It  will  be 
seen  that  in  my  first  case  the  cerebral 
symptoms  were  in  no  way  due  to  an 
acute  inflamrnation  of  the  meninges. 
There  were  some  spots  of  congestion' 
on  the  pia  mater,  but  to  diagnose  a  men- 
ingitis would  certainly  be  a  matter  of 
just  hesitation,  and  still  the  symptoms- 
presented  by  the  little  patient  were 
so  like  tubercular  meningitis  that  one 
could  be  easily  deceived.  The  diag- 
nosis tended  toward  the  last-named 
disease  until  the  autopsy  showed  that 
in  reality  it  was  a  typhoid  fever  of  a 
meningitic  form. 

Case  I.— Clotilde  B.,  aged  7,  entered  the- 
service  of  Dr.  Ollivier  July  21,  1889.  The 
child  was  brought  by  its  father,  who  was  a 
Belgian  and  spoke  French  badly.  He  assured 
us  that  he  had  not  heard  of  any  typhoid  fever 
in  the  neighborhood  where  he  lived.  The 
child  had  been  ill  for  a  week ;  she  continuall}^ 
had  diarrhoea  and  headache.  The  night  be- 
fore coming  to  the  hospital  had  been  very  bad,- 
and  the  delirium  had  existed  without  inter- 
mission. 

July  22,  status  prsesens.  The  child  is  iri' 
complete  prostration.  She  lies  on  her 
back  with  the  eyes  shut,  the  mouth  partly 
open  and  makes  no  movement.  When  spoken 
to  she  only  replies  by  monosyllables.  The 
tongue  is  parched,  the  abdomen  is  slightly- 
hard  and  not  very  tender  on  pressure.  The 
left  iliac  fossa  has  a  very  doughy  feel  on  pal- 
pation. Since  her  entrance  to  the  hospital  the 
child  has  not  had  a  motion ;  absolute  loss  of 
appetite;  great  thirst;  morning  temperature 
103°.  The  pulse  is  small,  accelerated,  and 
beats  120  to  the  minute;  no  intermission  in 
the  beat  is  noticed. 

July  23.     Patient  has  slept  well,  but  the- 
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apathy  still  continues ;  the  child  does  not 
reply  to  questions,  but  the  hearing,  how- 
ever, does  not  seem  to  be  obscured. 
Tongue  is  dry  and  brown  on  its  entire  sur- 
face. Diarrhoea  now  exists,  and  the  child 
has  had  five  or  six  foetid  stools  in  twenty- 
four  hours.  The  decubitus  is  modified ;  the 
patient  is  doubled  up.  No  rose-red  lenticular 
spots  ;  no  albumen  in  the  urine. 

Tn'aimen^— Consisted  of  mush  and  naph- 
thol. 

July  24.  Last  night  great  delirium ;  patient 
hardly  knew  her  father.  This  morning  there 
is  profound  prostration.  She  cries  out  faintly, 
and  keeps  her  position  doubled  up.  The  skin 
is  burning  on  every  point  of  the  body,  except- 
ing the  face,  and  at  the  same  time  there  is 
hyperaesthesia  of  the  skin.  No  rosy  spots. 
Abdomen  swelled  and  shghtly  hard  on  palpa- 
tion. Continued  diarrhoea,' twelve  stools  in 
twenty-four  hours. 

IVeatment. — Sulphate  of  quinine;  blister 
on  the  neck. 

July  25.  The  state  of  the  patient  is  con- 
siderably worse.  She  continually  gives  vent 
to  little  cries,  and  does  not  move  from  her 
doubled-up  position.  She  coughs  a  little,  and 
on  auscultation  a  few  sibilant  rales  are  heard. 
The  diarrhoea  is  not  so  intense. 

T7-eatment.  -  Ice  on  the  head. 

During  the  entire  day  of  July  26  the  patient 
did  not  cease  to  cry  out ;  she  became  worse 
and  worse,  and  died  at  about  3  a.m. 

Autopsy. — Brain.  Tlie  pia  mater  is  very  con- 
gested, especially  on  the  sides ;  it  does  not  ad- 
here to  the  cerebral  substance.  The  latter  pre- 
sents some  bloody  diffusion  on  the  external  as- 
pect of  the  brain  as  well  as  a  punctiform  haem- 
orrhage which  persists  when  washed.  The 
lungs  show  no  signs  of  tuberculosis ;  the  right 
lung  is  in  a  state  of  splenization.  The  gang- 
lions are  small  and  hard.  The  kidneys  are  very 
congested.  The  spleen  is  hypertrophied  and 
weighs  150  grammes;  length,  eleven  centime- 
tres, breadth,  eight  centimetres,  thickness, 
four  centimetres,  and  the  organ  is  of  a  dif- 
fluent consistence.  The  intestines :  On  the  in- 
testinal mucous  membrane  about  thirty  Pey- 
er's  patches  are  found  to  be  tumefied,  soft, 
and  show  a  slight  elevation  on  the  peritoneal 
surface  of  the  intestine.  The  mesenteric  gan- 
glions are  very  large,  red  and  tumefied.  The 
stomach,  slightly  distended,  shows  no  alter- 
ation to  the  naked  eye. 

En  resume,  here  is  a  little  patient 
20 


presenting  predominant  symptoms  of 
delirium,  hyperaesthesia  of  the  skin 
and  profound  prostration,  interrupted 
from  time  to  time  by  the  agitation  of 
delirium.  She  continually  maintained 
her  doubled-up  position,  and  kept  cry- 
ing out  without  cessation.  There  was, 
it  is  true,  at  the  same  time  diarrhoea, 
and  vomiting  was  present  only  at  the 
commencement  ;  however,  there  was 
good  reason  to  believe  that  it  was  tu- 
bercular meningitis.  To  complete  the 
picture,  there  was  wanting  intermit- 
tence  and  decrease  in  the  pulse  beat. 
As  to  the  doubled-up  position  of  the 
patient,  the  writings  of  Dreyfous  show 
that  when  this  position  exists  it  is 
nearly  always  in  relation  with  a  tuber- 
cular bulbo-protuberancial  meningitis. 
Consequently  the  diagnosis  should  be 
meningitis  and  not  typhoid  fever,  and 
death  taking  place  in  a  few  days 
seemed  to  add  to  the  likelihood  of 
this  diagnosis.  However,  the  au- 
topsy was  a  complete  contradiction  to 
the  clinical  conclusions  drawn  from 
the  symptoms  presented  by  the  little 
patient  during  life.  The  lesions  were 
those  of  typhoid  fever,  a  large  spleen, 
greatly  enlarged  mesenteric  glands, 
and  about  thirty  tumefied  and  soft- 
ened Peyer's  patches  were  found.  The 
effusions  of  blood  found  in  the  pia 
mater  were  not  sufficient  to  char- 
acterize an  acute  meningitis.  Another 
lesion  is  necessary,  such  as  serous  or 
sero-fibrinous  exudation,  for  example. 
Now,  in  my  case  there  was  only  a 
slight  congestion  of  the  pia  mater 
with  patches  of  congestion  on  the  ex- 
ternal aspect  of  the  cerebral  hemi- 
spheres, lesions  which  are  met  with  in 
.many  infectious  diseases.  A  case 
nearly  like  the  one  just  related  is  to 
be  found  in  Dr.  Ollivier's  Clinical 
Lectures,  and  I  will  briefly  give  it. 
It  was  a  little  girl,  aged  7^  years,  who  died 
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on  the  nineteenth  day  of  a  typhoid  fever  of 
cerebral  type.  The  patient  had  never  been 
strong,  and  had  had  lately  an  attack  of  tuber- 
culosis in  the  apex  of  the  left  lung.  She  be- 
longed to  a  family  in  which  the  disease  had 
many  victims,  and  her  father  presented  all 
the  symptoms  of  tuberculosis.  She  had  been 
brought  up  in  the  country,  and  had  a  large 
abdomen,  and  the  bones  were  deformed.  Had 
scarlet  fever  at  the  age  of  6.  Six  days  pre- 
viously the  patient  had  been  taken  suddenly 
with  malaise  and  a  sensation  of  weakness ; 
she  had  fever  in  the  evening,  sleep  was  agi- 
tated and  the  dreams  were  disagreeable,  great 
thirst  and  complete  anorexia;  to  all  these 
symptoms  was  joined  a  constipation  to  such 
extent  that  the  patient  had  had  no  stool  for 
three  days ;  she  became  cross,  and  ceased  to 
reply  even  to  her  mother's  caresses.  On  en- 
tering the  hospital  she  was  in  the  following 
condition:  patient  lies  on  the  right  side,  the 
face  is  pale,  and  from  time  to  time  certain 
muscles  contract;  she  replies  in  a  morose 
voice,  at  the  same  time  hiding  her  face,  to  all 
questions  addressed  her.  Sibilant  rales  are 
heard  on  both  sides  of  the  chest,  with  a  rough- 
ness of  the  vesicular  murmur  at  the  left  apex, 
and  on  percussion  there  is  a  little  sub-dull- 
ness over  the  same  part.  Respiration,  40, 
pulse,  104,  temperature,  101.5°.  Saburral 
tongue  ;  abdomen  soft,  not  swollen ;  diffused 
tenderness  on  palpation ;  general  cutaneous 
hypersesthesia.  No  rosy,  lenticular  spots,  no 
tumefaction  of  the  spleen,  no  albuminuria ; 
intense  cephalalgia ;  at  night  was  agitated, 
with  some  attacks  of  pains. 

N0V.23.  The  patient  is  lying  doubled  up  on 
the  right  side ;  f  acies  the  same  ;  three  to 
four  stools  during  the  day;  temperature, 
101.5°. 

Nov.  24.  Stiffness  of  the  head  and  a  slight 
degree  of  opisthotonos.  Headache  still  very 
bad. 

Nov.  26.  Same  symptoms  but  more  pro- 
nounced. Meningitic  line  slight;  a  little 
diarrhoea.  Pulse,  120,  and  regular;  respir- 
atory pauses. 

Nov.  29.  The  night  was  good,  symptoms 
less  marked,  but  the  patient  still  has  the 
morose  air  noticed  on  the  first  day.  Opis- 
thotonos is  less  marked.  Pulse.  96  ;  tem- 
perature, 98 ;°  respiration,  28. 

This  amelioration  was  only  a  passing  one, 
and  the  patient  died  twelve  days  later.  The 
cerebral  symptoms  only  disappeared  two  or 


three  days  before  death,  which  took  place  in 
coma. 

Ajiiopsy.—  (2u\te  pronounced  congestion  of 
the  cerebral  meninges  and  isthmus  of  the  en- 
cephalon.  The  meninges  are  easily  detached 
at  every  point;  nothing  to  be  noted  in  the  sub- 
stance of  the  brain  or  the  centres.  Tubercu- 
losis in  the  apex  of  the  left  lung  ;  character- 
istic ulcerations  of  typhoid  fever  in  the  lower 
portion  of  the  small  intestine. 

In  favor  of  typhoid  fever,  says  Dr. 
Ollivier,  there  was  only  the  vesperal 
hyperthermia,  anorexia,  nocturnal  agi- 
tation, the  sibilant  rales  scattered 
throughout  the  thorax,  and  the  sabur- 
ral state  of  the  tongue.  But  on  the 
other  hand  there  was  neither  swelling 
of  the  abdomen  nor  increase  in  the 
size  of  the  spleen,  no  rosy,  lenticular 
spots,  no  diarrhoea,  and  no  typhoid 
condition,  so  to  speak.  On  the  con- 
trary all  the  other  symptoms  made  the 
diagnosis  tend  toward  tubercular  men- 
ingitis. The  child  was  lying  on  the 
side  doubled  up,  her  face  was  con- 
tracted, her  air  morose,  and  irregular 
contractions  of  the  muscles  of  the 
face  were  noted.  These  cerebral 
symptoms  increased  with  the  progress 
of  the  malady.  The  little  patient  had 
photophobia,  opisthotonos,  and  cuta- 
neous hyperaesthesia,  and  lastly  the 
remission  so  frequent  in  tubercular 
meningitis  is  present  in  the  clinical 
picture  presented  by  the  patient  of 
Dr.  Ollivier;  nevertheless, the  autopsy 
showed  that  the  affection  from  which 
the  young  girl  died  was  nothing  less 
than  a  grave  typhoid  fever  of  a  men- 
ingo-cerebral  tendency. 

Case  H.- Alice  L.,  aged  8,  entered  the 
Hospital  for  Sick  Children  June  4,  1S89,  in 
Dr.  Ollivier's  service.  Hereditary  antece- 
dents: Father  well  but  coughs  a  little ;  mother 
died  two  years  ago  of  typhoid  fever;  two 
little  brothers,  both  in  good  health.  Personal 
antecedents  ;  born  at  term,  and  was  nursed 
by  her  mother  ;  weaned  at  14  months.  The 
patient  has  lived  in  Paris  since  the  age  of  2, 
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and  at  about  this  time  she  had  a  slight 
typhoid  fever  ;  at  the  age  of  6  she  had  a  fa- 
vus  for  which  she  was  treated  at  the  St.  Louis 
Hospital.  When  3  years  old  the  patient  had 
the  measles,  and  shortly  after  the  whooping- 
cough.  Since  this  the  child  has  been  in  deli- 
cate health  and  takes  cold  easily. 

On  May  27  the  patient  commenced  to  com- 
plain of  pains  in  the  head  and  abdomen.  No 
epistaxis.  Diarrhoea  slightly  foetid  ;  for  the 
last  two  nights  there  has  been  delirium,  and 
the  patient  has  coughed  a  little  during  the 
day. 

Present  Condition. — The  child  is  in  a  state 
of  semi-coma ;  she  cries  out  continually,  and 
vomits  rather  rarely.  The  upper-  extremities 
are  slightly  contracted.  Auscultation  reveals 
a  broncho-pneumonia  on  the  right  side  with 
a  pleuritic  note  at  the  base. 

June  II.  The  diarrhoea  persisted,  and  the 
stools  were  very  foetid.  Great  prostration. 
When  spoken  to  the  patient  only  replies  by  a 
plaintive  cry.  Tongue  whitish  and  humid. 
Pulse  regular.  This  condition  continued  up 
to  June  15,  at  which  time  the  diarrhoea  be- 
came very  abundant ;  there  was  also  incon- 
tinence of  urine  and  faecal  matter.  The  child 
talks  constantly,  and  repeats  in  quite  an  intel- 
ligent way  all  that  is  said  around  her.  These 
symptoms  decreased  up  to  June  25,  when  the 
child,  besides  the  above-mentioned  loquacity, 
presented  a  very  peculiar  irritability,  demon- 
strated by  cries  without  cause.  At  the  same 
time  there  was  an  inequality  of  the  pupils. 
The  child's  face  was  quite  intelligent,  and 
she  understood  all  that  was  said  to  her. 

June  30.  The  little  patient  complained  con- 
stantly of  her  head,  and  at  the  same  time 
there  was  grinding  of  the  teeth.  Incontinence 
of  urine  and  faecal  matter.  No  vomiting ; 
abundant  diarrhoea. 

July  2.  Eschar  on  the  sacrum.  Small,  ir- 
regular contractions  of  the  muscles  of  the 
face ;  febrile  trembling  of  the  tongue ;  grind, 
ing  of  teeth. 

July  8.  Small  ulcerations  scattered  over  the 
sacrum.  Grinding  of  the  teeth  still  persists. 
Speech  becomes  more  and  more  unintelligi- 
ble. Multiple  cutaneous  abscesses  appeared 
on  the  thorax  and  extremities.  On  the  follow- 
ing days  there  was  delirium.  This  condition 
lasted  until  August  28,when  there  commenced 
a  perceptible  amelioration  in  the  patient's 
condition,  and  on  September  21  the  patient 
left  convalescing  and  rapidly  got  well. 


The  commencement  of  this  case 
was  that  of  a  typhoid  fever,  but  at  the 
beginning  of  the  second  week  the 
symptoms  took  on  a  different  aspect. 
The  child  had  headache  and  constant 
delirium  ;  she  repeated  in  quite  an  in- 
telligent manner  all  that  she  heard 
said  near  her  (echolalia).  One  or  two 
days  after  the  patient  became  irri- 
table, cried  out  for  nothing,  and  pre- 
sented a  slight  inequality  of  the  pu- 
pils. This  condition  was  later  on 
cornplicated  with  incontinence  of 
urine  and  faecal  matter.  There  was 
an  acute  eschar  on  the  sacrum ;  the 
patient's  face  was  continually  agitated 
by  little  muscular  contractions,  which 
gave  the  child  -at  times  the  most  odd 
expression.  There  were  also  fibril- 
lary trembling  of  the  tongue  and 
grinding  of  the  teeth.  But  on 
the  other  hand  the  patient  did  not 
vomit,  and  was  not  lying  in  a"  lateral 
decubitus  with  the  legs  drawn  up 
as  in  the  cases  already  mentioned. 
Diarrhoea  was  abundant,  the  spleen 
large,  and  there  was  meteorism  of  the 
abdomen.  These  symptoms  agreed 
in  favor  of  typhoid  fever  of  cerebral 
type,  and  this  diagnosis  was  afterward 
confirmed.  The  child  was  not  long 
in  entering  into  convalescence,  and 
two  months  later,  in  spite  of  the  com- 
plications produced  by  suppuration, 
recovery  was  complete.  At  no  time 
of  the  disease  was  there  any  irregu- 
larity or  decrease  in  the  number  of 
pulse  beats  present,  and  this  fact  ap- 
pears to  me  most  important,  and  I 
shall  speak  of  it  later  on. 

Case  III.— Augustine  M.,  aged  9,  entered 
the  hospital  July  i,  1889.  Grandfather  died, 
aged  6"]  ;  alcoholic.  Grandmother  died,  aged 
67  ;  always  in  goood  health.  Mother,  aged 
27,  lupus  of  the  face,  from  which  she  has  be- 
come blind;  left-sided  hemiplegia  ;  the  face 
is  also  paralyzed  on  the  same  side  ;  coughs  a 


308 


GEORGES  GEORGEVITCH. 


good  deal.  Father,  aged  30,  is  healthy.  The 
mother  has  had  seven  children ;  the  first  is 
the  patient  in  question.  Second  child,  a  boy, 
died  at  the  age  of  6  months  of  convulsions. 
Third  child,  girl,  died  at  1  year.  Fourth  child, 
boy,  also  died  when  i  year  old!  Fifth  child, 
girl,  died  of  croup,  after  tracheotomy.  Sixth 
child,  boy,  2>^  years,  has  a  disease  of  the 
skin.  Good  dentition;  no  convulsions;  never 
has  had  whooping-cough,  scarlet  fever  or  ty- 
phoid fever  ;  has  had  the  measles.  For  the 
last  year  she  has  lost  strength  and  has  be- 
come very  thin;  is  badly  nourished.  The 
present  disease  commenced  three  days  ago 
(June  28)  with  chills,  fever  and  headache. 
Bilious  vomiting  two  or  three  times  a  day ; 
constipation  ;  no  retention  of  urine  ;  had  re- 
mained in  bed  the  last  three  days.  The  father 
states  that  the  patient  has  always  been  sub- 
ject to  most  violent  headaches,  and  to  use  his 
own  words  nearly  "  drove  her  crazy."  For 
one  or  two  months  the  left  upper  eyelid  has 
been  paralyzed,  and  the  patient  cannot  raise  it. 

July  I.  In  the  evening  the  cephalalgia  is 
most  intense ;  no  vomiting.  The  eyelid  is 
still  paralyzed ;  patient  lies  in  the  decubitus 
dorsal ;  nothing  noted  in  the  lungs  or  heart. 
Abdomen  normal ;  is'neither  swelled  nor  re- 
tracted. No  real  signs  of  meningitis.  The 
patient  cries  a  little  and  gives  vent  to  short 
screams.     The  night  has  been  good. 

July  2.  The  patient  has  no  more  headache ; 
looks  cross  and  cries  without  cause.  Decubi- 
tus dorsal.  Left  eyelid  the  same  ;  no  irregu- 
larity of  the  pupils  ;  no  strabismus ;  no  de- 
viation of  the  face,  and  no  muscular  paralysis. 
Abdomen  retracted,  but  no  spots  of  menin- 
gitis present.  Morning  temperature,  99°;  pulse, 
120.  Evening  temperature,  98.5°;  pulse,  no. 
Nothing  noted  in  the  heart  or  lungs.  Ordered 
twenty  centigrams  of  calomel,which  produced 
a  stool  in  the  evening.  The  child  was  better; 
no  headache  or  vomiting ;  looks  less  weak. 
The  drooping  of  the  eyelid  is  less  marked ; 
constipation  is  less,  but  resists  glycerine  in- 
jections. 

July  3.  Morning  temperature,  98°;  pulse, 
no.  Evening  temperature,  98.2°;  pulse,  118. 
Patient's  condition  remains  the  same  ;  there 
is,  however,  a  notable  tendency  toward  an 
amelioration.     Cephalalgia  completely  gone, 

July  4.  Morning  temperature,  98.2° ;  pulse, 
116.  Child  has  slept  well  during  the  day. 
Condition  is  satisfactory.  The  appetite  has 
returned. 


July  5.  Amelioration  is  still  more  marked,, 
and  all  the  symptoms  noticed  at  the  com- 
mencement are  to-day  gone.  The  patient  is 
in  good  spirits  and  does  not  cry.  No  consti- 
pation. The  patient  left  the  hospital  August 
I  perfectly  well. 

The  next  case  I  take  from  the  the- 
sis of  Chedevergnes,  as  it  is  most  in- 
structive and  interesting. 

J.  R.,  aged  10,  entered  the  hospital  for  sick 
children  November  29, 1863.  This  child  has 
been  ill  for  the  last  three  or  four  days,, 
and  has  remained  in  bed  for  the  last  two. 
Physiognomy  stupid,  and  although  not  coma- 
tose it  is  necessary  to  shake  the  patient  well 
in  order  to  make  him  reply  to  the  questions 
addressed  him.  He  then  complains  of  frontal 
headache  and  a  sharp  abdominal  pain  pro 
duced  by  pressure  in  the  right  iliac  fossa. 
There  is  abundant  diarrhoea;  the  tongue  is 
dry  and  covered  with  crusts.  The  teeth  are 
covered  by  sordes  and  the  nostrils  are  pul- 
verulent. Sibilant  and  mucous  rales  are  very 
abundant  in  both  lungs.  Ordered  bouillon 
and  bismuth,  subnit. 

December  i;  idem.  Somnolence  continues ;. 
prostration. 

December  2.  Last  night  there  was  delirium. 
The  stupor  is  more  pronounced.  Abdominal 
pain  is  still  most  acute  on  pressure ;  meteor- 
ism.     Pulse,  100.     Ordered  bouillon. 

December  5.  Stupor  is  less  and  the  patient 
speaks  a  little ;  no  diarrhoea,  but  abdominal 
pain  still  persists.  However,  there  is  marked 
amelioration  in  the  patient's  condition. 

December  7.  Patient  still  complains  of  the 
pain  in  the  abdomen,  which  is  not  so  swollen. 
Tongue  humid.  Sibilant  and  moist  rales 
scattered  throughout  the  thorax.  Pulse,  100. 
Ordered  bouillon,  to  which  milk  is  added. 

December  9.  Last  evening  the  patient  was 
in  profound  prostration  and  the  intelligence 
gone  ;  the  skin  was  burning.  This  morning 
he  appears  slightly  better,  the  skin  is  dry,  but 
the  pulse  beat  is  only  100  to  the  minute. 
Tongue  humid.  Had  but  one  loose  stool. 
Ordered  quinin.  sulph.,  ten  centigram.  Bis- 
muth, subnit.  and  water  with  a  little  red  wine. 

December  10.  Weakness  very  pronounced 
last  evening,  with  drowsiness.  Cries  out 
without  apparent  cause.  The  skin  is  fresh, 
but  the  pulse,  which  beats  100,  is  very  irregu- 
lar.    After  every   ten  or  fifteen  pulsations 
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there  is  an  arrest  lasting  two  seconds.  Or- 
dered quinine  and  coffee. 

December  11.  The  pulse  is  slower;  the 
irregularity  is  less  frequent,  only  appearing 
after  thirty-five  pulsations.  The  cries  con- 
tinued throughout  the  night ;  stupor ;  cephal- 
algia ;  pains  in  the  abdomen ;  no  diarrhoea ; 
no  stool  for  the  last  two  days.  Tongue  moist ; 
nothing  to  be  found  in  the  lungs.  Ordered 
emollient  enema ;  sinapisms. 

December  12.  Patient  had  a  very  abund- 
ant stool  after  the  enema,  composed  of  hard 
lumps  of  faecal  matter ;  he  says  that  he  has 
hardly  any  pain  in  the  abdomen  and  feels 
much  better ;  cephalalgia  gone ;  tongue  moist: 
intermittence  of  the  pulse  beat  takes  place 
after  every  third  or  fourth  pulsation. 

December  13.  The  face  is  better;  the  eye 
is  normal ;  drowsiness  less ;  no  rales  in  the 
lungs ;  no  diarrhoea ;  good  tongue ;  pulse  slow, 
75,  with  intermissions  after  every  third  or 
fourth  pulsation, 

December  14.  Epistaxis,  after  which  the 
patient  feels  better.  He  is  quite  bright,  and 
has  an  astonished  look  in  his  face.  Intelli- 
gence has  returned.  Tongue  rosy  and  moist ; 
skin  fresh,  but  there  is  still  an  intermission  in 
the  pulse  beat;  its  slowness  increases,  sixty 
beats  to  the  minute ;  foetid  breath;  a  few  moist 
rales  in  both  lungs.  Ordered  bouillon,  milk, 
soup,  wine.     Quinin.  sulph.  to  be  continued. 

December  15.  Stupor  with  paleness  of  the 
face  has  reappeared,  but  the  patient  replies 
to  the  questions  addressed  to  him.  Intermit- 
tence of  pulse  beat  still  remains  the  same 
Ordered  syr.  quinin. ;  Bordeaux ;  coffee. 

I  »ecember  16.  Last  evening  epistaxis ; 
intelligence  brighter  but  still  slow.  Abdomen 
is  painful ;  no  diarrhoea ;  pulse  idem. 

December  17.  The  patient  still  has  a 
stupid  expression;  he  understands,  however, 
what  is  said  to  him,  but  replies  slowly. 
Tongue  moist;  only  very  few  rales  in  the 
lungs ;  the  intermission  in  the  pulse  beats  is 
not  so  pronounced. 

December  20.  To  day  the  pulse  is  regular, 
the  skin  fresh,  tongue  clean  and  no  fever. 
Ordered  light  diet. 

December  28.  The  patient  was  in  full 
convalescence,  when  yesterday  he  was  taken 
with  cephalalgia  and  fever ;  he  is  melancholic ; 
replies  slowly  to  questions  put  to  him.  Pulse 
frequent  and  small;  the  skin  is  not  hot,  and 
no  symptom  is  to  be  found  in  the  lungs,  heart, 
abdomen,  etc. 


December  29,  All  the  symptoms  of  yester- 
day have  disappeared. 

December  31.  Patient  is  going  on  well 
and  eats  his  food.  Left  the  hospital  in  the 
middle  of  January,  1864. 

The  preceding  cases  show  that  it 
is  sometimes  difficult  to  distinguish 
typhoid  fever  from  tubercular  menin- 
gitis in  children.  However,  it  will  be 
useful  to  discuss  some  of  the  indica- 
tions which  will  facilitate  a  differen- 
tial diagnosis,  for  there  is  nothing 
of  more  importance  than  to  be  able 
to  say  at  a  given  moment  that  a  pa- 
tient under  observation  has  typhoid 
fever  and  not  a  tubercular  meningitis. 
The  meningitic  form  of  typhoid  fever 
only  exists  when  the  malady  is  once 
established.  In  the  five  cases  there 
was  not  a  symptom  in  the  commence- 
ment of  the  disease  that  would  indi- 
cate a  tubercular  meningitis.  The 
patients,  it  is  true,  were  out  of  spirits, 
had  headache  and  complained  of 
general  weakness,  but  the  alarming 
symptoms  of  tubercular  meningitis 
arrived  when  the  disease  was  at  its 
full  development.  Now,  this  is  not 
the  clinical  picture  of  tubercular 
meningitis.  During  quite  a  long  pe- 
riod, from  two  to  three  months,  accord- 
ing to  some  writers,  tubercular  men- 
ingitis is  only  indicated  by  certain 
prodromes,  and  these  prodromes  pre- 
sent real  remissions.  The  child  com- 
mences to  play  about  again  for  a  cer- 
tain time,  and  then  relapses  into  that 
state  of  apathy  and  melancholia  so 
very  characteristic  of  the  first  period 
of  tubercular  meningitis.  This  condi- 
tion, which  lasts  for  some  weeks  and 
even  months,  has  one  always  constant 
symptom,  namely,  loss  of  flesh.  The 
most  peculiar  changes  are  met  with 
in  the  character  of  the  patients.  From 
gentle  they  become  violent;  children 
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violent  by  nature  become  melancholic, 
obedient,  arc  caressing,  and  cry  with- 
out the  slightest  cause.  In  the  cases 
I  have  given,  nothing  of  the  kind  is 
to  be  found.  The  patients  had  pro- 
dromes, but  they  were  purely  gastro- 
intestinal, and  their  duration  so  very 
much  shorter  than  the  meningitic 
prodromes,  properly  speaking.  In  my 
first  case  the  malady  commenced 
seven  days  before  the  patient  came 
to  the  hospital,  with  a  continued  diar- 
rhoea and  violent  headache,  so  that 
the  disease  only  took  a  week  to  arrive 
at  its  acme,  which  is  quite  the  rule  in 
typhoid  fever.  In  Dr.  Ollivier's  case 
the  child  was  suddenly  taken  with 
weakness  and  rnalaise,  and  in  six  days 
the  evolution  of  the  affection  was 
such  that  when  the  patient  came  to 
the  hospital  it  was  considered  to  be  a 
tubercular  meningitis  in  its  period  of 
full  development.  In  the  third  case 
the  disease  commenced  with  pain  in 
the  head  and  abdomen  and  a  slightly 
foetid  diarrhoea,  and  three  days  later 
the  patient  entered  the  hospital  in  a 
semi-comatose  condition.  The  sub- 
ject of  the  fourth  case  does  not  enter 
into  the  conditions  that  have  just  been 
laid  down.  It  was  the  case  of  a  little 
girl  of  nine  years,  who  had  become 
very  wasted.  The  affection  for  which 
she  entered  the  hospital  commenced 
three  days  before  with  fever,  headache 
and  bilious  Vomiting,  and  as  the  pa- 
tient got  well  the  diagnosis  of  men- 
ingitis could  not  be  confirmed ;  how- 
ever, it  is  well  to  be  reserved  on 
certain  points  in  the  case  as  to  the 
patient's  future,  for  it  may  be  that  it 
was  one  of  those  long  remissions  of 
tubercular  meningitis  which  so  often 
mislead  the  doctor.  As  to  the  last 
case,  the  commencement  of  the  mal- 
ady is  most  clear.     The  disease,  when 


the  patient  entered  the  hospital,  only 
dated  back  three  or  four  days,  and  the 
child  presented  all  the  symptoms  of 
a  grave  typhoid  condition.  Now,  this 
manner  of  commencing  never,  or  at 
least  rarely,  belongs  to  tubercular 
meningitis,  but  it  is  constantly  en- 
countered in  typhoid  fever.  It  is 
nothing  more  than  a  real  incubation, 
clinically  named  prodromes,  which 
has  a  duration  in  proportion  to 
the  aptitude  of  the  patient  to  fight 
against  the  typhoid  agent.  In  chil- 
dren the  prodromic  accidents  suc- 
ceed each  other  rapidly,  and  the 
weakness  and  fatigue  have  hardly 
disappeared  when  the  gastric  symp- 
toms come  to  the  front  and  are  quickly 
followed  by  cephalalgia  and  drowsi- 
ness. The  symptoms  are  precipitated 
with  a  certain  haste  that  is  not  met 
with  in  the  prodromes  of  tubercular 
meningitis,  which  advance  slowly  but 
surely.  When  the  difficulties  are 
great,  and  the  physician  hesitates  be- 
tween typhoid  and  tubercular  menin- 
gitis, the  manner  of  the  debut,  its 
short  duration,  the  rapid  production 
of  the  symptoms  will  be  of  great  use. 
The  prodromic  debut  of  tubercular 
meningitis  is  slow,  the  symptoms  fol- 
low each  other  at  a  certain  distance^ 
and  can  even  disappear  for  a  certain 
time.  On  the  contrary,  in  typhoid 
fever  in  children  the  prodromes  follow 
each  other  rapidly ;  there  is  hardly  a 
remission,  and  the  full  development 
of  the  disease,  no  matter  how  slight 
it  may  be,  follows  immediately  the 
period  of  incubation.  In  the  period 
of  full  development,  which  gives  rise 
to  most  difficulty  in  diagnosis,  I  would 
remark  that  no  matter  how  slight  the 
typhoid  may  be,  the  so-called  nerv- 
ous symptoms  are  always  to  be  found. 
Delirium  is  one  of  the  most  frequent 
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symptoms;  it  varies  as  to  its  inten- 
sity, type  and  duration.     But  when  it 
is  due  to  a  cerebral  or  cerebro-spinal 
hyperaemia  it  is  generally  accompanied 
by  a  persistent  cephalalgia,  contrac- 
tion of  the  muscles  of  the  neck  and 
clonic  convulsions,  and  if  the  cerebral 
congestion   increases,   coma  follows. 
These  symptoms  indicate  a  typhoid 
fever  of  exceptional  gravity,  and  be- 
long to  the  ataxic  type  of  this  disease. 
The    diagnosis    rests,    consequently, 
between  the  ataxic  form  of  typhoid 
and   meningitis.      "  In   children,  this 
diagnosis,"  says  Cazales,   ''might  be 
made  by  studying  the  condition   of 
the  lungs."     Now,  as  often  as  the  dry 
lung  and  the  pulmonary  sounds  indi- 
cating a   complete  absence  of  bron- 
chial secretion  is  met  with  in  menin- 
gitis,   so   in    children    attacked  with 
typhoid    of    the   ataxic    type    is   the 
existence  of  numerous  rales  frequent. 
In     all     my    cases    rales,    scattered 
throughout   the  thorax,  were  found. 
Even  in  Dr.  Ollivier's  case,  which  was 
so  difficult  to  diagnose,  both  sides  of 
the    chest    cavity    were    filled    with 
rales.     Generalized  bronchitis  is,  con- 
sequently,    a     precious     differential 
symptom    which,  when  accompanied 
by  certain  others,  may  lead  to  the  de- 
cision in  favor  of  typhoid.     On  the 
other  hand,  we  know  that  in  children 
diarrhoea  is  not  constant  in  typhoid 
fever,  and  it  may  be  replaced  by  a 
more   or  less  obstinate  constipation. 
Vomiting    exists    at    the     debut    of 
typhoid   in  the   child,  but  only  lasts 
for    two    or    three     days,   which    is 
also  the  duration  of  vomiting  due  to 
meningitis,  and  in  the  great  majority 
of  cases  it  is  a  simple  regurgitation. 
The  mumbling  and  grinding  of  the 
teeth,  as  in  Cases  II  and  III,  together 
with   a    dirty,    parched    and    brown 


tongue,  could  in  no  way  be  attributed 
to  tubercular  meningitis.  As  for  the 
incontinence  of  urine  and  faecal  mat- 
ter, it  is  as.  characteristic  a  symptom 
of  the  ataxic  form  of  typhoid  fever  as 
of  tubercular  meningitis. 

In  what  has  preceded  I  have  shown 
that  the  ataxic  form  of  typhoid  fever 
may  be  mistaken  by  its  symptoms  for 
tubercular  meningitis  arrived  at  its 
second  or  third  period.  But  there 
exists  this  essential  difference  in  mode 
of  onset  most  important  to  be  aware 
of,  and  one  that  the  physician  should 
always  bear  in  mind,  because  in  a  great 
number  of  cases  it  will  permit  of  a 
diagnosis,  or  at  least  a  probable  one, 
in  favor  of  one  or  the  other  affection. 
The  pulse  and  temperature  will  also 
furnish  us  with  certain  points  of  great 
importance.  In  the  cases  related  the 
most  striking  thing  is  the  great  regu- 
larity of  the  pulse,  and  at  no  time  did 
I  find  any  irregularity  in  the  beat. 
The  frequency  increased  at  the  same 
time  that  the  other  morbid  manifesta- 
tions became  more  pronounced,  the 
number  of  pulsations  being  from  100 
to  120.  Now,  I  would  point  out  that 
this  was  in  children,  who,  in  the* nor- 
mal condition,  have  a  more  rapid  pulse 
than  adults,  consequently,  even  with 
a  frequency  of  120  pulsations  to  the 
minute,  the  rule  laid  down  by  Trous- 
seau, Griesenger  and  Leibermeister 
still  holds  good.  There  is  not  even  a 
relation  between  the  amelioration  of 
the  pulse  and  the  thermic  elevation 
in  my  cases.  Are  these  the  charac- 
ters of  the  pulse  in  tubercular  menin- 
gitis  ?  Certainly  not.  In  the  last- 
named  disease  the  pulse  is  slower  to. 
ward  the  fourth  or  fifth  day ;  it  falls 
to  60,  50,  or  40,  and  at  the  same  time 
it  becomes  hyeg-u/ar  a.nd  unequal.  The 
pulse  generally  only  accelerates  one, 
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two  or  three  days  before  death,  and 
when  this  acceleration  attains  i8o 
death  may  be  said  to  be  imminent. 
The  experiments  of  Boyer  and  Quin- 
quand  clearly  show  that  the  pulse  fol- 
lows the  temperature,  rising  and  low- 
ering with  it.  Archambault  thus 
points  out  the  parallelism  between 
pulse  and  temperature :  "  The  pulse 
and  temperature  increase  from  the 
commencement  up  to  the  end  of  the 
first  period  without  attaining  that  de- 
gree found  in  an  acute  phlegmasia  or 
a  pyrexia ;  it  then  descends  to  the 
normal  during  the  phases  that  I  call 
the  second  period.  Lastly,  and  with 
sudden  transition,  at  the  end  of  the 
malady  the  pulse  and  temperature 
reach  a  far  superior  degree  of  eleva- 
tion than  in  the  first  period."  In  my 
cases  the  parallelism  between  temper- 
ature and  pulse  hardly  existed.  Ched- 
evergne's  case  is  more  complicated, 
for  the  pulse  was  slow  and  intermit- 
tent at  the  same  time,  but,  the  pre- 
dominating gastric  symptoms  made 
typhoid  fever  probable.  The  progress 
of  the  temperature  is  still  more  char- 
acteristic. In  tubercular  meningitis 
there  is  nothing  precise  about  the 
temperature;  it  is  even  difficult  to 
note  the  average  degree  of  fever. 

Roger  insists  on  the  inconstancy  of 
thermometrical observations,  but  there 
exists  an  important  fact  which  I  did 
not  find  in  any  of  my  cases  ;  this  is  a 
considerable  decrease  of  the  heat  at 
a  given  moment.  Now,  when  this  is 
intermediate  between  the  two  periods 
of  increase,  it  is  in  children  a  pathog- 
nomic sign  of  phlegmasia  of  the  men- 
inges. Everyone  knows  the  thermic 
characters  of  typhoid  fever,  the  three 
periods  of  increase,  stationary  and 
decline.  My  cases  showed  that  the 
fever  only  decreased  when  the  disease 


was  at  an  end  or  nearly  so.  As  to  the 
digestive  tract,  my  patients  presented 
sometimes  constipation,  sometimes 
diarrhoea,  but  nearly  all  had  a  swelled 
abdomen,  hypertrophy  and  tender- 
ness of  ihe  spleen. 

In  tubercular  meningitis  which  has 
arrived  at  the  period  of  the  symp- 
toms mentioned  in  my  cases,  the  ab- 
domen is  retracted,  the  spleen  slightly 
or  not  at  all  increased  in  size,  and  the 
region  of  the  organ  is  not  painful.^ 

I  will  not  speak  of  generalized  cu- 
taneous hypersesthesia,  for  it  is  a  symp- 
tom found  in  a  great  many  affections, 
such  as  typhoid  fever  of  ataxic  form, 
tubercular  meningitis,  acute  phthisis, 
etc.  As  for  the  cerebral  symptoms 
proper,  the  difference  is  difficult  to 
make  out  in  the  affections  under  con- 
sideration. In  both  diseases  the  little 
patients  are  restless,  anxious,  they  are 
drowsy,  their  faces  show  signs  of  suf- 
fering ;  the  muscles  of  the  face  con- 
tract more  or  less  rapidly.  Dr.  Ol- 
livier  insists,  with  good  reason,  on  the 
lateral  decubitus,  with  the  legs  drawn 
up,  and  the  cross  expression  of  the 
child.  These  are  almost  always,  he 
states,  the  symptoms  of  tubercular 
meningitis.  I  have  purposely  omitted 
speaking  of  the  rosy,  lenticular  spots  ; 
of  the  epidemic  character  of  the  dis- 
ease, which  when  they  exist  will 
greatly  facilitate  the  diagnosis.  It  is 
so  with  hereditary  antecedents  or  per- 
sonal history,  which  in  the  diseases  of 
children  always  play  an  important 
part.  I  would,  however,  say  that  it  is 
especially  patients  of  a  nervous  or 
sanguine  habit  that  are  the  most 
exposed  to  the  meningitic  form  of 
typhoid  fever.  In  a  young  child,  dur- 
ing the  progress  of  a  typhoid,  delirium 
may  suddenly  appear,  which  is  in  no 
way   produced   by   the   presence    of 
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Eberth's  bacillus  in  the  meninges  or 
cerebral  substance.  The  nervous  sys- 
tem in  children  is  in  a  continued  exci- 
tation, and  is  influenced  by  the  vaso- 
motor troubles,  which  in  an  adult 
would  have  no  effect ;  I  refer  to  the 
abdominal  reflexes  due  to  constipation, 
tapeworm,  etc.  Another  frequent 
cause  of  delirium  in  feverish  children 
is  difficult  dentition.  Rilliet  and  Bar- 
thez  insisted  especially  on  the  possi- 
ble error  of  diagnosiis  between  the  ac- 
cidents that  difficult  dentition  pro- 
duces and  those  of  acute  meningitis. 
Consequently,  an  attentive  examina- 
tion of  the  mouth  should  be  made, 
which  will  show  if  the  gums  are  in- 
flamed, swollen  and  painful  to  the 
touch.  An  abundant  salivation  will 
be  present,  and  there  is  always  a  bright 
•coloration  of  the  cheek  correspond- 
ing to  the  jaw,  in  which  the  teeth  are 
growing  most  actively.  All  these 
alarming  symptoms  will  pass  off  after 
a  scarification  of  the  gum  and  the  ad- 
ministration of  a  purgative.  Helmin- 
thiasis, rare  in  babies,  may  set  up  iden- 
tical symptoms,  but  as  in  this  case  it  is 
most  always  the  oxyuris  vermicularis 
which  produces  the  mischief,  a  careful 
•examination  will  put  the  diagnosis 
•aright,  and  a  cure  will  be  quickly  at- 
tained. Some  writers  (Barrier,  Bou- 
-chert,  West)  have  described,  under  the 
name  of  pseudo  meningitis,  certain 
affections  which  have  a  relation  to  ty- 
phoid fever  of  the  meningitic  type  in 
some  clinical  features,  but  which 
absolutely  differ  in  their  intimate  na- 
ture. Pseudo-meningitis  often  is  only 
a  mark  which  hides  certain  affections 
at  the  onset,  such  as  pneumonia,  pulta- 
ceous  angina,  measles,  smallpox,  etc., 
beginning  with  alimentary  and  bilious 
vomiting,  constipation,  violent  head- 
ache, somnolence,  delirium  with  rest- 


lessness, twitch ings  of  the  limbs,  etc. 
Soon  after  there  are  convulsions  and 
fever,  and  then  the  cerebral  symptoms 
cease,  the  fever  persists,  and  the  physi- 
cian sees  the  real  disease  appear.  What 
shall  be  said  of  simple  meningitis  met 
with  in  young  children  ?  According 
to  all  writers  on  the  subject  it  is  most 
exceptional,  and  when  it  does  exist  it 
is  dependent  on  an  otitis.  But  in  this 
case  the  symptoms  are  those  of  an 
acute  affection  with  a  rapid  evolution. 
The  hyperaesthesia,  contractions,  vom- 
iting, strabismus  follow  or  coincide 
with  a  most  intense  fever,  having  no 
regular  cycle.  Dea!h  takes  place  in 
a  much  more  rapid  and  unexpected 
manner  than  in  the  meningitic  form 
of  typhoid.  Acute  pneumonia,  local- 
ized at  the  apex,  is  quite  frequent  in 
children,  and  is  accompanied  by  cer- 
ebral symptoms.  The  invasion  of 
pneumonia  presents  general  phenom- 
ena, especially  fever,  which  acts  upon 
the  nervous  system  in  general,  on  the 
brain  in  particular,  and  then  we  are  in 
face  of  one  of  these  forms  of  pneu- 
monia that  Rilliet  and  Barthez  have 
so  well  described  under  the  name  of 
eclamptic  or  meningitic  pneumonia. 

The  last  named  is  the  form  that  is 
to  be  considered  here.  In  the  menin- 
gitic form  of  lobar  pneumonia  the 
aspect  of  the  child  is  absolutely  that 
of  one  affected  with  meningitis.  In 
the  first  place  vomiting,  constipation, 
cephalalgia  and  delirium  are  promi- 
nent. The  abdomen  is  flat  or  sca- 
phoid ;  the  eyes  are  sometimes  devi- 
ated, and  occasionally  the  pulse  is 
unequal  and  slow.  Now,  this  cerebral 
form  is  observed  especially  in  pneu- 
monia at  the  apex,  that  is  to  say,  in 
cases  where  the  physical  signs  are 
slow  to  appear,  for  which  reason  the 
diagnosis  is  necessarily  uncertain  for 
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a  few  days.  It  is,  consequently,  the 
progress  of  the  symptoms  that  should 
guide  the  physician  and  prevent  him 
from  too  hastily  diagnosing  meningi- 
tis developing  during  typhoid  fever. 
We  should  be  put  on  guard  by  the 
sudden  onset  of  the  cerebral  symp- 
toms, and  still  more  the  acceleration 
of  the  respiration,  the  dilatation  of  the 
nostrils,  and  sometimes  a  slight  cough 
will  draw  the  attention  to  the  lungs. 
Then  the  exact  physical  signs,  the  dull- 
ness, the  crackling  rales  with  tubal 
respiration  which  are  heard,  will  lend 
to  the  diagnosis  of  frank  pneumonia, 
or  a  broncho-pneumonia  of  lobar  fo- 
cus, as  the  case  may  be.  The  absence 
of  expectoration  here  takes  away  one 
of  the  most  important  signs  for  a  dif- 
ferential diagnosis,  the  search  for  the 
lanceolated  pneumococcus  of  Talamon- 
Fraenkel.  In  the  meningitic  form  of 
pneumonia,  let  me  say,  the  child,  after 
a  few  days,  falls  into  a  torpid  state 
with  weakness,  that  may  go  so  far  as 
to  present  a  semi-comatose  condition, 
with  immobility  of  the  face  and  gen- 
eral insensibility. 

The  detailed  description  of  some 
diseases  simulating  typhoid  fever  of 
meningitic  type,  of  which  I  have 
given  the  principal  characters,  shows 
what  extreme  difficulties  the  clinician 
encounters  in  these  undecided  cases. 
The  presence  or  absence  of  the  rosy 
spots  is  not  a  pathognomonic  sign,  for 
cases  of  incontestable  authenticity 
show  us  that  they  may  be  present  in 
acute  phthisis,  infectious  endocardi- 
tis (Louis,  Andral,  Jaccoud,  Colin, 
etc.),  and  Dr.  Render  has  recently 
cited  a  case  in  his  clinical  lectures.  So 
nearly  always  hesitation  may  be  per- 
mitted, and  if  many  symptoms  mili- 
tate in  favor  of  typhoid  fever,  there  is 
a  certain  number  that  will  weigh  down 


the  balance  on  the  side  of  tubercular 
meningitis  (paralysis,  contractions? 
oculo- pupillary  symptoms). 

In  children  we  do  not  have  the  im- 
portant information  furnished  by  the 
expectoration,  the  presence  of  Koch's 
bacillus,  which  would  be  absolutely 
conclusive.  Differential  diagnosis  ban 
not  only  an  importance  as  to  the  prog^ 
nosis,  but  also  to  prophylaxis.  Con- 
sequently in  order  to  remove  all  hesi- 
tation we  should, have  recourse  to  as 
almost  infallible  means,  namely,  the- 
pimctiwe  of  the  spleen,  a  simple  opera- 
tion, easy  to  perform  and  absolutely 
harmless. 

[To  perform  this  little  operation  it  is  neces- 
sary to  always  take  most  careful  antiseptic 
precautions,  wash  with  soap,  then  with  sub- 
limate and  then  alcohol  the  field  where  the 
puncture  is  to  be  made.  This  should  be- 
done  with  a  sterilized  syringe,  preferably 
Prof.  Straus'  instrument,  which  is  so  very 
easily  rendered  sterile.  As  soon  as  the  punc- 
ture is  made  stab  cultures  are  made  with  the 
blood  removed,  in  a  liquid  such  as  phenicated 
bouillon,  or  in  a  solid,  such  as  serum,  agar- 
agar,  or  phenicated  gelatine.  The  first  cultures- 
are  then  transplanted  to  potato,  on  which 
soil  the  characters  of  Eberths'  and  Gaffky's 
bacillus  will  be  seen.  Direct  microscopical 
examination  of  the  liquid  removed  from  the 
spleen  will  rarely  permit  recognizing  bacilli 
which  morphologically  resemble  the  typhoid 
bacillus,  that  is  to  say,  an  ovoid  bacillus, 
pale  in  color  and  mobile.  If  care  has  been 
taken  not  to  dry  the  cover  glass  too  much, 
the  bacillus  treated  by  the  method  of  Gross- 
will  be  completely  uncolored  if  the  result  be 
positive.  This  first  examination  is  never- 
sufficient,  and  cultures  should  always  be 
made,  followed  by  experiments.  On  agar- 
plates  after  the  second  day  the  confluent 
colonies  will  form  continued  lines  if  the 
cultures  have  been  made  by  stabs.  All  the 
colonies  will  appear  in  the  form  of  opaline, 
transparent  patches,  slightly  colored,  but  with, 
a  tendency  to  extend  in  surface.  On  gelatine 
the  aspect  is  the  same ;  the  bacillus  does  not 
liquefy  this  soil,  and  produces  small  and 
slightly  honeycombed  colonies.     In  bouillon 
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there  is  a  very  marked  cloudiness  on  the 
following  day  and  later  a  whitish  deposit  is 
seen.  On  colored  soils,  according  to  Straus 
and  Gasser's  method,  the  reaction  of  the 
typhoid  bacillus  is  most  frank.  Microsco- 
pical examination  of  the  micro-organisms 
contained  in  these  different  soils  is  none  the 
less  conclusive.  On  gelose  and  bouillon  the 
culture  is  composed  of  bacilli  of  very  dif- 
ferent sizes,  from  the  nearly  filamentous  rods 
to  the  fine  bacilli,  and  all  the  intermediate 
stages  are  found.  The  most  striking  char- 
acter of  these  bacilli  is  their  extreme  mobility 
in  the  form  of  a  movement  of  reptation  in  the 
long  forms  of  the  micro-organisms,  and  a 
movement  of  oscillation  and  even  rotation 
on  their  long  axis  in  the  others.  On  potato 
the  roots  are  shorter  and  thicker  and  nearly 
all  of  the  same  size.  The  product  of  these 
cultures  when  inoculated  in  the  abdominal 
cavity  of  animals,  particularly  white  mice, 
kills  them  in  a  few  hours,  and  the  blood 
contained  in  the  peritoneal  cavity  will  furnish 
pure  cultures  of  the  typhoid  bacillus.  Even 
the  intestines  contain  nearly  exclusively  the 
same  pathological  agent.] 

I  would  consequently  draw  the  fol- 
lowing conclusions :  (i)  Typhoid  fever 
in  children,  of  the  ataxic  type,  may 
and  does  simulate  most  closely  tuber- 
cular meningitis.  (2)  In  this  case  the 
child  presents  the  symptoms  of  men- 
ingitis, that  is  to  say,  convulsions, 
delirium,  ocular  paralysis;  but  this 
trio  of  symptoms  of  the  onset  of 
meningitis  is  rare  at  the  initial  period 
of  the  ataxic  form  of  typhoid  fever. 
(3)  Differential  diagnosis  is  some- 
times  impossible  and   nearly  always 


most  difficult ;  however,  in  the  ataxic 
form  of  infantile  typhoid  fever:  {a} 
the  prodromic  period  is  relatively 
short;  {b)  the  disease  may  come  on 
without  prodromes ;  (c)  the  tempera- 
ture is  more  or  less  markedly  con- 
tinued, there  are  no  absolute  remis- 
sions between  the  two  periods  as  in 
tubercular  meningitis;  (d)  the  pulse 
is  not  irregular  and  intermittent  (the 
case  of  Dr.  Chedevergne  is  an  ex- 
ception), and  there  is  no  parallelism,, 
relative  or  absolute  between  the 
frequency  of  the  pulse  and  the  curve 
of  the  temperature;  {e)  the  abdomen 
is  swollen  and  is  hardly  ever  retracted; 
(/)  hypertrophy  of  the  spleen  is  more 
constant  and  more  marked  in  typhoid ;, 
{g)  the  cross  expression  of  children 
having  tubercular  meningitis  rarely 
exists  in  typhoid  fever.  (4)  The  ataxic 
form  of  typhoid  may  manifest  itself 
by  the  lateral  decubitus  with  the 
limbs  drawn  up,  by  irregular  contrac- 
tions of  the  face,  opisthotonos  and 
cutaneous  hypersesthesia.  (5)  An  at- 
tentive study  of  the  symptoms  and 
progress  of  the  disease  under  the 
physician's  observation  will  in  the 
greater  number  of  cases  permit  of  a 
correct  diagnosis.  (6)  The  existence 
of  rales,  scattered  throughout  the 
thorax,  is  a  most  valuable  sympton>. 
in  favor  of  typhoid  fever. 
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Dr.  Reginald  H.  Sayre  read  a  paper 
•on  the 

BEST  METHOD  OF  SECURING  A  GOOD 
RESULT  IN  FRACTURE  OF  THE  CLAV- 
ICLE IN  "RUN-ABOUT  CHILDREN." 

He  referred  to  the  fact  that  shorten- 
ing with  displacement  is  the  usual 
result  after  fracture  of  the  clavicle. 
Rest  in  bed,  which  has  been  proposed 
by  Stimson  and  Hamilton  and  others, 
is  impossible  of  enforcement  in  chil- 
dren. Of  the  numerous  plans  of 
treatment  the  one  proposed  by  Prof. 
Lewis  A.  Sayre  yields  the  most  uni- 
formly good  results.  If  the  clavicle 
is  broken  at  its  outer  extremity  there 
is  little  deformity,  and  any  process 
which  procures  quiet  of  the  arm  will 
give  a  good  result.  If  the  fracture  is 
in  the  middle  third  or  toward  the 
sternal  end  deformity  is  common. 
The  sternal  fragment  rises  upward, 
while  the  acromial  portion  falls  down- 
ward, forward,  and  inward.  The 
essential  part  of  the  treatment  is  to 
put  the  shoulder  upward,  backward 
and  outward..  To  keep  the  small  child 
firmly  fixed  in  his  dressings  something 
besides  bandages  is  required.  Unless 
they  adhere  firmly  to  the  skin  the 
child  will  almost  certainly  squirm  out 
of  them.  Shiver's  mole-skin  extension 
plaster  is  less  likely  to  irritate  the 
skin  than  the  ordinary  rubber  plaster. 
A  strip  of  plaster  two  to  four  inches 


wide  and  long  enough  to  go  once  and 
a  half  around  the  body  is  folded  on 
itself  at  one  end,  the  sticky  sides 
toward  each  other  and  sewed  together, 
leaving  a  lap  large  enough  to  encircle 
the  arm  without  girdling.  This  lap  is 
placed  around  the  middle  of  the  arm, 
and  the  arm  is  drawn  firmly  back. 
The  length  of  the  plaster  is  then 
placed  around  the  body  and  the  end 
securely  fastened.  In  case  of  a  fat 
child  it  is  necessary  to  put  a  thin 
piece  of  pasteboard  or  felt  between 
the  arm  and  the  plaster  to  prevent 
cutting  of  the  flesh.  Another  strip 
of  plaster  is  cut  long  enough  to  extend 
from  the  point  of  the  sound  shoulder 
under  the  elbow  of  the  injured  side 
and  across  the  body  up  to  the  sound 
shoulder  again  and  lap.  At  the  elbow 
a  slit  should  be  cut  to  receive  the 
olecronon,  which  is  otherwise  certain 
to  be  chafed.  It  is  wise  to  pad  the 
elbow  with  cotton.  The  first  band 
having  been  applied  to  draw  the  arm 
upward,  the  second  piece  is  adjusted 
to  the  elbow  and  passed  over  the  back 
of  the  forearm  and  hand,  the  elbow 
being  brought  forward  and  across  the 
front  of  the  body,  causing  the  head  of 
the  humerus  to  be  pushed  upward, 
outward  and  backward.  It  is  some- 
times necessary  to  put  a  third  strip  of 
plaster,  which  should  be  passed  over 
a  compress  placed  over  the  point  of 
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fracture  and  which  is  fastened  at  the 
back  to  the  plaster  which  passes 
around  the  chest. 

In  rare  cases  it  may  be  necessary 
to  hold  the  parts  in  apposition  with 
the  fingers  applied  at  distant  parts  of 
the  clavicle  while  an  assistant  pours 
plaster-of-Paris  around  the  site  of 
fracture,  which  is  allowed  to  harden 
while  the  parts  are  held  in  exact 
apposition.  This  plaster-of-Paris  com- 
press is  held  in  place  by  a  strip  of 
plaster  passing  over  the  shoulder  and 
fastened  to  the  body  strip  at  front  and 
back. 

It  is  often  advisable  after  a  dressing 
has  been  applied  to  pass  a  few  turns 
of  plaster-of-Paris  bandage  over  the 
entire  arm  and  shoulder  to  keep  the 
child  from  disturbing  the  dressings. 
In  warm  weather  a  folded  handker- 
chief should  be  placed  on  the  axilla 
and  over  the  chest  where  the  hand 
and  arm  lie  upon  it.  If  the  skin 
should  become  excoriated  the  dressing 
should  be  removed  and  the  spot 
should  be  .  covered  with  a  cloth 
smeared  with  ointment  and  the  plas- 
ter reapplied. 

Three  cases  were  presented  by  the 
author  to  show  the  result  of  this 
treatment.  Union  had  been  so  com- 
plete and  deformity  so  slight  that  the 
point  of  fracture  was  detected  with 
difficulty  by  the  surgeons  who  exam- 
ined the  children. 

R.  H.  M.  Dawbarn,  M.D.,  read  a 
paper  entitled 

BEST    METHODS     OF    DRESSING     FRAC- 
TURES   OF    THE    THIGH    IN    INFANTS. 

In  general,  fractures  of  the  thigh  in 
infants  and  adults  present  the  same 
problems  for  solution.  In  diagnosis 
there  are  few  differences.  The  classi- 
fication of   the   text-books   as  extra- 


and  intra-capsiilar  fractures  of  the 
neck  of  the  thigh  bone  is  useless. 
The  treatment  in  either  case  is 
identical.  When  impaction  is  not 
present  the  fracture  is  easily  deter- 
mined. The  relative  length  of  the 
base  line  of  Bryant's  iliofemoral 
triangle  on  the  two  sides  settles  the 
point  instantly.  It  is  a  better  test 
than  to  observe  whether  the  trochan- 
ter is  higher  than  Nelaton's  line,  for 
it  can  be  ascertained  without  turning 
the  patient  over.  Fractures  of  the 
shaft  of  the  bone  are  easily  detected 
except  in  the  rare  cases  of  impaction 
with  perfect  position. 

In  reviewing  the  literature  of  the 
subject,  at  least  thirty  methods  of 
treatment  are  quickly  discovered.  It 
will  be  found,  however,  that  all 
methods  of  splinting  resolve  them- 
selves into  four  headings  : 

(i)  Immobilization. 

(2)  Immobilization  plus  horizontal 
traction. 

(3)  Immobilization  plus  eleyation. 

(4)  Immobilization  plus  elevation 
plus  traction. 

Immobilization  is,  of  course,  always 
necessary,  the  other  elements  being 
introduced  according  to  the  character 
of  the  fracture.  In  a  fracture  of  the 
shaft  from  direct  violence  the  break 
will,  as  a  rule,  be  transverse,  and  upon 
reduction  there  will  be  little  or  no 
tendency  to  shortening,  for  the  square 
ends  cannot  slip  past  each  other. 
Immobilization  alone  is  sufficient. 
The  plaster-of-Paris  splint  or  Liston's 
side  splint,  or  a  Bryant  or  a  Hamilton 
long  double  side  splint  will  be  selected. 
If  the  break  is  in  the  same  region  and 
due  to  indirect  violence  it  will  be 
oblique,  and  side  traction  must  be 
made.  Here  the  second  method  will 
be  required,  and  Buck's  extension  by 
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weight  and  pulley  may  be  selected, 
or  Bryant's  extension  with  rubber 
tubing.  A  much  larger  percentage  of 
broken  thighs  in  children  are  trans- 
verse than  in  adults.  Under  five 
years  this  is  the  rule.  The  green 
stick  fracture  is,  of  course,  at  that  age 
very  common. 

If  the  break  is  in  the  shaft,  high  up 
and  transverse,  the  third  method  is  to 
be  selected,  for  here  we  meet'  the 
unpleasant  feature  of  tilting  upward 
of  the  upper  fragment.  It  is  easier 
to  bring  the  lower  end  up  than  to 
force  the  upper  end  down.  To  this 
class  belongs  the  famous  plan  of  Dr. 
M.  R.  Smith,  of  Baltimore.  But  sup- 
pose we  have  to  deal  with  a  similar 
fracture  of  complicated  character. 
Here  we  are  in  danger  of  angular 
deformity  and  shortening,  and  must 
apply  the  fourth  method.  This  may 
be  accomplished  by  vertical  suspen- 
sion, by  which  the  feet  strapped  to- 
gether are  lifted  by  a  tackle.  This  is 
an  admirable  plan  for  infants,  espe- 
cially during  the  first  week.  It  ren- 
ders the  care  and  cleansing  of  the 
child  especially  easy.  Plaster  may 
also  be  used,  but  it  is  very  difficult  to 
keep  it  clean  and  in  proper  condition 
with  young  infants.  In  such  cases 
the  plaster  splint  should  be  varnished 
to  render  it  waterproof.  To  prevent 
urine  from  running  underneath  the 
splint  rubber  tissue  may  be  applied  to 
the  splint  and  fastened  to  the  child's 
skin.  Dentist's  rubber  dam  is  better 
than  ordinary  rubber  tissue.  It  may 
be  fastened  firmly  to  both  splint  and 
skin  by  the  following  mixture :  balsam 
of  fir,  sandarac,  mastic,  equal  parts, 
alcohol  sufficient  to  saturate.  This  is 
adhesive,  and  it  does  not  irritate  the 
skin  like  liquor  gutta-percha,  which  is 
a    chloroform    preparation.      Except 


where  vigorous  extension  is  needed, 
Hamilton's  splint  for  babies  is  an 
excellent  one.  This  is  a  long  double 
side  splint  running  from  each  armpit 
to  below  the  feet  and  a  wide  cross 
splint  to  hold  the  feet  quite  widely 
apart.  The  side  pieces  are  well  padded, 
and  the  child  is  held  firmly  while  the 
site  of  fracture  is  left  open  to  view. 

It  is  but  wisdom  to  use  phosphorus 
in  small  doses,  preferably  in  the  form 
of  phosphide  of  zinc,  in  all  cases  of 
fractures,  since  it  has  been  so  well 
demonstrated  that  phosphorus  quick- 
ens bone  formation. 

B.  Farquhar  Curtis,  M.D.,  read  a 
paper  on 

NEGLECTED   FRACTURES    IN  CHILDREN. 

Six  cases  of  fracture  in  children 
which  had  been  overlooked  by  the 
parents  or  physician  had  been  treated 
by  the  author  during  the  past  two 
months.  The  first  case  was  fracture 
of  the  clavicle  in  a  boy  of  four  years, 
overlooked  by  the  parents  and  first 
seen  ten  days  after  the  injury.  An- 
gular deformity  was  marked ;  the  bone 
was  refractured,  and  good  result  fol- 
lowed. The  second  case  was  a  frac- 
ture of  the  radius  and  ulna  seen  twelve 
days  after  injury.  Angular  deformity 
was  marked.  The  bone  was  refrac- 
tured, and  good  result  followed.  The 
third  case  was  an  improperly  treated 
fracture  of  the  radius  and  ulna  in  a  boy 
of  one  year.  He  was  seen  two  weeks 
after  the  injury.  There  was  a  marked 
curve  in  the  ulna.  The  arm  was 
forcibly  straightened  with  good  result. 
The  fourth  case  was  also  unrecognized 
fracture  of  the  i-adius  and  ulna  in  a 
boy  of  four  and  a-half  years,  seen 
after  nineteen  days.  Angular  de 
formity  was  so  marked  that  refractur- 
ing  was  necessary.    P2xcellent  reunion 
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and  good  formation  were  obtained. 
The  fifth  case  was  that  of  a  boy  thir- 
teen years  of  age,  presenting  a  badly- 
treated  fracture  of  the  radius  and  ulna 
which  had  occurred  six  weeks  before. 
There  was  a  curve  of  150°  and  marked 
thickening  from  callus.  The  bones 
were  refractured,  and  good  position 
and  union  were  obtained.  The  last 
case  was  an  improperly-treated  frac- 
ture of  the  internal  condyle  of  the 
humerus  with  dislocation  of  the  radius. 
Motion  was  limited  and  position  was 
bad.  It  was  to  be  treated  by  resection. 
These  cases  all  showed  errors  in 
diagnosis  or  treatment,  but  we  should 
remember  that  in  cases  of  this  char- 
acter we  do  not  know  the  difficulty 
of  diagnosis  nor  the  idiosyncrasies  of 
the  parents  or  patients  with  which 
the  attendant  physician  had  to  con- 
tend. 

Such  injuries  may  be  overlooked 
by  parents  and  not  infrequently  by 
the  physician  on  account  of  the 
difficulties  surrounding  the  diagnosis 
of  fractures,  and  especially  those  in 
children.  One  of  the  most  common 
difficulties  is  -swelling,  from  oedema 
and  extravasation  of  the  blood.  The 
tenderness  may  be  slight,  and  the 
complicating  dislocation  may  mask 
that  of  the  fracture.  The  disability 
in  children  is  sometimes  slight.  Ab- 
sence of  disability  with  deformity  are 
most  marked  in  green  stick  fractures, 
so  common  in  young  bones.  This 
latter  form  of  injury  may  be  over- 
looked by  failing  to  obtain  immobility 
which  appears  in  one  direction  only. 
We  have  also  to  deal  with  the  natural 
alarm  and  excitement  of  the  child.  It 
is  important  that  a  thorough  examina- 
tion should  be  made  of  every  limb  and 
every  joint  when  a  child  has  received 
any  considerable   injury.     It   should 


be  a  cardinal  rule  in  the  examination 
of  children  to  first  handle  some  un- 
injured part  of  the  body  so  that  the 
child  may  become  accustomed  to  the 
physician's  presence.  When  injury 
of  any  bone  is  suspected  the  neigh- 
boring joints  should  first  be  thor- 
oughly examined,  examination  of  the 
bone  being  attempted  last.  Local 
tenderness  should  not  be  sought 
until  all  other  parts  of  the  examina- 
tion have  been  completed.  If  it 
should  be  necessary  to  touch  the 
injured  part  to  discover  the  point  of 
motion  or  crepitus  it  should  be  done 
gently  until  the  exact  spot  is  reached, 
when  a  single  quick  movement  will 
generally  give  the  desired  information, 
and  very  likely  the  deformity,  can  be 
reduced  by  the  same  movement  and 
only  momentary  pain.  This  thorough 
method  of  examination  will  require 
time  and  patience,  but  it  should  be 
the  conscientious  duty  of  the  physician 
to  undertake  it.  If  the  child  or  the 
parents  are  unmanageable  an  anaes- 
thetic should  be  resorted  to.  In 
children  this  proceeding  is  so  free 
from  danger  that  it  can  be  employed 
oftener  than  in  adults,  and  it  is  of 
great  importance  that  an  exact  diag- 
nosis should  be  made. 

The  most  common  errors  in  treat- 
ment are  imperfect  reduction,  imper- 
^  feet  immobilization,' and  bad  judgment 
as  to  the  continuance  of  immobiliza- 
tion, resulting  in  stiffness.  The  dan- 
ger of  stiffness  is  met  by  early  re- 
moval of  splints,  for  the  period  re- 
quired for  uniting  in  children  is  much 
less  than  in  adults.  A  strong  union 
sometimes  occurs  in  less  than  three 
weeks.  The  bones  of  children  are 
very  easily  refractured  and  properly 
set,  and  the  after-results  in  improperly 
treated  cases  have  often  been  as  good 
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as  though  they  had  been  properly 
treated  from  the  first.  It  too  often 
happens,  however,  that  the  changes 
have  been  so  great  as  to  prevent  com- 
plete restitution  except  by  a  cutting 
operation.  This  is  especially  true  of 
fractures  near  the  elbow  joint. 

Dr.  Curtis  inquired  how  the  varnish 
referred  to  by  Dr.  Dawbarn  could  be 
removed.  Dr.  Dawbarn  replied  that 
it  was  readily  removed  with  alcohol, 
and  would  stand  soaking  with  water. 

Dr.  Curtis  referred  to  Thomas'  hip 
splint  as  an  excellent  method  to  treat 
fracture  of  the  thigh  in  young  chil- 
dren. •  When  it  is  well  fitted  it  may 
be  left  three  or  four  weeks.  No  ban- 
dages are  required,  and  hence  cleanli- 
ness may  be  perfectly  maintained. 
Dr.  Dawbarn  replied  that  Thomas' 
splint  would  not  answer  when  angular 
deformity  was  present.  It  was  also 
expensive.  Better  results  are  obtained 
in  young  children  with  splints  on 
both  sides. 

Dr.  Sayre  said  that  some  fractures 


of  the  neck  of  the  femur  were  over- 
looked or  were  mistaken  for  hip  joint 
disease.  When  the  distal  fragment 
has  slid  up  toward  the  dorsum  of  the 
ilium  extreme  lameness  occurs,  and 
the  condition  may  be  mistaken  forhip^ 
disease.  Suspension  is  the  best  method 
for  small  infants. 

Dr.  Vanarsdale  reported  two  cases, 
of  unrecognized  fracture  of  the  clav- 
icle. They  had  been  brought  by  the 
parents  because  of  large  callouses.  He 
approved  highly  of  the  method  by 
suspension  for  babies.  If  the  fracture 
of  the  femur  occurs  at  birth  the  whole 
limb  should  be  placed  against  the  ab- 
domen and  firmly  fastened.  Fractures 
in  a  child  a  few  months  older  require 
flexing  of  the  knee.  He  presented  a 
triangular  arrangement  made  of  paste- 
board. This  is  placed  against  the 
abdomen  of  the  child  and  the  leg 
brought  up  against  the  other  side  of 
the  triangle,  where  it  is  fastened  with, 
bandages. 
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The  Germ  Contents  of  the  Milk  of  Healthy  Mothers. 


Pallkskee,  of  Neustadt  {Archiv. 
fur pathologiscJie  Anatomic  nnd  PJiy- 
siologie,  Band  130,  Heft  2),  has  made 
a  series  of  experiments  in  order  to 
test  the  strength  of  the  long-standing 
belief  that  the  secretion  of  the  glands 
of  healthy  individuals  is  perfectly  free 
from  germs.  He  examined  the  milk 
from  twenty-two  different  mothers 
bacteriologically,  with  ten  positive  re- 
sults. As  a  result  of  his  investiga- 
tions, he  states  that  in  the  milk  of 
perfectly  healthy  mothers,  micro-or- 


ganisms are  frequently  found,  perhaps, 
in  the  half  of  all  the  cases.  These 
micro-organisms  belong  to  the  cocci, 
and  mostly  to  the  under  forms  of  the 
staphylococcus  pyogenes  albus.  It-is- 
doubtful  whether  these  are  carried  to- 
the  glands  by  the  blood  current,  or 
wander  in  from  outside.  Large  num- 
bers of  staphylococci  can  be  present 
in  the  milk  of  the  mammary  glands 
without  the  appearance  of  mastitis  or 
general  illness. 
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Dermoids^ 


BY  JOSEPH   PRICE,  M.D., 

PHILADELPHIA. 


I  HAVE  made  this  choice  of  tumor 
because  the  comphcations  are  about 
always  present.  Sometimes  simple, 
but  usually  extensive  and  aggra- 
vated. Commonly  there  are  very  gen- 
eral adhesions  to  all  surrounding 
structures  or  viscera,  requiring  cau- 
tious, painstaking  surgery.  They 
have  a  marked  tendency  to  suppura- 
tion and  inflammatory  action  ;  and  in 
dealing  with  these  cases  there  is 
needed  a  prolonged  experience  with 
suppurative  forms  of  pelvic  disease. 
Many  of  these  cases  are  neglected, 
or  go  unrecognized  until  the  patient, 
demands  relief  at  the  hands  of  some 
specialist. 

Dermoids  are  commonly  small,  their 
contents  mixed  and  filthy.  Occa- 
sionally fluid  occurs  in  considerable 
quantities.  In  considering  this  sub- 
ject I  shall  quote  freely  from  that 
eminent  pathologist,  Mr.  Bland  Sut- 
ton, primarily  for  the  reason  that  my 

V  Read  before  the  .Obstetrical  Society  of  Philadelphia, 
February,  1893. 


own  observations,  the  deductions  of 
not  a  few  experiences,  are  confirmed 
by  his  clear,  concise,  logical  discus- 
sion of  the  subject.  He  has  done 
much  to  help  us  out  of  our  ignorance 
and  confusion  upon  the  subject  of 
dermoids.  He  has  gone  very  far  in 
settling  for  us  their  origin,  the  puz- 
zling question  of  their  pathology,  the 
causes  of  development,  their  size, 
contents,  etc. 

He  says:  **The  cysts  which  arise 
in  connection  with  the  ovary  and 
parovarium  may  be  conveniently  ar- 
ranged in  three  groups,  according  to 
the  region  in  which  they  happen  to 
arise : 

"(i)  Oophoron,  unilocular  cysts, 
multilocular  cysts,  cystic  corpora 
lutea,  dermoids. 

"  (2)  Paroophoron,  papillary  (prolif- 
erous) cysts. 

*'  (3)  Parovarium,  parovarian  cysts, 
pedunculated  cysts  hanging  from  the 
broad  ligament. 

"My  first  efforts  were  directed  to- 
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ward  ascertaining  the  relation  of  der- 
moids to  these  three  regions  of  the 
ovary.  In  all  the  examples  of  ovarian 
dermoids  dissected  for  the  purpose, 
it  was  easy  to  demonstrate  that  the 
parovarium  was  unconnected  with 
them,  but  in  several  cases  this  struc- 
ture differed  in  minor  particulars  from 
the  usual  arrangement  of  the  tubules. 
Another  interesting  fact  was  the  fre- 
quent association  of  malformation  of 
the  Fallopian  tube  with  dermoids. 
In  some  cases  there  was  an  accessory 
abdominal  ostium  ;  in  others  the  tube 
would  have  no  abdominal  opening 
whatever. 

"These  conditions  have  but  little 
bearing  on  the  pathology  of  ovarian 
dermoids,  for  they  seem  to  be  quite 
as  frequently  associated  with  other 
forms  of  ovarian  cystomata.  It  now 
became  necessary,  seeing  that  ovarian 
dermoids  have  no  connection  with  the 
parovarium,  to  ascertain  as  far  as  pos- 
sible to  which  district  of  the  ovary 
they  belong.  When  a  cyst  attains  a 
large  size  this  task  is  an  impossible 
one,  but  in  dermoids  of  the  size  of  a 
walnut,  and  sometimes  when  they  are 
as  large  as  an  orange,  it  is  easy  to 
show  that  they  originate  in  the 
oophoron,  and  a  series  of  observations 
carried  out  for  this  purpose  has  had 
the  result  of  convincing  me  that 
ovarian  dermoids  arise  in  the  same 
portion  of  the  ovary  as  multilocular 
cystic  tumors.  These  cysts  arise  in  the 
Graafian  follicles,  and  it  is  my  inten- 
tion to  proceed  to  show  that  ovarian 
dermoids  also  arise  in  these  follicles. 
Having  localized  the  situation  of 
ovarian  dermoids  to  the  oophoron,  the 
task  became  simple  but  laborious,  for 
it  involved  a  large  amount  of  histo- 
logical work. 

**  When  an  ordinary  oophorite  cyst 


is  compared  with  a  typical  dermoid 
the  difference  is  very  striking.  In 
the  simple  non-dermoid  ovarian  cyst 
we  find  the  interior  lined  by  a  single 
layer  of  flattened  epithelium,  and  this 
may  be  difficult  of  detection.  The 
dermoid,  on  the  other  hand,  may  pre- 
sent skin,  hair,  sweat  and  sebaceous 
glands,  teeth  and  even  a  mamma. 

"  Should  the  non-dermoid  ovarian 
cyst  be  multilocular,  the  individual 
cavities  may,  if  not  too  large,  present 
a  membrana  granulosa ;  in  the  der- 
moid the  loculi  are  lined  with  skin, 
furnished  with  hair,  etc. 

"It  may  also  be  mentioned,  as 
tending  to  show  the  close  connection 
between  ovarian  glandular  cysts  and 
dermoids,  that  it  is  no  unusual  thing  to 
find  mucous  cysts  in  the  smaller  loculi 
in  the  walls  of  dermoids.  We  must 
now  proceed  to  consider  the  simplest 
form  of  an  ovarian  dermoid. 

"If  a  cyst  in  the  ovary  presents 
the  smallest  piece  of  skin,  furnished, 
perhaps,  with  only  two  or  three  hairs, 
its  dermoid  character  is  established. 
The  presence  of  a  tooth  without  any 
skin  is  sufficient.  As  a  matter  of  fact, 
every  gradation  may  be  traced  from 
the  membrana  granulosa  of  an  ovarian 
follicle  to  the  glandular  cutaneous 
lining  of  a  dermoid.  In  some  speci- 
mens the  epithelial  investment  is  in- 
distinguishable from  that  lining  a 
unilocular  cyst.  Yet  in  one  small 
portion  of  the  cyst  wall  a  few  hairs 
on  a  patch  of  skin  place  them  in  the 
category  of  dermoids. 

"  Thus  far  we  know  that  ovarian  der- 
moids resemble  non-dermoid  ovarian 
cysts  in  that  they  usually  consist  of 
one  large  cyst  surrounded  by  numer- 
ous smaller  ones.  We  have  already 
seen  that  a  multilocular  cyst  of  the 
ovary  may  present  only  one  tiny  patch 
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of  dermoid  tissue,  though  the  tumor  is 
composed  of  a  multitude  of  cavities, 
great  and  small.  There  are  good 
grounds  for  the  belief  that  if  all  multi- 
locular  ovarian  tumors  were  system- 
atically examined,  patches  of  dermoid 
tissue  in  the  cyst  would  be  found  to 
occur  with  very  great  frequency. 
Lastly,  an  ovarian  dermoid  may  be 
multilocular,  all  its  cavities  presenting 
skin,  hair,  or  teeth,  or  all  three  struc- 
tures in  the  same  cyst. 

"Thus  in  the  general  disposition 
■of  the  cavities,  single,  multiple  and 
mixed,  dermoids  and  non-dermoid 
ovarian  cystomata  are  in  agreement. 
The  most  highly  organized  ovarian 
dermoids  are  those  which  contain  a 
well-developed  mammary  gland  ca- 
pable of  secreting  a  fluid  resembling 
milk. 

"  In  order  to  obtain  teeth  in  a  cyst 
lined  with  mucous  membrane,  we 
need  calcify  some  of  the  cellular  pro- 
jections, and  a  dermoid  is  the  result. 
Calcific  patches  and  cartilage  are  not 
peculiar  to  dermoids ;  they  have  been 
seen  in  non-dermoid  ovarian  cysts. 
Finally,  although  there  are  striking 
differences  between  simple  ovarian 
cysts  and  complex  dermoids,  never- 
theless the  difference  between  a  com- 
plex ovarian  cyst  and  a  simple  der- 
moid is  practically  nil^  and,  as  a 
matter  of  fact,  the  glandular  ovarian 
cysts  are  often  structurally  more 
complex  than  many  dermoids,  and  I 
see  no  escape  from  the  conclusion 
that  ovarian  dermoids,  like  o'dphoritic 
cysts  in  general,  originate  in  Graaffian 
follicles. 

"  It  must  be  borne  in  mind  that  a 
distinction  exists  between  dermoids 
occurring  in  such  situations  as  the 
angle  of  the  orbit,  tongue,  neck,  etc., 
and  ovarian  dermoids." 


So  interesting  and  important  in  our 
surgery  is  the  subject  of  dermoids  that 
we  will  collate  the  best  of  modern 
authority,  this  with  a  sense  of  cer- 
tainty that  too  much  light  cannot  be 
thrown  upon  a  subject  which  has  been, 
and  is  yet,  involved  in  not  a  few 
doubts. 

Pozzi,  p.  100,  Vol.  II. 

Mixed  tumors,  as  well  as  dermoid 
cysts,  often  ossify;  but  a  study  of 
their  structure  emphasizes  the  inter- 
esting fact  that  the  fragments  of  bone 
are  not  necessarily  situated  near  the 
dermoid  cyst,  but  may,  indeed,  be 
quite  independent  of  them. 

Pozzi,  p.  121,  Vol.  II. 

The  frequency  with  which  purely 
dermoid  cysts  are  met  in  certain  parts 
of  the  head  and  neck  is  well  known ;. 
on  the  other  hand,  the  complex  tumors 
called  teratomata  are  often  met  with 
at  other  points  (sacral  region,  anterior 
mediastinum,  palatine  arch). 

Pozzi,  p.  121,  Vol.  II. 

Velitz,  of  Budapest,'  reports  a  curi- 
ous case  of  dermoid  cyst  with  a 
mamma.  Woman,  aged  40  years,  who 
had  borne  twelve  children.  Ovariotomy 
was  performed  for  a  dermoid  cyst  con- 
taining oily  matter  mixed  with  white 
hairs;  upon  the  internal  wall  was 
found  a  sort  of  mamma  as  large  as  a 
child's  fist ;  a  little  milk  resembling 
colostrum  was  squeezed  out  from  the 
nipple.  The  areola  was  pink,  and 
surrounded  by  a  circle  of  hairs. 

Pozzi,  p.  121,  Vol.  II. 

In  the  Museum  of  Clinical  Gynae- 
cology at  Halle,  there  is  a  piece  of  a 
dermoid  cyst  taken  from  a  goose,  and 
containing  several  feathers. 

1  Archiv.  f .  Path.  Anat.  and  Phys.  and  Klin.  Med., 
Bd.  cm,  Heft  3- 
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Pozziy  p.  121,  Vol.  II. 

Baumgarten,  Virchow's  Arch.  f. 
Path.  Anat.y  Bd.  cvii,  1887,  p.  515. 
The  finding  of  retinal  epithelium  has 
already  been  reported  by  Marchand, 
Bresl.  A  rat  I.  Zeitsch'.,  1881,  No.  21. 

Po!:zi,  p.  121,  Vol.  II. 

A.  Frankel,  Ueber  Dermoidcysten 
der  Ovarian,  und  gleickzeitige  Der- 
moide  im  Peritoneum,  Wiener  Med. 
Wochenschr.y  1883,  No.  28  et  seq. 

Pozziy  p.  96,  Vol.  II. 

They  are  usually  small,  but  they 
may  become  voluminous  by  uniting 
with  poligerous  cysts,  or  even  in  con- 
sequence of  acute  inflammatory  attack 
which  suddenly  increases  their  fluid 
contents.  Though  they  may  be  long 
unrecognized,  and  perhaps  revealed 
only  by  chance  at  the  autopsy,  as 
they  begin  (p.  97,  Vol.  11)  to  enlarge 
they  approach,  from  a  clinical  point  of 
view,  the  ordinary  proligerous  cysts 
that  I  have  just  described.  Poupinel 
has  gathered  data  in  regard  to  forty- 
four  cases  where  both  ovaries  were 
transformed  into  dermoid  cysts.  (See 
These  de  Paris,  1886,  Poupinel.) 

They  are  much  less  frequent  than 
proligerous  cysts. 

Olshausen  collected  statistics  of 
2275  cases  coming  from  a  series  of 
(operations)  ovariotomies  performed 
by  Spencer  Wells,  Keith,  Schroder, 
Krassowski,  A.  Martin,  Billroth,  C.  v. 
Braun,  Esmarck,  Dohen  and  himself. 
Out  of  this  number  there  were  only 
eighty  dermoid  cysts  (3.5  per  cent). 
Their  internal  surface  is  covered  with 
a  membrane  which  looks  like  the  skin, 
and  which  has  a  similar  structure ;  we 
may  see  on  it  a  corneous  layer  formed 
of  several  layers  of  flat  and  thin  sphe- 
roidal cells,  like  those  of  the  rete 
Malpighii. 


Pozziy  p.  97,  Vol.  II. 

A  panniculus  adiposus  separates 
the  dermic  layer  from  the  fibrous  cap- 
sule of  the  cyst.  Upon  the  surface 
of  the  derma  are  papillae  which  may 
look  like  nipples,  and  some  hairs 
which  are  inserted  into  hair  follicles 
occasionally  provided  with  a  seba- 
ceous gland ;  the  latter  were  first  de- 
monstrated by  Friedlander. 

Sudoriparous  glands  are  also  found. 
The  hairs,  whether  free  or  implanted, 
are  long,  tawny,  agglutinated  together 
by  sebaceous  matter,  and  sometimes 
rolled  into  little  balls. 

Sebum,  resembling  the  vernix  cas- 
eosa,  partly  fills  the  cavity,  and  often 
forms  small,  isolated  masses ;  it  is 
sometimes  oily  in  consistency,  and 
contains  many  epithelial  cells,  choles- 
terin  crystals,  and  fatty  acids. 

Teeth  and  bones  have  been  found 
in  these  cysts ;  bones  are  inserted  in 
the  wall,  and  more  or  less  covered  by 
the  dermic  layer  (Pozzi,  p.  98,  Vol.  11) ; 
they  are  irregular  in  shape,  usually 
flat,  and  formed  of  compact  tissue ; 
cartilage  is  present  in  small  patches, 
which,  according  to  Labbe  and  Ver- 
neuil,  sometimes  articulate  by  means 
of  intervening  fibrous  bundles. 

The  teeth  project  into  the  cavity, 
and  are  often  loosely  inserted  into 
alveoli  formed  of  bony  debris.  They 
are  never  perfect  in  shape,  and  can- 
not be  absolutely  identified  as  incisors, 
canines  or  molars ;  the  cement  is 
usually  absent. 

Pozzi,  p.  98,  Vol.  II. 

Hollaender  makes  the  interesting 
statement  that  the  teeth  are  always 
placed  with  crowns  sloping  toward  the 
median  plane  of  the  body,  so  that  an 
examination  of  the  cyst  cavity  will 
always  determine  the  side  of  the  body 
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upon  which  it  originated.  As  many 
as  a  hundred  teeth  have  been  found 
in  one  cyst  (Schnabel). 

Autenrieth  describes  a  case  where 
300  teeth  were  taken  out  of  a  cyst 
which  contained  even  more. 

Some  writers  claim  to  have  found 
carious  teeth,  but,  as  Lannelongue 
observes,  Magitot  is  probably  correct 
in  thinking  that  this  is  not  really  ca- 
ries, but  a  phenomenon  of  wear  and 
absorption. 

P.  Ruge  found  in  a  dermoid  cyst 
just  below  a  bone  which  resembled 
the  inferior  maxillary  with  its  molar 
teeth,  a  small  mass  which  in  form, 
size  and  acinous  structure  had  every 
appearance  of  a  submaxillary  gland. 

Pozzi,  p.  99,  Vol.  II. 

Unstriped  muscle  fibres  have  been 
found  in  the  dermic  layer  (Virchow)  ; 
as  to  the  striated  fibres,  Olshausen 
denies  their  existence,  saying  that 
where  they  are  found  the  case  is  prob- 
ably one  of  teratoma  instead  of  der- 
moid cyst.  In  truth,  many  authorities 
confuse  the  two. 

Pozzi,  p.  99,  Vol.  II. 

Cruveilhier  quotes  a  case  where 
nails  were  found  ;  Baumgarten  reports 
a  most  remarkable  case  where  the 
cyst,  besides  skin,  hairs,  and  teeth, 
■contained  a  body  which  resembled  an 
eye,  with  a  species  of  convex  cornea 
and  epithelium  like  that  of  the  retina. 
There  was  also  a  mucous  membrane 
similar  to  that  of  the  intestines  and 
stomach,  and  encephaloid  nerve  sub- 
stance. 

The  presence  of  gray  m'atter  in 
dermoid  cysts  is  a  knotty  point.  In 
one  case  Virchow  found  gray  matter, 
laminated  as  in  the  cerebellum  ;  Key 
found  some  enclosed  in  a  bony  cavity ; 
Rokitansky,  in  a   species  of  capsule 


near  a  bone  ;  other  pathologists  have, 
in  exceptional  cases,  found  nerve 
filaments  supplying  the  teeth  (Mahot 
and  Legros). 

Pozzi,  p.  100,  Vol.  II. 

Besides  these  solid  substances, 
dermoid  cysts  contain  a  milky  fluid, 
in  which  are  often  cholesterin  crys- 
tals. 

Mixed  tumors,  formed  by  a  combi- 
nation of  dermoid  with  other  forms 
of  ovarian  cysts,  have  long  been 
known  (Lebert,  1857). 

The  subject  has  recently  been  stud- 
ied by  Pouperiel  (  These  de  Paris,  i  S%6), 
who  states  that  in  one  and  the  same 
tumor  we  may  find  in  closest  union 
dermoid  cysts  and  cysts  with  pave- 
ment epithelium,  cubical,  ciliated,  gob- 
let, polymorphous  cells,  etc.  More 
than  this,  in  the  same  cystic  cavity  we 
may  find  the  epidermis  with  its  ap- 
pendages (hairs,  sebaceous  and  sudor- 
iparous glands),  and  a  lining  of  uni- 
form or  polymorphous  epithelium. 
Finally,  the  interior  lining  of  the  cav- 
ity may  be  entirely  formed  of  skin, 
which  may,  however,  be  incomplete. 
In  some  instances  the  cutaneous  lin- 
ing is  found  in  a  few  places  only  of 
the  dermoid  cavity,  and  may  be  in  the 
form  of  large  papillae,  into  which  are 
implanted  the  hairs.  The  rest  of  the 
cyst  wall  is  smooth  and  fibrous,  or 
else  looks  more  mucous  than  cuta- 
neous. 

Regret  that  thorough  histological 
examinations  *  of  so-called  dermoid 
tumors  are  rare.  Were  they  more  fre- 
quent, it  is  probable  that  many  cases 
of  so-called  dermoid  cysts  would  be 
classed  with  mixed  tumors.  The 
fibrous  stroma  is  usually  formed  of 
young  connective  tissue,  of  adult  or 
of  myxomatous  tissue.     Yet,  besides 
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teeth,  which  are  produced  from  the 
ectoderm,  and  are  met  with  only  when 
there  is  a  cutaneous  lining,  we  find 
cartilaginous  and  bony  tissue  in  the 
fibrous  walls  of  mixed  tumors.  It 
may  also  be  seen  in  tumors  which 
possess  no  dermoid  characteristics. 

Poupinel  reports  an  example  of  a 
mucoid  cyst  of  the  ovary,  followed 
by  the  appearance  of  cysts  of  the 
same  nature  all  over  the  body ; 
cartilaginous  nodules  found  in  its  walls. 

Both  ovaries  may  be  simultaneously 
affected.  In  that  case,  as  in  the  case 
of  unilateral  ovarian  tumors,  combi- 
nations of  every  variety  of  cyst  may 
occur.  Every  ovary  may  contain  an 
epithelial  mucoid  tumor,  with  poly- 
morphous epithelium  or  epithelium  of 
one  kind  alone.  For  instance,  both 
cysts  may  be  lined  with  ciliated  epi- 
thelium (Brodowski,  etc.). 

Pozzi^  p.  10 1,  Vol.  II. 

Oftentimes  both  ovaries  are  trans- 
formed into  mixed  tumors  (Flesch, 
Neuman,  Poupinel). 

There  may  be  a  dermoid  cyst  upon 
one  side  and  a  mucoid  cyst  upon 
the  other  (Lebert,  Young,  Herchl, 
Mugge,  etc.),  or  a  mucoid  cyst  on  one 
side  and  a  mixed  tumor  on  the  other 
(Poupinel). 

Pozzi,   p.  10 1,  Vol.  II. 

The  question  of  origin  of  dermoid 
cysts  is  one  of  the  most  obscure  points 
in  general  pathology. 

The  theory  which  ascribes  them  to 
extra-tit erine  pregnancy  scarcely  de- 
serves mention,  since  they  are  often 
met  with  in  children. 

The  theory  of  diplogenesis  by  foetal 
inclusion  is  also  inadmissible,  and  is 
at  once  disproved  by  the  great  num- 
ber of  teeth  present. 

The  term  plastic  heterotopia,  used 


by  Lebert,  is  no  explanation,  but 
merely  a  name. 

There  are  a  few  more  tenable 
theories ;  that  of  parthenogenesis y 
which  considers  their  formation  due 
to  a  proliferation  of  germinating  epi- 
thelial cells,  is  not  satisfactory,  be- 
cause it  fails  to  account  for  the  pres- 
ence of  similar  growths  in  other  parts 
of  the  body  where  there  is  no  epi- 
thelium. 

The  theory  of  impaction,  although 
not  beyond  criticism,  is  on  the  whole 
the  most  satisfactory.  According  to 
this  view,  during  intra-uterine  exist- 
ence certain  portions  of  the  blasto- 
derm become  impacted  by  pressure 
within  the  tissues,  and  develop  there 
later,  giving  rise  to  an  irregular  for- 
mation of  the  normal  tissues.  Verneui! 
was  the  first  to  formulate  this  in- 
genious theory  in  regard  to  cysts  of 
the  branchial  clefts  of  the  neck  and 
head  (1883). 

The  demonstrations  of  his  in  regard 
to  the  axis  cord,  from  which  he  claims 
that  the  genital  organs  are  developed,, 
assist  us  in  understanding  the  com- 
plexity of  the  elements  found  in  der-^ 
moid  cysts  of  the  ovary.  The  organs 
which  are  formed  by  all  the  layers  of 
the  blastoderm  are  the  only  ones  which 
take  part  in  the  formation  of  the  axis 
cord.  It  is  impossible  by  dissection 
to  identify  the  different  germinative 
layers  ;  we  can  easily  imagine,  there- 
fore, that  portions  of  tissue  corres- 
ponding to  the  corneous  layer,  the 
medullary  tube  (ciliated  epithelium),, 
or  the  middle  layer  (muscle,  bone),, 
may  become  misplaced  in  the  ovary 
as  in  the  testicle.  The  impaction 
receives  strong  corroboration  from 
these  researches.  (Olshausen,  Die 
Krankheiten  der  Ovarien,  Stuttgart,. 
1886,  p.  404.) 
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Lannelongue  ^  adopts  (impaction)  it 
unreservedly.  He  calls  attention, 
moreover,  to  the  fact  that  the  develop- 
ment of  these  tissues,  foreign  to  the 
parts  in  which  they  are  situated, 
brings  about  certain  modifications  in 
the  structure  of  the  latter,  which  add 
to  the  complexity  of  the  abnormal 
growth.  Perhaps  this  may  explain 
the  union  of  proliferating  ovarian 
cysts  to  dermoid  cysts,  and  the  various 
transitional  stages  in  these  neoplasms- 
Still,  Lannelongue  does  not  entirely 
reject  the  idea  of  diplogenesis  in  cases 
where  foetal  remains  are  found  in 
cysts,  which  he  terms  foetal  cysts. 
He  considers  them  to  be  combinations 
of  cysts  and  double  monsters  ;  the 
cause  giving  rise  to  the  production  of 
the  monster  being  intimately  asso- 
ciated with  that  which  determines  the 
formation  of  the  cyst.  One  or  the 
other  may  predominate,  according  to 
the  case ;  the  higher  we  go  in  the 
series  the  more  does  the  element  of 
the  monstrosity  predominate,  and  the 
more  does  the  cyst  element  tend  to 
diminish  and  disappear.  Thus,  in  the 
genesis  of  these  tumors  there  are  two 
factors  to  be  considered  :  (i)  the  pro- 
duction of  cystic  cavities,  and  (2)  the 
existence  of  a  centre  of  supplementary 
development.  To  admit  the  existence 
of  this  (secondary)  independent  centre 
is  to  satisfactorily  account  for  the 
complex  character  of  these  neoplasms, 
but  it  must  be  confessed  that  the  ad- 
mission creates  problems  quite  as 
difficult  of  solution  as  those  which  it 
destroys. 

Thomas  and  Munde^  p.  ^6^. 

In  various  parts  of  the  body,  orbit, 
floor  of  mouth,  brain,  eye,  anterior 
mediastinum,  lungs,  mesentery,  tes- 

J  Traite  dei  Kystes  Cong^nitaux,  Paris,  1886. 


tides,  ovaries,  peculiar  cysts  contain- 
ing fat,  teeth,  hair,  cholesterin,  carti- 
lage, bone  are  sometimes  found.  Their 
walls  give  evidence  of  the  existence 
of  sweat  glands,  sebaceous  follicles, 
papillae  and  an  inverting  epithelium, 
so  that  the  microscopic  appearance 
of  the  walls  resembles  closely  that  of 
skin.  Many  fanciful  theories  are  given 
as  to  the  origin  of  these  peculiar 
growths.  It  is  believed  that  they  are 
the  result  of  an  irregular  and  eccentric 
development  of  the  tissues  of  the 
foetus  during  intra-uterine  life.  It 
was  Lebert  who  advanced  the  theory 
that  from  the  elements  present  spon- 
taneous generation  of  a  portion  of 
skin  occurs,  and  this  being  given  we 
have,  as  Dr.  Farre  expresses  it,  "  the 
basis  out  of  which  many  of  these 
products  spring." 

M.  Pigne  has  analyzed  eighteen 
cases  with  reference  to  the  period  of 
life  at  which  they  were  found,  with 
the  following  results  : 

5  existed  in  virgins  under  12  years. 

6  "  "  children  from  6  months  to  2  years. 
4      "        "  the  female  foetus  at  term. 

3      "        "  foetuses  cast  off  at  the  eighth 
month. 

Vary  in  size  from  a  hen's  ^g^  to 
adult  head,  rarely  larger.  Are  hard 
and  generally  globular.  One  ovary 
is  usually  affected  and  by  only  one 
tumor,  but  instances  are  on  record 
where  a  single  ovary  contained  several 
dermoids. 

Thofnas  and  Munde^  p.  669. 

Out  of  fifteen  cases  of  dermoid 
cysts  operated  on  by  me,  in  three 
both  ovaries  were  affected  in  this 
manner.  One  of  these  three  women 
was  pregnant  at  five  months ;  from 
another,  a  single  woman,  39  years  old, 
I  removed  a  switch  of  hair  2>^  feet 
long,   which   after  dissolution  of  fat 
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contained  in  it  by  immersion  in  ether, 
it  lengthened  to  S}4  feet. 

Innocuous  in  themselves,  not  likely 
to  increase  rapidly  or  to  attain  great 
development,  they  sometimes  set  up 
very  serious  and  even  fatal  disturb- 
ance by  one  of  three  methods :  (i) 
suppuration  and  consequent  abscess  ; 
(2)  by  perforation  and  discharge  into 
peritonaeum ;  (3)  by  cyst  containing 
dermoid  elements,  secreting  fluid  and 
changing  its  character  to  that  of  a 
fluid  tumor. 

Out  of  150  ovarian  tumors  removed 
by  me,  four  were  large  cysts  having 
as  bases  dermoids  containing  fat,  hair 
and  bone.  In  these  cases  the  cysts 
containing  the  dermoid  elements  were 
not  in  communication  with  the  large 
cysts  filled  with  fluid  colloid  which 
constituted  the  mass  of  the  tumor. 
In  two  cases  the  tumor  was  nearly 
removed  when  a  cyst  filled  with  fluid, 
fat,  etc.,  was  opened  into.  The  large 
cysts  appeared  like  ordinary  multi- 
locular  cysts. 

Often  discovered  by  accident  only. 
Often  movable.  Their  tendency  to 
inflame  spontaneously. 

Thomas  and  Munde,  p.  670. 

Produces  pain  and  even  elevation 
of  temperature,  which  leads  to  their 
discovery,  or  their  pedicle  becomes 
twisted,  or  they  are  bruised  acci- 
dentally. 

Janvrin  (of  New  York). 

A  bunch  of  hair  protruding  from 
rectum  led  to  the  discovery ;  patient 
pulled  away  hair;  some  years  later 
her  abdomen  began  to  swell ;  two 
ovarian  tumors  diagnosed ;  on  removal 
both  proved  to  be  dermoids,  one  of 
which  had  perforated  into  rectum. 

Pelvic  abscesses  have  been  proven 
to  owe  origin  to   dermoids  by  hair, 


etc.,  escaping  from  sinus  of  supposed 
abscess  into  vaginal  vault  (posterior). 
Should  be  removed  by  laparotomy  as 
soon  as  discovered.  Three  chief 
periods  in  female  life  which  seem  to 
excite  the  dormant  growth  of  der- 
moid tumors  of  ovary:  (i)  puberty; 
(2)  marital  relations;  (3)  pregnancy 
and  parturition. 

Greig  Smithy  p.  114. 

About  one  in  ten  ovarian  tumors 
entirely  or  partially  dermoid.  Exact 
origin  uncertain.  Generally  admitted 
that  rudiments  of  all  dermoids  exist 
at  birth,  and  that  they  remain  quies- 
cent indefinitely,  or  start  into  active 
growth  at  any  period  from  or  before 
birth  to  old  age.  Dermoid  ovarian 
growths  most  frequently  manifest 
themselves  after  puberty. 

Greig  Smithy  p.  115. 

Dermoid  cyst  is  usually  divided  by 
septa  into  separate  portions ;  and 
the  contents  may  differ  in  various 
loculi. 

The  main  cyst  often  contains  a 
greasy,  chocolate-colored  fluid,  while 
the  others  are  full  of  the  character- 
istic sebaceous  material. 

Most  striking  contents  are  pieces 
of  true  bone,  most  frequently  stunted 
alveolar  processes. 

Sebaceous  follicles  in  the  cyst-wall 
frequently  attain  to  the  dimensions 
of  secondary  cysts,  and  a  similar  de- 
velopment may  take  place  in  the  sweat 
glands. 

Malignajit  tumors  have  been  found 
growing  in  dermoid  cysts.  (Bristol  Infir- 
mary ;  woman  59  years  old  ;  suppurat- 
ing dermoid,  in  wall  of  which  a  solid 
sarcomatous  growth,  as  large  as  a  hen's 
Q^gg.  No  secondary,  malignant  devel- 
opment in  woman  as  yet.) 

More  than  one  observer  has  noted 
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that  malignant  tumors  of  the  abdom- 
inal cavity  sometimes  follow  removal 
of  dermoid  cysts ;  no  doubt  the 
primary  elements  existed  in  the  der- 
moid growths. 

Both  ovaries  are  liable  to  be  dis- 
eased in  a  proportion  of  cases  larger 
than  in  cystoma. 

Ordinary  glandular  cystic  disease 
is  found  to  co-exist  with  dermoid  cysts 
in  a  proportion  of  instances  larger 
than  would  be  likely  if  it  were  mere 
coincidence.  Any  causal  connection 
between  the  two  is  not  likely  to  be 
more  than  a  stimulus  to  development 
.started  by  increased  vascular  supply 
from  the  one  which  first  began  to  take 
■on  diseased  action. 

Greig  Smith,  p.  116. 

The  outer  aspect  of  a  dermoid  cyst 
is  different  from  that  of  an  ordinary 
cystoma.  The  glistening,  pearly  as- 
pect of  the  latter  is  replaced  by  a 
muddy  or  opaque  appearance,  darker 
in  color,  sometimes  approaching 
brown. 

Adhesions  are  common  in  dermoid 
cysts,  chiefly  because  they  are  liable 
to  become  inflamed. 

Surgery  of  itself,  in  all  abdominal 
work,  to  be  successful  must  be  clean, 
rapid,  positive  and  direct  of  purpose. 
There  should  be  no  bargaining  with 
-chances,  nothing  begun  in  doubt,  and 
it  should  be  carried  through  to  a 
.finish  with  mathematical  strictness  in 
every  detail.  Rapid,  deft  surgery 
gives  the  best  results  throughout  all 
-surgery,  special  and  general;  it  min- 
imizes the  harmful  results  of  exposure 
and  manipulation. 

Short  anaesthesia  never  waterlogs 
a  patient.  I  am  satisfied  that  a  num- 
ber of  patients  die  from  prolonged 
-anaesthesia  and   the  slow,  hesitating 


and  sluggish  steps  of  the  operation. 
Death  will  rarely  follow  a  short  anaes- 
thesia and  an  operation  shortened  by 
a  deft  sweep  and  dextrous  manipula- 
tion. We  have  rapidity  of  operation 
as  an  essential.  Those  who  have  had 
many  surgical  experiences,  whether 
abdominal,  pelvic  or  general,  and  have 
failed  to  consider  time  as  an  important 
element,  have  equally  failed  to  care- 
fully study  many  important  phases  in 
their  surgical  experiences  and  note 
the  causes  of  their  varying  results. 
The  rationale  of  this  must  be  plain 
to  all.  We  have  this  one  undisputed 
truth  amid  the  many  confusions  the 
strong  light  of  modern  surgery  has 
not  yet  driven  out. 

During  these  surgical  procedures 
you  cannot  enjoy  the  delights  of  the 
aroma  of  a  Wheeling  stogie  while  you 
discuss  a  glass  of  Kentucky  best  and 
the  advantages  of  the  annexation  of 
the  Sandwich  Islands.  There  should 
be  the  very  perfection  of  cleanliness 
before,  during  and  after  operation, 
that  extending  to  every  detail  and 
appliance  and  combined  with  the 
utmost  simplicity  of  method.  I  would 
not  place  special  stress  upon  any  par- 
ticular period  of  treatment,  each  and 
all  should  be  regarded  as  having  a 
peculiar  importance — the  one  prelimi- 
nary to,  the  one  during,  and  that  sub- 
sequent to,  operation.  So  interwoven 
— interdependent — are  the  require- 
ments of  each  that  it  would  be  diffi- 
cult to  give  to  one  a  distinctive  im- 
portance over  the  other. 

From  the  moment  the  patient 
comes  under  the  surgeon's  hands 
there  begins  that  thoughtful,  deliber- 
ate, skillful  treatment,  that  conscien- 
tious exercise  of  sound  surgical  judg- 
ment, that  attention  to  every  phase 
and  need  of  the  case  through  all  its 
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periods  until  the  patient  passes  from 
under  his  hands  relieved  or  cured  of 
her  affliction.  The  neglect  of  the 
essential  in  any  one  period  may  be 
fatal  in  result,  however  skillful  and 
successful  the  treatment  through 
other  periods. 

There  can  be  no  distributing  the 
responsibility  so  as  to  give  more 
weight  to  one  period  than  another. 
The  entire  freight  of  responsibility 
comes  to  you  with  the  patient,  and 
remains  with  you  only  to  go  out  with 
her. 

In  every  case  the  essentials  of 
treatment,  down  to  the  most  minute 
lines  of  detail,  should  be  mentally 
mapped  out,  and  these  lines  followed 
by  the  surgeon  with  geometrical  pre- 
cision, and  always  with  a  ready  and 
§wift  reserve  at  command  for  any  and 
every  masked  trouble.  If  there  are 
brilliant  feats  in  abdominal  surgery  it 
is  when  an  unsuspected  or  concealed 
enemy  is  uncovered  and  dealt  with 
successfully.  It  is  readiness  for  the 
trouble  that  lurks  in  ambush  that 
goes  to  make  up  the  successful  sur- 
geon. With  our  advances  we  will  go 
on  with  our  profitable  discussion  of 
essentials,  reaching  more  uniformity 
of  methods  through  that  most  deter- 
mining of  all  influences — the  death 
rate.  I  will  in  brief  review  some  of 
the  essentials,  as  I  consider  them  from 
the  standpoint  of  my  experiences. 
Irrigation  is  an  important  essential, 
and  should  be  scrupulously  practiced 
to  the  point  of  great  thoroughness  in 
all  cases  where  pus,  clot  and  debris 
are  found.  The  escape  of  the  con- 
tents of  any  form  of  cystoma  into  the 
peritoneal  cavity — the  evacuated  con- 
tents of  dermoid  tumors,  pus  tubes 
or  ovarian  abscesses,  or  of  any 
variety  of  pelvic  growths — should  be 


followed  by  a  thorough  washing  toilet.. 
With  each  repeated  experience  I 
grow  more  confirmed  in  the  convic- 
tion that  drainage  is  an  important 
step  in  assuring  speedy  recovery. 

My  experience  with  great  numbers 
of  angry  troubles  strengthens  my 
confidence  in  drainage ;  of  course,  it 
is  important  to  know  when  and  how 
to  use  it.  The  man  who  tells  us  that 
he  cannot  remove  the  ovaries  entire 
also  tells  that  drainage  is  excessively 
used.  Another  tells  us  that  drainage 
is  harmful,  and  that  he  never  operates 
for  pus. 

The  resources  of  our  surgery  have 
been  greatly  added  to  by  our  improved 
instruments  and  materials.  A  large 
share  of  our  surgical  success  is  due 
to  good  instruments  and  pure  ma- 
terials, allied  with  trained,  vigilant 
nursing.  The  best  work  is  done  with 
few  and  simple  instruments  and  the 
best  quality  of  pure  material.  For 
tying,  silk,  pure  Chinese  twist,  the 
purest  and  best  in  quality  and  the 
finest  and  least  possible,  consistent 
with  safety,  should  be  used.  Silk- 
worm gut,  of  strong,  clean  material,, 
gives  gratifying  results.  It  is  non- 
irritating,  and  forms  a  beautiful  angle 
or  box  suture  for  the  abdominal  walls. 
There  should  be  three  or  four  to  the 
inch,  passed  with  care,  including  more 
aponeurotic  and  muscular  wall  than 
skin  or  peritonaeum.  We  will  speak  of 
the  character  of  the  after-treatment 
without  giving  it  a  distinctive  im- 
portance over  any  other  period  of  the 
case.  The  required  after-treatment 
is  simple.  Absolute  rest,  with  patient 
on  her  back  for  thirty-six  hours  or 
longer,  shifting  position  or  restless- 
ness not  to  be  encouraged;  clean, 
painstaking  nursing ;  there  should  be 
relays  of  nurses,  that  the  watch  over 
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the  patient  may  be  vigilant  and  un- 
remitting. The  nurse  should  be 
governed  by  the  same  keen  sense  of 
responsibility  that  should  govern  the 
surgeon.    The  patient's  bowels  should 


time.      Light  and  simple  diet  after 
the  second  day. 

The  triple  alliance  against  good  and 
SHCcessftil  surgery  is  delay,  tinkering^ 
which  includes  in  its  arsenal  opium. 


be  kept  soluble.      No  opiates  at  any     and  dirt. 


Large,  Solid  Tumor  of  the  Ovary,  Complicated  with 

Malignant  Disease  of  the  Uterus,  Ovariotomy 

and  Hysterectomy.^ 


BY    B.    F.    BAER,  M.D., 

OF   PHILADELPHIA. 


Mrs.  S.,  aged  58  years ;  two  chil- 
dren, youngest  22  years. 

The  beginning  of  the  history  of 
this  case  dates  back  twenty-two  years, 
during  the  pregnancy  with  her  last 
child,  labor  with  which  was  rendered 
difficult  by  the  presence  of  a  tumor, 
which  occupied  a  position  to  the  right 
of  the  uterus.  The  patient  states 
that  some  weeks  after  the  labor  she 
discovered  a  hard  mass  the  size  of 
her  fist  in  the  right  iliac  region.  This 
mass  has  been  growing  slowly,  and 
causing  her  a  good  deal  of  suffering 
ever  since.  The  menopause  occurred 
at  about  fifty  years,  and  was  unat- 
tended by  any  marked  symptoms. 
But  she  began  again  to  lose  blood 
when  about  54  years  of  age,  and  since 
that  time  has  had  irregular  haemor- 
rhages from  the  uterus,  sometimes  in 
great  quantity.  She  also  began  to 
suffer  pain  in  the  tumor  and  deep  in 
the  pelvis  ;  and  this  has  been  increas- 
ing in  severity,  so  that  during  the 
last  year  she  has  required  as  much  as 
five  grains  of  morphia  hypodermically 
every  day.    About  a  year  ago  a  tumor 

1  Read  before  the  Obstetrical  Society  of  Philadelphia, 
February, 1893. 


the  size  of  a  small  walnut  was  found 
projecting  from  the  cervical  canal. 
This  was  removed,  and  it  was  thought 
to  be  a  fibroid  polypus.  After  this 
the  bleeding  was  diminished  m  quan- 
tity, but  still  occurred  at  irregular 
intervals.  She  continued  to  lose  flesh 
and  color,  and  the  tumor  grew  rapidly 
from  this  time. 

Dr.  F.  P.  Ball,  of  Lock  Haven,  now 
saw  her,  and  made  a  diagnosis  of 
fibroid  tumor  of  the  uterus,  and  ad- 
vised an  operation.  She  was  brought 
to  me  on  January  3,  1893. 

I  found  her  extremely  emaciated 
and  quite  cachectic  in  appearance- 
Examination  of  the  abdomen  showed 
it  to  be  distended  by  a  hard,  nodular 
tumor  extending  above  the  umbilicus. 
It  occupied  a  position  in  the  centre 
of  the  abdomen,  and  was  closely  at- 
tached to  the  abdominal  wall  and  in 
the  pelvic  region. 

Vaginal  examination  showed  the 
cervix  large,  hard  and  nodular,  espe- 
cially the  anterior  portion ;  but  it  was 
not  ulcerating.  The  bladder  wall  op- 
posite the  attachment  of  the  uterus 
appeared  to  be  indurated  and  involved 
in  the  disease.     By  combined  touch. 
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the  hard  tumor  in  the  abdominal 
cavity  seemed  to  be  closely  connected 
with  the  pelvic  mass.  The  entire 
condition  and  history  led  me  to  con- 
firm Dr.  Ball's  diagnosis  of  fibroid 
tumor  of  the  uterus  ;  but  1  suspected 
malignancy. 

The  operation  was  performed  on 
January  5,  1893.  The  incision  at 
once  revealed  the  hard  tumor  closely 
attached  to  the  abdominal  wall  and 
to  the  intestines  and  omentum,  which 
were  lying  about  it.  It  had  rather 
the  appearance  of  an  ovarian  than  a 
uterine  tumor,  although  it  was  some- 
what vascular.  In  separating  the  ad- 
hesions I  found  the  tumor  so  firmly 
attached  that  it  appeared  to  grow 
from  the  abdominal  wall.  Finally 
this  solid  mass  was  made  to  emerge, 
when  it  was  seen  to  have  a  small 
pedicle,  and  to  be  really  a  solid  tumor 
■of  the  ovary.  After  separating  the 
tumor  the  uterus  was  found  enlarged, 
and  to  contain  a  number  of  nodular, 
friable-looking  masses,  which  were  at 
once  pronounced  malignant.  This 
condition,  of  course,  necessitated  its 
removal;  and  although  the  patient 
was  quite  exhausted,  I  proceeded  to 
make  total  extirpation  of  the  organ. 
JBut  when  I  reached  the  point  where 
I  was  about  to  separate  the  cervix 
from  its  vaginal  attachment,  I  found 
the  bladder  so  adherent  and  indurated 
that  considerable  time  would  have 
been  necessary  to  have  completed  the 
extirpation  of  the  cervix.  As  the 
patient  had  now  been  under  ether 
more  than  an  hour,  and  showed  evi- 
dence of  collapse,  I  decided  to  con- 
clude the  operation  by  supra- vaginal 
amputation  of  the  cervix  after  the 
method  which  I  have  introduced.  I 
believed  that  this  would  give  her  the 
best  chance  for  prolongation  of  life. 


I  had  already  ligated  the  uterine  ar- 
teries, and  I  next  amputated  the 
cervix.  The  peritoneal  flaps  were  then 
stitched  over  the  stump,  the  pelvic 
cavity  thoroughly  cleansed  and  the 
abdominal  incision  closed  without 
irrigation  or  drainage. 

The  patient  made  an  easy  recovery, 
the  temperature  remaining  below 
100°. 

The  tumor  was  found  on  section  to 
be  solid  and  fibrous-looking  through- 
out. Along  the  outer  border,  imme- 
diately beneath  its  peritoneal  cover- 
ing, there  is  a  line  of  thin  bony  or 
calcareous  substance.  This  condition 
of  calcareous  degeneration  was  also 
found  in  the  tissues  of  the  uterus. 

The  after-history  of  this  case  is 
very  interesting,  because  of  the 
opportunity  which  it  gave  me  for  the 
operative  procedure  which  I  made 
later. 

The  induration  which  seemed  to 
involve  the  wall  of  the  bladder  and 
other  tissues  surrounding  the  cervix 
entirely  disappeared  within  the  next 
two  weeks,  and  there  now  remained 
nothing  but  the  little  stump  of  the 
cervix  itself.  This  I  decided  to  re- 
move, and  did  so  on  January  25,  twenty 
days  after  the  first  operation. 

The  operation  was,  of  course,  done 
per  vaginam,  and  was  executed  with- 
out the  slightest  difficulty  by  incising 
the  vaginal  wall  around  the  cervical 
tissue.  It  was  also  interesting  to 
have  the  opportunity  of  examining 
the  uterine  end  of  the  stump  at  this 
period  after  the  supra-vaginal  hyster- 
ectomy. To  do  this,  I  incised  the 
vagina  posteriorly  and  introduced  my 
finger  into  Douglas's  pouch  ;  hooking 
it  forward,  I  found  the  stump  free 
from  adhesions  and  perfectly  smooth, 
the  peritoneal  edges  having  united. 
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and  presenting  a  smooth  surface. 
There  were  no  intestinal  adhesions 
whatever.  I  next  proceded  to  separ- 
ate the  stump,  and  did  so  without 
difficulty  and  without  the  ligation  of 
a  single  blood  vessel,  as  there  was 
very  little  bleeding.  I  then  closed 
the  upper  part  of  the  vagina  with 
several  sutures,  and  placed  a  tampon 
of  iodoform  gauze  below.  The  patient 
recovered  from  this  operation,  also 
without  an  untoward  symptom,  and 
went  home,  apparently  restored,  five 
weeks  after  the  operation. 

A  record  of  this  case  is  desirable, 
first,  because  of  the  solid  tumor  of 
the  ovary,  which  is  rare,  but  more 
especially  because  of  the  (to  me) 
unique  complication  of  malignant  dis- 
ease of  the  uterus  which  was  asso- 
ciated with  it.  Further,  the  operative 
procedure  followed  in  the  case  is  of 
great  interest.  The  indications  all 
pointed   to   the   necessity  for  entire 


removal  of  the  uterus  at  the  first 
operation ;  but  I  felt  justified  at 
the  time,  and  I  am  very  glad  since, 
that  I  did  not  proceed,  for  the  result 
has  been  all  that  we  could  have 
wished,  and  the  prolongation  of  the 
operation  would  probably  have  de- 
stroyed the  patient's  life.  Then  the 
opportunity  which  it  gave  me  to  ex- 
amine the  distal  end  of  the  stump  is 
also  of  value,  because  it  is  an  addi- 
tional endorsement  of  my  method  of 
performing  supra-vaginal  hysterec- 
tomy for  non-malignant  disease. 

Solid  tumors  of  the  ovary  are 
rare,  and  are  thought  to  be  always 
sarcomatous  when  they  do  exist.  I 
have  met  with  seven  cases  in  my  ex- 
perience, the  largest  weighing  fifteen 
pounds,  and  there  has  been  a  recur- 
rence in  only  one  of  these  cases.  The 
rest  are  all  living  at  this  time.  The 
first  one  was  operated  upon  more  than 
five  years  ago. 


The  Coagulability  of  the  Blood  in  Parturition  a  Factor  in 
the  Occurrence  of  Post-partum  Haemorrhage.^ 


BY    T.  RIDGWAY    BARKER,  M.D. 


That  of  all  the  dangers  incident  to 
parturition,  post-partum  haemorrhage 
is  the  most  unexpected,  sudden  and 
overwhelming,  needs  scarcely  more 
than  mention  by  the  writer.  Books, 
pamphlets  and  papers  innumerable  are 
continually  calling  our  attention  to 
the  most  radical  means  of  treatment, 
and  yet  the  death  records  still  find 
their  pages  blotted  with  the  names  of 
women  who  have  lost  their  lives  by 
the  failure  even  of  improved  methods 
and  measures. 

The  turbulent  stream  would  seem 


to  have  been  sounded,  and  the  bars, 
sunken  rocks  and  shallows  accurately 
located,  but  for  all  that  shipwreck 
has  occurred.     And  why.? 

The  ship's  course  was  carefully 
marked  out  on  the  chart;  the  likeli- 
hood of  storms  was  considered,  and 
yet  the  result  was  disastrous. 

What  was  it  that  caused  the  good 
ship  to  go  on  the  rock.?  Nothing 
less  than  the  swift,  strong,  resistless, 
ungovernable  current  which  we  failed 


1  Read  before  the  Obstetrical  Society  of  Philadelphia, 
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to  appreciate  as  we  approached  the 
harbor.  Had  we  properly  estimated 
this  factor,  the  results  of  the  voyage 
would  have  been  far  different;  and 
it  is  to  this  swift  current,  metaphori- 
cally alluded  to,  that  I  wish  to  call 
your  attention,  namely,  the  blood. 
In  the  prevention  of  the  occurrence 
of  post-partum  haemorrhage  two  fac- 
tors are  at  work :  firstly,  tonic  uterine 
contractions  and  retractions;  and, 
secondly,  coagulation  of  the  blood  at 
the  orifices  of  the  veins  and  arteries 
beneath  the  decidua  serotina. 

That  a  definite  relation  must  exist 
between  these  two  forces  to  secure  a 
perfect  result  is  very  evident.  For 
if  one  fail  to  respond  to  the  normal 
stimulus,  then  dangerous  haemorrhage 
will  inevitably  result. 

Fully  appreciating  the  importance 
of  firm  coagulation  of  the  blood  after 
delivery  as  a  preventive  against 
haemorrhage,  and  recognizing  the  in- 
estimable value  of  a  trusty  danger- 
signal  that  may  be  seen  afar  off, 
when  such  a  condition  does  not  exist, 
I  have  sought  for  one  that  might  be 
Avorthy  of  credence,  and  believe  I 
have  found  it  in  the  blood  which 
escapes  from  the  parturient  canal 
during  the  second  or  even  earlier 
stage  of  labor.  Should  this  fail  to 
coagulate  promptly  on  exposure  to 
the  air,  then  we  may  take  it  as  a 
warning  that  the  patient  runs  no 
slight  risk  of  post-partum  haemor- 
rhage, and  every  precaution  should 
be  taken  to  guard  against  a  surprise. 
It  is  not  to  be  supposed  that  every 
female  in  labor,  whose  blood  does  not 
coagulate  with  the  normal  rapidity,  is 
doomed  to  suffer  an  attack  of  post- 
partum haemorrhage;  that  would  be 
too  sweeping  an  assertion ;  but  what 
the  writer  wishes  to  declare  is,  that 


the  danger  of  post-partum  haemor- 
rhage is  directly  proportionate  to  the 
coagulability  of  the  blood  and  the 
persistency  of  uterine  muscular  con- 
tractions. 

Further,  that  the  former  condition 
is  made  manifest  during  the  early 
stages  of  labor  and  may,  therefore,  be 
accepted  as  a  danger  signal,  and  pre- 
cautions taken  accordingly.  Without 
firm  plugs  in  the  arterial  branches  and 
venous  sinus  we  cannot  feel  satisfied 
that  our  patient  is  free  from  the  risks 
of  post-partum  haemorrhage.  No  mat- 
ter how  great  be  the  coagulative  power 
of  the  blood,  however,  it  cannot  pre- 
vent haemorrhage  if  the  ordinary  pre- 
cautions are  not  taken. 

To  deliver  the  foetus  with  undue 
haste,  to  resort  to  forcible  dilatation 
of  the  cervical  canal,  or  to  make  vio- 
lent attempts  at  detachment  and  ex- 
pulsion of  the  placenta,  to  disregard, 
in  a  word,  all  the  fundamental  princi- 
ples underlying  the  conduct  of  labor, 
is  to  invite  haemorrhage  in  any  case. 
That  this  easily-acquired  knowledge 
of  the  coagulability  of  the  blood  dur- 
ing confinement  early  in  its  course 
can  be  put  to  practical  advantage 
needs  no  confirmation  by  the  writer. 
It  places  us  on  our  guard.  It  warns 
us  to  be  conservative  of  the  vital 
forces  of  the  female,  and  especially  so 
of  the  blood  supply. 

It,  moreover,  affords  us  an  opportu- 
nity to  make  preparations  for  the 
impending  danger,  and  if  the  obste- 
trician cannot  avert  it,  at  least  he  can 
reduce  its  baneful  effects  to  the 
minimum. 

It  is  not  necessary  that  all  the  blood 
escaping  from  the  birth  canal  should 
show  this  decided  tendency  to  coagu- 
late, for  a  part  of  the  fliuid  only  may 
do  so,  the  remainder  being  so  freely 
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•diluted  with  the  liquor  amnii  that  such 
a  change  is  not  possible.  One  clot 
will  indicate  its  character,  and  upon 
this  we  may  place  considerable  reli- 
ance. Of  course,  though  the  blood 
clot  firmly,  one  is  not  justified  in  fold- 
ing his  hands  when  attending  a  case 
and  saying,  "  there  is  no  danger  from 
post-partum  haemorrhage  because  you 
see  the  blood  clots  firmly."  Not  at 
all!  It  simply  means  the  female  is  less 
likely  to  suffer  in  this  way  than  her 
:sister  whose  blood  is  so  poor  and 
watery  that  it  lacks  coagulative 
power. 

The  white  light  may  shine  out 
brightly  from  the  switch  box,  to  bor- 
row a  phrase  from  the  railroader,  not- 
withstanding the  switch  is  misplaced, 
if  an  accident  has  occurred  which  ren- 
ders it  inoperative.  So  with  the  blood  ; 
it  may  give  evidence  of  containing 
all  its  chemical  constituents  in  proper 
relation  and  proportion,  yet  something 
else  may  be  wrong  which  prevents  its 
powers  being  availing.  Having  seen 
from  the  above  the  close  relationship 


which  exists  between  deteriorated 
blood  and  post-partum  haemorrhage, 
the  latter  in  point  of  fact  being  the 
sequence  of  the  former,  it  remains  for 
us  to  take  measures  early  in  the  period 
of  gestation  to  counteract,  by  an 
abundance  of  fresh  air,  sunlight  and 
judicious  exercise,  this  degenerative 
tendency,  and  so  overcome  it  that  our 
patients,  when  they  are  brought  to 
their  confinement  bed,  may  be  spared 
the  dangers  of  post-partum  haemor- 
rhage. 

Nor  must  the  quality  and  quantity 
of  food  taken  during  this  trying  period 
be  overlooked,  for  these  matters  are 
no  whit  less  important  than  those  be- 
fore mentioned.  Rich  blood  insures 
healthy  nerves,  which  are  ever  ready 
to  act  upon  healthy  muscles,  and  these 
in  turn  upon  the  bloodvessels. 

When  we  have  attained  this  condi- 
tion, and  associate  it  with  judicious 
management,  post-partum  haemor- 
rhage will  become  a  thing  of  the 
past. 


Certain  Forms  of  Septicaemia  Resulting  from  Abortion.^ 


BY   ANDREW   F.    CURRIER,  M.D., 

OF  NEW  YORK. 


The  forms  of  disease  which  are  to 
be  considered  are  not  exclusively 
peculiar  to  abortion.  They  follow 
the  termination  of  the  pregnant  state, 
whether  that  has  resulted  maturely 
or  prematurely,  but  much  more  fre- 
quently when  it  has  resulted  prema- 
turely. Modern  antiseptic  midwifery, 
as  it  concerns  the  care  of  parturient 
woman  and  her  offspring  at  term,  has 
reached  nearly  ideal  conditions,  and 


it  is  difficult  to  imagine  any  great 
modification  or  improvement  of  exist- 
ing methods.  This,  it  may  be  said 
in  passing,  has  laid  humanity  under 
obligations  which  it  were  difficult  to 
overestimate.  It  seldom  happens 
that  a  parturient  woman  is  without 
assistance  of  some  kind  during  and 
after  her  labor.      Degraded   indeed 


1  Read  before  the  New  York  State  Medical  Society, 
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must  be  the  surroundings  where  help 
and  relief  are  withheld  from  such  a 
person,  and  if  she  enters  a  public  ma- 
ternity nothing  is  lacking,  in  the  ma- 
jority of  institutions,  which  would 
minister  to  her  safety  and  recovery. 
The  improved  machinery  of  our  hos- 
pitals, and  the  broader  culture  of 
those  who  are  now  practicing  obstet- 
rics compared  with  the  average  ob- 
stetrician of  the  pist,  have  reduced 
all  the  serious  accidents  of  parturi- 
tion and  the  puerperium  to  the  mini- 
mum, and  justify  the  statement  which 
has  been  made  concerning  the  almost 
perfect  foundation  upon  which  the 
obstetric  art  now  rests.  How  differ- 
ent is  the  situation  when  we  consider 
the  facts  relating  to  the  premature 
termination  of  pregnancy!  In  the 
first  place  such  an  event  is  unnatural. 
A  full-term  foetus  is  extruded  from 
the  womb  as  a  physiological  act  or 
function,  and  under  perfectly  normal 
conditions  it  should  be  no  more  pro- 
ductive of  harm  than  the  dropping  of 
mature  fruit  from  a  tree.  This  state- 
ment is  borne  out  by  the  experience 
of  thousands  of  women  in  the  savage 
state  and  those  who  have  attained  a 
high  degree  of  physical  development 
among  civilized  women.  A  prema- 
ture foetus  means  the  abrupt  termina- 
tion of  a  physiological  process,  and 
the  interposition  of  disease  or  vio- 
lence. Whatever  be  the  cause,  the 
equilibrium  of  the  natural  forces  is 
more  or  less  disturbed,  and  the  effect 
upon  the  welfare  of  the  individual  is 
usually  harmful. 

By  many  women  an  abortion  is  re- 
garded as  so  trivial  a  matter  as  to  be 
unworthy  the  care  and  attention  of 
a  physician,  and  even  the  ordinary 
precautions  are  neglected  which  com- 


mon prudence  makes  imperative  for 
such  occasions.  Such  carelessness 
and  its  consequences,  together  with 
those  evils  which  immediately  result 
in  abortion  cases,  have  produced  the 
conviction  among  many  physicians 
that  abortions  are  responsible  for 
more  of  the  serious  disease  which 
affects  the  pelvic  viscera  of  the  female 
than  any  other  cause. 

The  term  septicaemia  is  a  compre- 
hensive one,  and  its  comprehensive- 
ness has  increased  with  the  develop- 
ment of  bacteriology.  With  the  light 
which  bacteriology  has  shed  upon  it,, 
it  signifies  that  poisonous  elements 
are  actually  circulating  in  the  blood' 
which  does  not  normally  tolerate 
them,  that  they  proliferate  in  it,  are 
distributed  more  or  less  extensively 
over  the  body,  and  cause  serious  and 
often  fatal  consequences.  These 
statements  do  not  belong  to  the 
domain  of  theory;  they  are  demon- 
strated facts.  The  elements  in  ques- 
tion have  been  found,  isolated  and 
cultivated,  and  the  culture  fluids  in- 
jected into  animals  and  human  beings,, 
with  resulting  reproduction  of  the 
phenomena  of  septicaemia,  and  the 
finding  of  microbes  similar  to  those 
which  had  been  injected  in  the  white- 
blood  corpuscles  and  subcutaneous- 
tissues  about  the  seat  of  inoculation, 
and  in  the  bloodvessels.  In  rabbits,, 
guinea  pigs  and  house  mice  septicae- 
mia has  thus  been  artificially  pro^ 
duced,  while  Garre,  Bumm,  Bock- 
hardt  and  Schimmelbusch  have  pro- 
duced it  in  their  own  persons  and  re^ 
corded  their  observations. 

Septicaemia  following  abortion  sig- 
nifies that  the  removal  of  the  products 
of  conception  has  not  been  complete, 
and  that  decomposition  and  absorp- 
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tion  of  that  which  was  retained  has 
followed,  or  that  poisonous  elements 
have  been  introduced  from  without. 

The  degree  of  intensity  which  the 
disease  will  take  is  governed  by  the 
virulence  of  the  poison,  the  resisting 
powers  of  the  individual,  and  the 
activity  and  intelligence  with  which 
the  disease  is  combated.  The  bac- 
teria of  septicaemia  are  chiefly  of 
two  varieties  (streptococcus  pyogenes 
aureus  and  staphylococcus  pyogenes 
aureus),  and  bacteriologists  differ  in 
their  statements  as  lo  their  relative 
importance.  They  may  be  very  ac- 
tive or  they  may  be  inactive  and  ster- 
ile, and  it  seems  to  be  probable  that 
the  action  of  one  may  be  modified  by 
the  conditions  which  obtain  in  the 
other.  Their  action  may  also  be 
modified  by  the  behavior  of  other 
germs  normal  to  the  body  and  harm- 
less under  ordinary  conditions  (e.  g.^ 
bacterium  coli  commune),  but  changed 
and  harmful  under  other  conditions. 
This  portion  of  the  subject  is  suscep- 
tible of  much  additional  investiga- 
tion, and  belongs  to  the  bacteriologist 
rather  than  to  the  clinician. 

The  resisting  power  which  an  in- 
dividual offers  to  septicaemia  is  a  vari- 
able quantity.  It  is  said  by  Arloing 
(Les  Virus,  1891,  p.  203),  that  the 
most  efficient  means  which  the  body 
has  of  disposing  of  the  poison  germs 
which  it  may  contain  is  the  process 
of  phagocytosis,  but  this  process  is 
weak  and  defective  with  some  indi- 
viduals, while  it  may  be  active  and 
aggressive  with  others.  The  general 
condition  of  the  body  at  the  time  of 
the  attack,  the  temperament  and  dis- 
position of  the  individual,  must  all 
have  their  bearing  upon  the  intensity 
of  the  disease. 

The   surroundings   of  the   patient 


may  also  have  a  modifying  influence, 
the  hygienic  condition  of  the  sick 
room,  the  skillfulness  of  the  nursing, 
and  the  ability  of  the  physician  in 
recognizing  and  attacking  the  various 
symptoms  as  they  present  themselves. 

No  attempt  will  be  made  in  this 
paper  to  describe  all  possible  forms 
or  types  of  septicaemia ;  the  object  of 
the  writer  is  merely  to  call  attention 
to  a  few  of  those  which  have  been 
seen  in  his  own  practice  during  the 
past  twelve  years.  They  may  be 
divided  for  convenience  into  mild, 
severe  and  uncontrollable  varieties  or 
groups,  of  which  the  cases  in  the  first 
variety  always  end  in  recovery  or 
partial  recovery,  those  in  the  second 
are  often  fatal,  but  not  necessarily  so, 
while  those  in  the  third  are  almost 
invariably  fatal,  no  matter  what  the 
treatment  may  be. 

The  cases  of  the  mild  variety  or 
type  present  a  history  which  is  suf- 
ficiently characteristic ;  with  which  al- 
most every  physician  in  general  prac- 
tice is  reasonably  familiar.  The  abor- 
tion, from  whatever  cause,  occurs 
most  frequently  at  the  third  or  fourth 
month  of  gestation,  the  foetus  is  ex- 
pelled after  more  or  less  pain  and 
haemorrhage,  and  is  followed  in  a  few 
hours  by  clots  and  portions  of  the  re- 
maining tissues  of  the  ovum.  If  the 
woman  is  strong  and  robust  she  may 
not  take  her  bed,  or  even  call  a  phy- 
sician to  her  aid,  but  if  she  is  weak 
and  delicate  the  prostrating  effect  of 
the  pain  and  haemorrhage  may  com- 
pel her  to  do  both.  During  the  three 
or  four  days  which  follow  the  abor- 
tion there  is  a  constant  discharge  of 
blood  and  shreds  of  membrane.  Then 
there  is  a  complaint  of  chilliness  and 
constipation,  the  skin  becomes  sallow, 
and  the  facial  expression  more  or  less 
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anxious.  If  the  physician  in  attend- 
ance makes  a  vaginal  examination  he 
will  find  the  uterus  moderately  en- 
larged, soft  and  sensitive.  The  os 
uteri  will  be  patulous,  and  the  finger 
passed  within  it  will  find  a  soft  and 
swollen  endometrium,  while  the  odor 
which  remains  upon  the  finger  after 
it  has  been  withdrawn  will  be  the 
odor  of  decomposition.  The  general 
condition  of  the  patient  will  be  similar 
to  that  which  is  seen  with  the  con- 
tinued fevers  of  not  very  severe  type, 
the  symptoms  of  which  do  not  require 
enumeration.  In  such  a  case  it  is  ap- 
parent that  the  products  of  concep- 
tion have  not  been  entirely  removed 
from  the  womb,  there  has  been  de- 
composition with  infection,  and  the 
elements  of  infection  have  found  their 
way  into  the  blood.  We  will  suppose 
that  the  patient's  surroundings,  how- 
ever, are  good,  that  she  has  an  airy, 
well-ventilated  room,  and  an  intel- 
ligent physician,  who  either  curettes 
the  uterus,  or  introduces  a  strip  of 
gauze  into  it  for  drainage,  who  directs 
the  nurse  to  carefully  administer  hot 
antiseptic  vaginal  douches  at  proper 
intervals,  and  who  prescribes  calomel 
or  a  saline,  and  possibly  iron,  quinine 
and  strychnia.  In  a  week  or  two  the 
patient  will  probably  be  about  agian, 
and,  having  had  good  treatment,  may 
experience  no  further  ill  effects  from 
the  accident  which  befell  her. 

In  another  class  of  mild  cases  the 
phenomena  attending  the  accident 
are  similar  to  those  which  have  been 
narrated,  but  the  patient  is  neglectful 
of  herself,  either  has  no  physician,  or 
one  who  does  not  appreciate  the  situ- 
ation, and  struggles  along  with  her 
bad  feelings  and  symptoms  until  at 
length  she  gradually  throws  them  off. 
Nature  has  triumphed  over  conditions 


to  which  a  less  vigorous  constitution 
would  have  been  compelled  to  yield. 
It  may  be,  however,  that  the  end  has 
not  been  reached,  for  it  is  in  such 
cases  that  an  endometritis  or  a  sal- 
pingitis is  often  provoked,  which 
means  the  possibility  of  much  dis- 
turbance in  the  future. 

In  the  second  variety  or  group  of 
cases  to  be  considered,  the  number  is 
much  smaller  than  in  the  first.  Some 
of  them  end  in  partial  recovery,  for  it 
is  doubtful  if  entire  restoration  to 
health  with  healthy  pelvic  organs  ever 
occurs,  and  others  are  fatal  after  a 
more  or  less  prolonged  duration. 
This  class  of  cases  demands  careful 
and  unremitting  attention,  and  an  in- 
experienced physician  is  not,  as  a 
rule,  justified  in  assuming  the  entire 
responsibility  of  their  care  if  it  is 
possible  to  obtain  skilled  assistance. 
It  is  well  in  the  care  of  cases  of  this 
variety  to  inquire  particularly  into 
their  aetiology.  There  may  be  a  his- 
tory of  precedent  abortions,  which 
have  left  their  impression  upon  the 
uterus  and  other  pelvic  organs,  the 
tissue  of  the  uterus  being  indurated 
and  not  relating  readily  as  gestation 
advances.  With  cases  of  that  char- 
acter abortion  occurs  spontaneously 
after  the  irritation  of  the  uterus  has 
become  considerable.  Or  there  may 
have  been  a  criminal  operation  with 
the  exhibition  of  violence,  and  the  in- 
fluence of  infected  instruments  or 
hands.  Other  cases  are  associated 
with  serious  disease  of  the  uterus, 
cancer,  tubercle  or  syphilis  having 
operated  to  interrupt  the  pregnancy ; 
while  in  others  the  patient  may  have 
been  so  nearly  exhausted  by  hard 
work,  or  worry,  or  antecedent  disease, 
that  she  was  poorly  prepared  to  offer 
resistance  to  a  process  which,  under 
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the  most  favorable  conditions,  causes 
rapid  loss  of  vital  energy. 

The  greater  number  of  these  severe 
cases  occur  during  the  early  months 
of  pregnancy,  in  accordance  with  the 
natural  and  logical  requirement  that 
the  nearer  the  fruit  of  the  womb  ap- 
proaches maturity,  the  more  com- 
pletely and  effectively  will  the  womb 
succeed  in  expelling  it. 

The  course  of  the  disease  may  be 
febrile  or  afebrile,  there  may  be  sup- 
puration or  an  absence  of  it,  there 
may  be  a  steady  advance  to  a  fatal 
issue,  remissions  with  final  recovery 
or  remissions  with  final  termination 
in  death.  Those  who  die  may  be 
overpowered  by  the  poison  in  their 
blood,  or  may  slowly  die  of  exhaus- 
tion, and  those  who  recover  may  owe 
it  to  their  abundant  vitality,  or  to  the 
fact  that  the  poison  has  spent  its 
force.  If  the  disease  septicaemia  has 
any  natural  history,  which  I  doubt,  it 
is  so  modified  by  the  conditions  which 
accompany  individual  cases  as  to 
make  the  delineation  of  type  forms 
•extremely  difficult.  Still,  I  think  we 
may  consider  at  least  two  subdivi- 
sions in  this  group  containing  the 
severe  cases,  in  one  of  which  the 
toxic,  in  the  other  the  inflammatory, 
•element  predominates : 

(i)  In  the  first  of  these  subdivi- 
sions, the  toxic,  there  is  much  that  is 
trying  and  insidious  which  will  give  a 
physician  some  of  the  most  unpleas- 
ant experience  in  his  whole  career. 
The  first  intimation  of  serious  trouble, 
in  a  given  case,  will  probably  be  a 
more  or  less  pronounced  chill,  an  in- 
dication of  attack  upon  the  nervous 
centres,  and  not  a  symptom  of 
malaria.  Or  this  note  of  warning 
may  be  absent.  The  temperature  of 
the  body  may  not   be  high,  but  the 


pulse  will  be  quick  and  small,  the 
facial  expression  anxious,  and  the 
skin  sallow,  or  mottled  and  purpuric. 
The  respiration  will  be  accelerated 
and  shallow,  there  will  be  tenderness 
of  the  uterus  and  its  surroundings, 
and  there  may  be  induration  and 
tenderness  in  the  vaginal  vault  and 
the  inguinal  regions.  The  skin  may 
be  dry,  or  it  may  be  damp  and  cold, 
the  mouth  and  tongue  dirty,  and 
there  will  be  a  disagreeable  odor  of 
the  breath.  I  have  never  noticed 
that  it  was  distinctly  a  sweet  odor 
which  is  mentioned  as  one  of  the 
characteristics  of  septicaemia.  The 
stomach  and  intestines  will  be  para- 
lyzed, and  the  abdomen  distended ; 
but  the  pain  in  the  abdomen  will  be 
due  to  pressure  and  distention,  and 
is  not  the  cutting  pain  of  acute  peri- 
tonitis. There  will  be  no  desire  for 
food,  and  vomiting  will  cause  the 
greatest  annoyance,  especially  when 
the  material  vomited  is  mostly  bile, 
which  has  been  regurgitated  into  the 
stomach.  I  have  never  seen  recovery 
in  those  cases  in  which  the  vomiting 
of  bile  was  not  speedily  checked. 
The  mind  will  be  dull,  and  there  may 
be  delirium  and  muscular  trembling 
and  twitching.  Inability  to  sleep  will 
add  to  the  exhaustion  produced  by 
the  pain,  the  pressure,  the  straining 
arid  the  want  of  nutriment.  These 
are  all  grave  symptoms,  and  will 
tax  one's  ingenuity  to  the  utmost  to 
meet  them  successfully.  Treatment 
must  be  energetic  from  the  begin- 
ning, and  will  include  the  judicious 
use  of  the  curette,  uterine  and  va- 
ginal irrigation,  oxygen  inhalation, 
alcohol,  fluid  nourishment  and  tur- 
pentine enemata.  The  latter  must 
neither  be  used  too  frequently  nor  in 
too  concentrated  form.     I  have  seen 
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extensive  destruction  of  the  rectal 
mucous  membrane  from  want  of  cau- 
tion in  this  respect.  I  regard  them, 
however,  as  of  the  greatest  value 
when  properly  given,  for  they  fre- 
quently cause  dispersion  of  the  in- 
testinal gas,  with  relief  of  abdominal 
tension  and  the  bad  symptoms  de- 
pendent upon  it,  and  they  probably 
destroy  intestinal  bacteria  which,  as 
recent  investigations  have  shown,  play 
no  small  part  in  the  history  of  the 
disease.  Under  this  treatment,  or 
other  methods,  which  may  be  equally 
appropriate,  the  bad  symptoms  may 
disappear,  even  the  induration  in  the 
groins  and  vaginal  vault  may  become 
less  marked,  respiration  may  become 
easy,  refreshing  sleep  be  obtained, 
and  an  abundance  of  fluid  nourishment 
taken  with  relish  and  benefit.  The 
stools  and  urine  will  resume  normal, 
or  nearly  normal,  conditions ;  in  fact, 
the  same  maybe  said  of  the  functions 
in  general,  and  hopes  of  convalescence 
and  recovery  will  be  entertained. 
Such  hopes  may  be  realized,  or  they 
may  be  illusory  and  disappointing, 
for  after  a  day  or  two  of  improve- 
ment the  old  symptoms  may  return,  old 
foci  of  infection — being  re-kindled ;  all 
efforts  to  relieve  them  will  prove  un- 
availing, and  coma  and  death  will,  in  a 
short  time,  end  the  case. 

(2)  In  the  second  subdivision  of 
the  group,  which  includes  the  severe 
cases,  inflammatory  symptoms  are 
pronounced  and  characieristic.  There 
is  at  least  one  advantage  in  the  treat- 
ment of  these  cases  compared  with 
those  in  which  toxic  symptoms  pre- 
dominate ;  the  symptoms  are  frank 
and  open,  and  one  knows  what  kind 
of  an  enemy  he  is  dealing  with,  even 
though  the  battle  be  a  severe  one. 
After  the  initial  chill,which  is  almost 


an  invariable  premonitory  symptom, 
well-marked  symptoms  of  peritonitis 
appear,  or  there  will  be  cellulitis, 
marked  by  rapidly  extending  indura- 
tion in  the  pelvis  and  abdominal  wall, 
with  which  peritonitis  will  usually  be 
associated.  The  temperature,  pulse 
and  respiration  will  be  febrile,  and 
fluctuation  must  be  sought  and  ap- 
preciated in  the  vagina,  rectum, 
gluteal  or  inguinal  region.  Incision 
and  irrigation  may  be  followed  by  re- 
lief and  recovery,  or  the  relief  maybe 
only  temporary,  abscesses  forming 
in  other  locations,  perhaps  true 
pyaemia  developing,  the  system  be- 
coming saturated  with  toxic  influence, 
and  death  resulting. 

The  third  group  of  cases  is  for- 
tunately a  small  one,  though  the  cases 
are  almost  invariably  hopeless.  They 
are  those  in  which  the  septic  influ- 
ences act  with  great  rapidity,  the  pa- 
tient being  overwhelmed  and  dying 
in  a  few  hours  or  days,  or  those  in 
which  intra-  or  extra-peritoneal  sup- 
puration is  diffuse  and  abundant.  In 
the  latter  form  a  fatal  result  may  come 
in  a  few  days,  or  if  the  powers  of  en- 
durance of  the  patient  are  good,  it 
may  be  deferred  for  weeks.  I  recently 
operated  in  such  a  case  by  abdominal 
incision,  which  had  continued  six 
weeks  and  in  which  about  two  gallons 
of  fetid  pus  were  removed  from  the 
abdominal  cavity.  For  the  toxic 
cases  in  this  group  there  is  no  possi- 
ble remedy ;  they  illustrate  the  limit 
and  the  helplessness  of  our  art.  For 
the  suppurative  cases,  the  only  possi- 
ble hope  is  in  abdominal  section,  and 
this  hope  is  but  a  slender  one.  Cases 
have  been  reported  which  have  been 
thus  treated  with  favorable  issue,  but 
they  are  the  rare  exceptions  which 
prove  the  rule.  • 
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.  It  will  be  observed  that  in  the  fore- 
going remarks  septicaemia  has  been 
considered  as  a  disease,  and  not  as  a 
symptom.  It  is  a  principal  form  to 
which  peritonitis,  cellulitis,  lymphan- 
gitis and  phlebitis,  conditions  which 
have  long  been  recognized  as  associ- 
ated with  a  morbid  puerperal  condi- 
tion, are  incidental  or  subsidiary. 
The  notions  concerning  the  relations 
of  these  conditions  to  each  other  and 
to  the  system  at  large  have  long  been 
confusing  and  vague.  They  are  now 
being  simplified  by  the  developments 
of  bacteriology,  and  upon  bacterial 
infection  as  a  foundation  we  can 
readily  understand  how  the  processes 
in  question  can  be  local  or  general, 
suppurative  or  non-suppurative,  with 
products  that  in  some  cases  are  offen- 


sive and  irritative,  and  in  others  are 
not.  A  study  of  the  clinical  facts 
associated  with  abortion  must  con- 
vince us,  as  has  already  been  re- 
marked, of  their  enormous  import- 
ance. We  can  never  in  any  case  say 
that  the  remote  consequences  may 
not  be  disastrous,  even  though  the 
patient  experiences  but  little  incon- 
venience at  the  time  of  the  accident. 
However  wise  and  skillful  our  treat- 
ment may  be,  there  are  some  cases 
which  will  always  turn  out  badly. 
The  best  that  we  can  do  is  to  be  so 
well  prepared  for  the  possibilities 
that  may  arise  that  the  number  of 
these  hopeless  cases  may  be  as  small 
as  possible. 

8^  Madison  Ave.,  N,  Y. 


A  Report  of  Cases  of  Tubal  Pregnancy,  with  Remarks  upon 
the  Choice  of  Operation.^ 


BY  DR.  A.  T.  CABOT, 

Surgeon  to  the  Massachusetts  General  Hospital. 


My  experience  of  extra-uterine 
pregnancy  includes  only  cases  in 
which  a  rupture  had  occurred,  and, 
as  far  as  could  be  determined,  they 
were  all  cases  of  tubal  pregnancy. 

I  shall  confine  myself,  therefore,  to 
this  class  of  cases.  It  is  my  feeling, 
however,  that  even  in  cases  where  no 
rupture  has  taken  place,  a  laparotomy 
done  at  once,  when  the  character  of 
the  case  is  first  recognized,  is  prac- 
tically a  safer  treatment  than  any 
method  which,  though  seemingly 
more  conservative,  exposes  the  patient 


^  Read  before  the  Massachusetts  Medical  Society, 
Suffolk  District,  Department  of  Obstetrics  and  Dis- 
eases of  Women. 


to  the  risk  of  rupture  at  a  time  when 
surgical  aid  cannot  be  obtained. 

This  remark  does  not  apply  to 
those  cases  of  abdominal  pregnancy 
where  danger  of  uncontrollable 
haemorrhage  during  operation  is 
great  and  danger  of  rupture  small. 
Here  there  is  more  opportunity  for 
methods  directed  against  the  life  of 
the  foetus. 

Many  cases  of  ruptured  extra- 
uterine pregnancy,  leading  to  circum- 
scribed effusion  of  blood  into  the 
pelvis,  have  formerly  been  classed  as 
pelvic  haematocele. 

It  is  only  since  opening  the  ab- 
dominal cavity  has  become  so  simple 
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and  safe  an  operation  that  surgeons 
have  been  able  to  study  the  patho- 
logical processes  in  their  early  stages, 
and  thus  recognize  the  true  source  of 
the  haemorrhage. 

Since  abdominal  work  has  called 
attention  to  the  frequency  of  extra- 
uterine pregnancy,  we  have  come  to 
recognize  the  less  severe  cases  of 
tubal  rupture,  and  know  that  the 
difference  between  these  and  the 
dreaded  suddenly  fatal  cases  depends 
only  on  the  lesser  vascularity  of  the 
part  of  the  wall  suffering  rupture. 

Treatment  varies  with  existing  con- 
ditions. When  a  sudden  rupture 
occurs,  with  a  great  effusion  of  blood 
threatening  life,  there  is  manifestly 
but  one  course,  and  that  is  an  imme- 
diate laparotomy. 

No  time  is  to  be  lost,  and  the 
operation  must  often  be  done  with 
incomplete  preparation. 

If  a  simple  tubal  pregnancy,  a 
knife  and  ligatures  are  about  the  only 
essentials  for  the  operation,  so  that 
with  an  anaesthetic  and  a  pocket  case 
a  ready  man  might  save  a  patient 
who  could  not  survive  the  time 
necessary  for  a  more  complete  prepa- 
ration. 

If  the  clots  cannot  be  satisfactorily 
washed  out  of  the  abdomen  with  hot 
water,  it  is  well  to  introduce  drainage 
into  the  pelvis  for  a  day  or  two. 

Case  I. — Seen  in  consultation  Janu- 
ary, 1891  :  A  stout  married  woman  of 
twenty-five  suffering  from  some  ab- 
dominal pain. 

History  obscure,  menstruation  al- 
ways having  been  irregular.  Three 
weeks  before  attack  she  had  passed 
menstrual  period,  but  a  week  later 
had  a  show  for  two  days. 

Onset  of  pain  two  days  previous 
had  been  sudden  and  paroxysmal  in 


character,  each  paroxysm  leaving  her 
weaker  than  before. 

Lower  portion  of  abdomen  very 
tender,  especially  on  right,  where 
there  was  an  ill-defined  mass  felt  with 
dullness  on  percussion  over  it. 

Constipation,  nausea  and  vomiting 
and  temperature  of  103°  F.  suggested 
appendicitis. 

There  was  a  rush  of  blood  on  open- 
ing the  abdomen.  The  right  Fallo- 
pian tube  was  at  once  sought  for  in 
the  mass  of  clots,  ligated  and  cut 
away.  There  was  a  mass  the  size  of  a 
lemon  at  its  distal  extremity. 

Abdomen  was  cleared  of  blood  with 
difficulty  and  drainage  introduced. 
Good  recovery. 

Case  II. — Age,  33  years ;  twice  mar- 
ried, one  miscarriage  six  years  before. 
Catamenia  irregular  and  painful.  In- 
termittent pains  in  ovarian  regions 
since  miscarriage,  especially  on  right. 
Catamenia  ceased  April  25,  1892; 
breasts  became  larger  in  June;  on 
June  10  began  to  flow  slightly,  with 
much  pain ;  on  June  23  a  mass  of 
membranes  was  expelled ;  flowing  now 
increased  till  July  i,  when  severe  pain 
in  right  inguinal  region.  After  this, 
at  intervals  of  a  few  days,  attacks  of 
severe  pain  in  same  region.  Constant 
though  slight  flow,  dark  brownish 
color.     Laparotomy  on  July  22. 

Fluid  blood  escaped  on  opening 
abdomen.  Left  tube  found  to  have 
mass  in  extremity  and  was  tied  off. 
Right  ovary  cystic,  and  removed  also. 
Drainage  tube  introduced.  Slow  but 
complete  recovery. 

C  ASE  III. — Aged  34years;  married 
September,  1891.  Catamenia  ceased 
May  4,  1892.  June  26,  while  sweep- 
ing, seized  with  severe  pain  in  lower 
abdomen  and  vomiting,  which  per- 
sisted till  operation.     June  30,  began 
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to  flow  and  noticed  a  swelling  in  left 
side  of  pelvis,  increasing  in  size. 
July  7  laparotomy,  having  aspirated 
through  vagina  and  found  a  blood 
tumor.  Blood  found  encapsulated. 
On  cleaning  it  out  found  to  have  very 
fetid  odor.  Drainage.  Slow  but  good 
recovery. 

Case  IV.^Seen  September  i,  1892 ; 
aged  26  years ;  married  six  years ; 
miscarriage  four  years  previous  and 
two  years  before  had  child  at  full  term. 
Catamenia  normal.  Last  menstrua- 
tion thirteen  weeks  previous.  Eight 
weeks  previous  suddenly  a  little  flow 
accompanied  by  severe  abdominal 
pain;  fainted.  Pain  and  slight  flow 
continued  and  for  past  three  weeks 
much  vomiting.  Temperature  103°  F. 
Hard  and  tender  mass  on  right  side 
of  pelvis  and  bulging  in  Douglas' 
pouch.  Opened  through  vagina ;  foul 
blood  and  pus  voided ;  washed  out. 
Good  recovery. 

In  cases  of  pelvic  haematocele  the 
fact  that  secondary  haemorrhages 
often  occur,  taken  with  the  fact  that 
these  effusions  so  frequently  become 
putrescent,  would  incline  me  to  resort 
to  vaginal  incision,  with  drainage,  in 
any  case  in  which  absorption  did  not 
quickly  establish  itself.  When  the 
tumor  shows  a  tendency  to  enlarge 
by  successive  haemorrhages  operation 
cannot  be  safely  delayed,  and  in  these 
cases  the  incision  should  be  through 
the  abdominal  wall,  to  secure  the 
bleeding  point. 

DISCUSSION. 

Dr.  Grace  Wolcott  reported  a  case 
of  undoubted  extra-uterine  pregnancy 
in  a  colored  woman  aged  40  years. 
She  had  had  three  children,  the  last 
one  three  years  previously.  When 
first  seen  there  had  been  amen orrhoea 


three  months  ;  pain  in  pelvis ;  a  mass 
found  a  little  back  and  above  the 
uterus.  Refused  operative  interfer- 
ence. Seen  two  weeks  later;  abdo- 
domen  enlarged,  corresponding  to 
seventh  month  ;  breasts  enlarged  and 
contained  colostrum.  Foetal  parts 
made  out  by  palpation,  also  pulsations 
not  synchronous  with  material  pulse. 
General  condition  very  poor.  Again 
refused  operation.  Died  suddenly 
two  weeks  later. 

Dr.  Fanny  Berlin  reported  a  case 
of  extra-uterine  pregnancy  in  a  patient 
aged  29,  married  five  years  ;  one  child 
four  years  previously.  General  health 
poor.  Last  catamenia  September  i, 
September  25,  1891,  while  going  to 
the  bath-room,  was  suddenly  seized 
with  severe  pain  in  right  side  of  abdo- 
men, nausea  and  faintness.  Soreness 
all  over  abdomen,  especially  in  ilio- 
caecal  region  ;  tympanitic.  Examina- 
tion by  vagina  negative.  One  hypo- 
dermic of  morphine  and  atropine  and 
hot  poultices  to  the  abdomen  one  day, 
then  kept  quiet  in  bed  till  October  3. 
Catamenia  due  that  day.  Slight  flow 
October  12,  continuing  until  the  17th, 
when  it  flowed  very  freely,  and  in  the 
evening  passed  something  looking  like 
a  "piece  of  raw  chicken."  Flow  con- 
tinued, and  she  fainted  on  the  19th. 
On  the  20th  taken  suddenly  with  ex- 
cruciating pains  in  lower  abdomen, 
fainted,  and,  later,  vomited.  Very 
pale,  pulse  60,  weak.  Examination 
by  vagina  showed  exquisite  tender- 
ness and  an  irregular  mass  in  poste- 
rior cul-de-sac.  October  21,  severe 
pain  continues.  Temperature  100°, 
pulse  104.  October  23,  sudden  col- 
lapse. October  24,  laparotomy.  Mass 
found  in  right  tube  near  uterus ;  ovary 
attached  to  this ;  fimbriated  extremity 
of  tube  free.     Right  tube  and  ovary 
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removed.  Microscopical  examination 
showed  chorionic  villi  and  bits  of  pla- 
cental membrane.     Good  recovery. 

Dr.  E.  W.  Gushing  spoke  of  a  num- 
ber of  very  interesting  cases  looked 
up  and  reported  by  him  before,  and 
printed  in  the  Annals  of  Gyneco- 
logy, February,  1888. 

He  went  on  to  protest  against 
any  temporizing  treatment,  after 
a  diagnosis  has  been  made,  naming 
some  of  the  catastrophies  following 
the  electrical  treatment,  notably  that 
of  Janvrin,  and  quoted  Engleman, 
that  expert  electrician,  who  said  :  "  I 
have  abandoned  the  teaching  that 
electricity  should  be  tested  in  the 
early  stages  of  extra-uterine  foetation, 
and  would  now  urge  immediate  oper- 
ation." 

On  finding  an  unruptured  pregnant 
tube,  to  take  it  out  is  very  simple,  as 
things  now  go.  After  rupture,  the 
operation  is  more  complicated,  but 
really  there  is  nothing  to  do  but  tie 
that  bleeding  vessel. 

The  difficult  cases  in  which  to  de- 
cide what  to  do  are  those  in  which  the 
symptoms  are  not  so  violent  as  to 
imply  a  rupture  and  haemorrhage,  but 
gradual,  what  we  used  to  call  a  pelvic 
haematocele.  In  these  I  should  be 
inclined  to  operate,  unless  they  could 
be  watched  constantly,  with  every- 
thing ready  to  operate  at  a  moment's 
notice,  until  certain  that  all  active 
process  had  ceased. 

The  thing  to  be  impressed  on  every 
one  is  that  extra-uterine  pregnancy  is 
a  very  dangerous  thing ;  the  operation 
is  not  a  dangerous  one  as  things  go, 
not  a  difficult  one  in  proper  hands, 
and  is  followed,  in  the  great  majority 
of  cases  by  perfect  recovery.  All 
this  applies  to  the  earlier  months. 
What  to  do  when  there  is  a  foetus  of 


s'x  or  e'ght  months  in  the  abdomen 
becomes  a  very  grave  question,  Mr. 
Tait  advises  to  wait  until  the  child  is 
viable,  then  remove  it,  and  if  the  pla- 
centa is  not  easily  removed.  Cut  the 
cord  off  and  leave  it  inside.  Mr. 
Tait's  theory  of  rupture  into  the 
broad  ligament,  however,  seems  to  be 
seriously  questioned  by  many  with 
large  experience,  notably  the  Prices, 
of  Philadelphia,  who  have  operated  on 
over  seventy-five  cases. 

Abdominal  pregnancies  are  prob- 
ably tubal  to  start  with,  and  by  some 
accident  escape  early  into  the  abdo- 
men and  become  attached  there.  In 
most  abdominal  pregnancies  he  would 
prefer  operation  to  electrical  treat- 
ment. The  cord  could  be  cut  and 
the  child  at  least  removed.  The  pla- 
centa could  be  left  in. 

Dr.  E.  S.  Boland  spoke  of  a  case 
with  all  the  symptoms  of  an  extra- 
uterine pregnancy,  which  proved  to 
be  only  a  case  of  acute  indigestion. 

A  specialist  operated  for  him  on  a 
case  with  the  following  history : 
Woman  was  mother  of  four  children, 
youngest,  ten  months  old,  still  at  the 
breast.  No  suspicion  of  pregnancy. 
While  breaking  kindling  wood  felt 
sharp  pain  in  abdomen  ;  later,  a  simi- 
lar pain  while  washing  dishes.  The 
next  morning  sudden  pain  and  col- 
lapse. Operation  at  noon  showed 
ruptured  left  tube,  amniotic  sac  entire, 
containing  foetus  about  as  large  as  a 
bee.  About  three  pints  of  clotted 
blood  in  peritonaeum.    Good  recovery. 

Dr.  G.  H.  Washburn  spoke  of.  the 
occasional  turning  of  a  tubal  into  a 
uterine  pregnancy.  He  cited  a  case 
of  his  where  that  had  partially  oc- 
curred, the  membranes  bulging  into 
the  uterus  in  a  four  months'  tubal 
pregnancy. 
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An  excuse  for  palliative  treatment 
is  the  inability  to  make  an  accurate 
diagnosis  in  many  cases,  which  may 
thus  change  into  a  normal  pregnancy; 
or  where  the  symptoms  may  clear  up. 

With  a  diagnosis  once  made  the 
operative  treatment  gives  the  largest 
percentage  of  recoveries. 

Dr.  Cabot  spoke  of  the  difficulty  of 
deciding  between  an  extra-uterine 
pregnancy  and  a  fibroid  in  some  in- 
stances. 

The  rare  cases  of  abdominal  preg- 
nancy were  the  only  ones  in  which 


he  should  consider  electricity  a  proper 
method  of  treatment. 

He  cited  a  case  where  an  extra- 
uterine had  changed  into  a  uterine 
pregnancy,  and  then  gone  on  to  full 
term. 

Specimens  of  myoma  were  shown 
by  Dr.  E.  W.  Gushing  and  Dr.  G. 
Haven. 

Dr.  Cushing's  specimen  was  espec- 
ially interesting,  from  its  close  resem- 
blance to  a  pregnant  uterus. 

He  also  showed  a  small  dermoid. 
George  H.  Washburn,  Secretary. 


Variations  of  Gestation.^ 


BY    T.    C.    HAYS,    M.D., 

KEOKUK,   IOWA. 

Lecturer  071  Genito-Urinary  Diseases  in  the  Keokuk  College  of  Physicians 

and  Surgeons. 


This  seems  to  me  to  be  one  of  the 
•most  perplexing  diseases — if  it  may 
be  classified  as  such — that  the  young 
practitioner  has  to  contend  with  at  the 
beginning  of  his  medical  career.  It 
is  one  of  the  most  unsatisfactory  sub- 
jects, in  my  mind,  we  have  in  medical 
literature,  and  one  in  which  the  young 
doctor  is  often  consulted.  In  how 
many  different  ways  is  our  young 
brother  approached  and  taken  advant- 
■age  of  by  the  laity  "i  Through  decep- 
tion, vulgarity,  profanity,  ignorance, 
threats  and  almost  innumerable  ways, 
he  is  possibly  crippled,  so  to  speak, 
in  a  way  that  will  require  time  or 
a  change  of  location  to  some  distant 
place,  where  his  past  history,  good  as 
it  may  be  in  Jreality,  must  not  be 
placed  before  the  public,  and  honored 

1  Read  before  the  Tri-State  Medical  Society,  1892. 


as  it  should  be  by  the  profession  and 
the  public,  because  some  worthless  or 
criminal  character  has  sought  to 
bring  disgrace  and  shame  upon  his 
reputation,  because  he  could  not  ex- 
actly and  precisely  diagnose  an  ob- 
scure case,  or  would  not  yield  to  the 
desires  of  his  persecutors  in  order  to 
help  them  out  of  some  infamous  crime. 
And,  I  am  sorry  to  say,  that  many  of 
our  fellow  practitioners  are  always 
ready  to  jump  at  such  quackery  as  to 
be  precise  at  any  time  of  pregnancy, 
in  order  to  cripple  the  new  beginner ; 
the  senior  knowing  that  he  has  all  the 
advantage  before  the  public  because 
he  has  the  experience  or  is  old  in  the 
profession,  as  it  is  commonly  called, 
and  at  the  same  time  not  basing  his 
diagnosis  on  medical  literature,  experi- 
ence or  anything  from   a    scientific 
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standpoint,  but  acting  just  in  order  to 
gain  one  more  step  in  the  line  of 
practice  in  his  community. 

Now,  to  take  up  the  variations  of 
gestation,   let   us   first   consider   the 
generative   organs   briefly  and   their 
physiological    actions.      The    uterus 
and  its  appendages  :  One  of  its  physio- 
logical actions  is  menstruation,  which 
is  contemporaneous  with,  if  not  the 
effect  of,  ovulation.     These  two  pro- 
cesses make  their  appearance  in  young 
girls  all  the  way  from  ten  to  twenty 
years,  and  even  greater  extremes  than 
this  are  noted.     Perhaps  the  average 
in  temperate  climates  is  about  fifteen 
years.     Menstruation   is    not   always 
established  when  it  first  appears,  as 
often  there  will  be  intervals  of  many 
months   after    the    first   occurrence. 
Or  even  after  it  has  appeared  several 
times  it  may  intermit  for  an  indefi- 
nite period.      Then  the  menses  are 
not  all  the  same  in  different  individ- 
uals, or  of  like  soundness  and  organic 
perfection,  so  far  as  we  can  learn  from 
our    means    of    observation.      Some 
women    are    "unwell"    every    three 
weeks,    others     every    thirty     days ; 
even  this  latitude  of  limitation  does 
not   include   all   cases.      A   singular 
instance  of  this  kind,  Byford  states, 
occurred  in   his  practice.     The   lady 
for  four  or  five  years,  as  she  assured 
him,   had    not    menstruated    oftener 
than    once    every  ninety   days,    and 
sometimes  twice  that  length  of  time 
had  elapsed   between   the  periodical 
flow,  and  when  it  appeared  it  lasted 
from   four   to   five   days.      Then,    at 
about  the  age  of  forty-five  years  in 
this   climate,   the    menses    cease    to 
recur,  and  the  function  of  ovulation 
is   no   longer   performed.      The   ces- 
sation is' sometimes  sudden  and  com- 
plete,  the    patient   menstruating    as 


usual  the  last  time  and  having  no  pre- 
monitory signs.  But  generally,  how- 
ever, there  is  an  intermission  of  some 
months,  and  then  a  recurrence  some- 
what regularly  or  even  irregularly,, 
followed  by  no  return  at  last.  But 
this  is  indefinite,  and  the  patient  is 
still  in  a  healthy  condition  as  far  as 
we  have  means  of  telling,  while  others 
menstruate  up  to  sixty  years  of  age. 
This  same  author,  as  above  stated, 
witnessed  a  singular  occurrence  of 
ovulation  in  a  woman  52  years  of  age,, 
who  had  not  menstruated  for  eight 
years ;  her  menses  recurred,  and  she 
became  pregnant,  and  in  nine  months 
gave  birth  to  a  vigorous  son.  As  a 
presumptive  evidence  that  ovulation 
had  not  taken  place  during  the  eight 
years  that  her  menses  were  absent,  he 
states  that  she  had  not  been  impreg- 
nated, although,  as  he  was  assured,, 
cohabitation  had  been  indulged  in 
with  the  same  unreserve  as  at  the 
time  conception  took  place. 

Take,  for  example,  hypertrophy.  It 
may  affect  the  foetal  uterus  and  ovaries,- 
and  as  a  result  the  child  be  born  with 
this  organ  and  external  genitals  as  fully 
developed  as  they  should  normally 
be  at  puberty.  In  these  monsters  by 
excess  of  development,  the  most  re- 
markable sexual  precocity  sometimes 
shows  itself.  Instances  are  recorded 
in  which  menstruation  began  at  birth,, 
or  within  a  month  after,  and  one  case 
of  undoubted  authenticity  is  reported 
in  which  menstruation  beginning  at 
two  years,  parturition  at  full  term  oc- 
curred when  the  mother  was  only 
eight  years  old.  Dr.  Thomas  speaks 
of  a  case  he  saw  in  which  menstrua- 
tion began  at  eight  months  and  con- 
tinued regularly. 

Now,  let  us  turn  our  attention  for 
a  few  moments  to  the  physiological 
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action  or  change  of  the  uterus  after  the 
delivery  of  the  foetus  or  after  normal 
labor.  The  uterus  is  at  that  time 
very  large  and  patulous,  and  accord- 
ingly must  undergo  a  physiological 
change  before  it  is  capable  of  receiv- 
ing another  impregnated  ovum.  Flint 
says  that  the  new  mucous  membrane 
is  complete  and  the  muscular  fibres 
are  reduced  to  their  normal  size  at  the 
end  of  the  second  month,  so  likewise 
the  uterus  cannot  become  impreg- 
nated until  this  physiological  change 
is  complete.  But  there  is  a  great 
variation  in  this,  even.  I  attended  a 
woman  who  aborted  about  the  fourth 
month,  and  just  ten  months  after  her 
abortion  I  delivered  her  of  a  fully  de- 
veloped, hearty  girl.  Turk  speaks  of 
a  case  in  which  he  attended  a  lady  in 
an  abortion  at  about  the  fourth  month 
of  gestation  on  March  27,  and  on  the 
following  December  25,  just  nine 
months  later,  she  gave  birth  to  a  fully 
developed  child. 

Compare  a  few  of  the  symptoms 
of  pregnancy  given  in  our  medical 
literature  at  the  present  time,  and 
we  will  find  them  as  unsatisfactory 
and  unreliable  as  the  physiological 
changes  in  the  uterus.  Suppres- 
sion of  menses  is  one  of  our  most 
reliable  symptoms  at  the  beginning  of 
gestation,  but  a  woman  may  have  sup- 
pression and  not  be  pregnant,  and  we 
may  have  impregnation  and  no  sup- 
pression of  the  periodical  flow;  it  seem- 
ingly is  the  same  as  at  the  regular 
menstrual  epoch.  I  had  a  case  last 
November  who  claimed  she  men- 
struated during  gestation. 

There  are  a  number  of  diseases  that 
may  interfere  with  the  physiological 
process  and  partake  of  a  great  many 
symptoms  of  the  same.  Take,  for  ex- 
ample, a  fibroid  of  the  uterus  in  its  iil- 


cipiency,  an*d  how  easy  it  is  to  mistake 
this  for  the  beginning  of  pregnancy. 
To  be  sure,  if  we  have  a  typical  case 
the  diagnosis  is  easy.  But  suppose  a 
fibroid  be  diagnosed — which  has  been 
done  by  some  of  our  best  physicians 
— and  the  young  doctor  introduces  a 
sound  and  finds  a  pregnant  uterusr 
how  this  step  will  terminate  is  easy  to 
say  and  sure  to  come.  There  are 
cases  in  which  tumors  have  been 
diagnosed  by  skillful  surgeons,  who 
have  gone  so  far  as  to  operate,  and 
after  cutting  down  into  the  gravid 
uterus  they  have  found  a  living  foetus. 
So  we  find  the  symptoms  so  obscure 
that  the  most  skillful  may  be  deceived. 
Some  patients  are  regular  every  month 
and  the  flow  continues  for  about  four 
days  during  each  period,  and,  at  the 
same  time,  they  are  experiencing  the 
fifth  month  of  gestation,  and  then 
cease  menstruating.  Others  will  con- 
tinue all  through  pregnancy.  It  is 
recorded  by  a  number  of  authors  that 
women  have  only  menstruated  during 
pregnancy,  but  in  all  such  cases  it  is 
probable  that  the  haemorrhage  is  of 
a  cervical  origin,  and  is  a  pathological 
phenomenon. 

Vomiting  is  one  diagnostic  symp- 
tom when  occurring  especially  morn- 
ing and  evening ;  other  symptoms 
being  present,  afford  great  value. 
But  this  is  not  always  manifest,  and 
should  it  be  it  is  not  pathognomonic. 
I  have  seen  cases  where,  from  wasting 
diseases,  nausea  and  vomiting  were 
almost  constant,  when  these  very  dis- 
tressing symptoms  were  relieved  by 
conception.  While,  on  the  other 
hand,  on  the  strong  and  robust  I  have 
witnessed  the  opposite  effect. 

Tingling  and  swelling  of  the  breasts, 
turgescence  and  pigmentation  of  the 
areolae,  development  of  glandular  fol- 
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licles  around  the  nipple,  are  valuable 
symptoms,  but  like  others  there  is  so 
much  diversity  at  times  that  they  are 
of  very  little  value,  for  all  these  may 
be  due  to  other  pathological  condi- 
tions. Playfair  speaks  of  cases  where 
there  was  entire  absence  of  milk  until 
after  confinement. 

Increase  of  size  of  abdomen  is  diag- 
nostic, but  it  may  be  due  to  ascites, 
to  excessive  deposit  of  adipose  tissue 
in  abdominal  walls,  to  tympanitic  dis- 
tension, and  to  various  abdominal  tu- 
mors having  no  connection  with  the 
aiterus. 

Changes  in  the  os  and  cervix  uteri 
are  valuable,  but  they  do  not  make 
their  appearance  in  time  to  form  a 
•diagnosis  prior  to  the  end  of  the 
second  month. 

Quickening  is  one  of  our  most  reli- 
able symptoms,  but  this  is  of  but  very 
little  interest  to  us  generally  prior  to 
the  fourth  month,  and  even  this 
symptom,  varying  as  it  does,  may  de- 
ceive us.  The  hypersesthetic,  for  ex- 
ample, may  feel  this  movement  as 
early  as  the  third  month,  and  cases 
have  been  cited  in  which  women  have 
never  recognized  the  feeling  of  quick- 
ening through  the  entire  period  of 
gestation.  Dropsy  of  amnion,  and 
ascites  may  obscure  the  sensation  of 
the  foetal  movement.  The  subjective 
impression  of  women  as  to  quickening 
requires,  however,  to  be  received  with 
reserve.  Instances  are  not  infrequent 
where  sterile  women,  misled  by  their 
eager  longings  for  maternity,  have  not 
only  deceived  themselves,  but  have 
succeeded  in  betraying  their  medical 
advisers  into  error  by  their  confident 
assurance  of  having  distinctly  felt  the 
movements  of  the  child  in  the  womb. 
In  the  celebrated  case  of  Johanna 
Southcote,  who  at  the  age  of  64 
claimed  to  be  with  child  by  the  Holy 


Ghost,  Dr.  Reece  says :  "  I  felt  some- 
thing move  under  my  hand  possessing 
a  kind  of  an  undulatory  motion,  ap- 
pearing and  disappearing  in  same 
manner  as  a  foetus." 

Auscultation,  our  most  reliable 
symptom,  has  its  variations  as  to  the 
time  when  the  foetal  heart  can  be  heard ; 
generally  at  about  the  sixteenth  week 
is  the  earliest,  therefore  it  is  of  no 
value  in  the  beginning  of  gestation. 

Then  we  take  a  number  of  other 
symptoms,  such  as  ballottement,  and 
the  other  minor  ones,  which  are  not 
discernible  prior  to  the  third  or  fourth 
month,  but  they  have  their  variations 
and  deviations,  and  are  as  unsatis- 
factory as  the  ones  above  mentioned, 
and  we  are  compelled  to  await  our 
diagnosis  an  indefinite  length  of  time. 
This  would  be  perfectly  satisfactory 
if  all  would  adhere  strictly  to  the 
rules  of  medical  ethics,  and  what 
knowledge  they  were  really  endowed 
with,  but  quackery  is  stepping  in  our 
midst  and  depriving  the  profession  of 
its  right  by  making  assertions  and 
guesses  at  the  results  in  a  dignified 
manner  which,  I  am  sorry  to  say,  are 
most  reverenced  by  some. 

As  the  science  of  medicine  and 
surgery  is  advancing  step  by  step  and 
new  discoveries  are  being  made,  may 
we  not  look  forward  to  the  time  when 
we  will  have  a  more  precise  diagnosis 
of  pregnancy  in  the  beginning  of  ges- 
tation.? When  we  have  a  train  of 
symptoms,  such  as  rusty  sputum,  pain 
in  lower  lobe  of  one  lung,  tempera- 
ture from  102°  to  104°,  crepitant  rales 
on  ausculation,  dullness  on  percussion, 
etc.,  we  call  this  a  typical  case  of 
pneumonia;  but  what  symptoms 
would  we  take  in  the  first  month  of 
gestation  to  call  it  a  typical  case  of 
pregnancy  ? 
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As  we  consider  the  work  that  is 
done  in  restoring  the  pelvic  organs 
to  their  original  condition  after  con- 
finement we  cannot  but  admire  the 
systematic  workings  of  nature's  plans. 

For  months  the  uterus,  its  liga- 
ments, bloodvessels  and  lymphatics 
have  increased  at  a  marvelous  rate. 
After  their  function  is  completed  the 
same  agents  and  workmen  who  have 
been  building  up  clear  away  now  the 
useless  tissues.  The  white  blood 
cells  are  increased  and  all  possible 
channels  utilized  in  throwing  off 
waste  material ;  it  is  unloaded  on  the 
skin,  kidneys,  lungs  and  mucous 
membrane  of  intestines  and  uterus. 
Close  the  gates  to  one  of  these  dump- 
ing grounds,  and  nerve  dispatches  are 
sent  to  all  parts  of  the  system  telling 
of  the  blockade,  a  rush  is  made  to  the 
other  outlets,  and  should  these  prove 
insufficient  the  result  is  an  accumula- 
tion of  excretory  matter,  which  poi- 
sons the  system.  If  instead  of  a 
closed  gate  one  opens  the  wrong  way, 
the  excreted  material  leaks  back, 
bearing  with  it  septic  germs.  The 
nerve  cells  (nature's  pickets)  discover 
the  invasion,  report  it  and  the  white 
blood  corpuscles,  nature's  army  of 
soldier  workmen,  are  dispatched  to 
repair  the  breach  and  destroy  the 
enemy.  Should  their  numbers  be 
large  enough,  this  is  done,  and  all  is 
well;  but  if  the  leak  be  large,  work- 
men scarce,  nerve  dispatches  inaccu- 
rate or  too  long  on  the  way,  the  foe 
will  have  increased  until  the  whole 
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system  is  affected,  and  all  its  energies 
are  devoted  to  battle  with  this  con- 
dition, and  the  brave  little  soldiers 
are  hurried  to  the  seat  of  war,  many 
perishing,  others  rushing  forward  to 
overcome  the  foe,  carry  off  dead  com- 
rades or  die  themselves.  The  high- 
ways to  and  from  the  invaded  domain 
are  crowded,  fresh  troops  hurrying 
forward  on  one  line,  scavengers,  re- 
moving the  remains  of  friend  and  foe, 
leaving  on  others;  this  we  call  in- 
flammation. 

Generally  in  pelvic  inflammations 
following  parturition  there  is  a  gate 
opening  the  wrong  way;  it  may  be  a 
lateration  of  the  cervix  or  perineum. 
The  entrance  through  this  gate  is 
apparently  not  regular.  Often  the 
infection  loses  ground  as  though  exr 
hausted,  then  goes  forward  seemingly 
reinforced. 

Early  in  my  professional  life  a  case 
of  this  kind  developed ;  improvement 
and  relapse  followed  each  other  for 
six  months.  This  patient  had  a  lac- 
erated cervix  which  was  tender,  and 
running  from  it  along  the  side  of  the 
uterus  was  a  sensitive  swollen  track 
which  extended  into  the  broad  liga- 
ment ;  this  increased  with  each  exac- 
erbation until  it  involved  all  the 
tissue  on  that  side  of  the  pelvis. 
After  subsidence  of  the  active  in- 
flammation the  hardened  mass  of  in- 
flammatory tissue  decreased  in  size,, 
and  in  two  years  was  less  than  one- 
fourth  as  large  as  at  first. 

Hoping  that  antiseptic  injections 
would  prevent  infection,  I  made  it  a. 
rule  to  use  them  in  all  cases  of  con- 
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finement,  but  with  this  precaution 
carefully  adhered  to  inflammation 
would  occasionally  appear.  To  better 
this  treatment  I  used  the  injections 
oftener  and  varied  the  antiseptics, 
but  instead  of  having  these  cases 
banished  from  my  practice,  they  be- 
came more  frequent.  After  having  an 
acute  peritonitis  develop  by  fluid 
being  forced  through  the  Fallopian 
tubes  I  omitted  the  injections  in 
most  cases.  My  reasons  for  doing 
this  being: 

(i)  The  danger  of  water  passing 
into  the  peritoneal  cavity. 

(2)  The  frequent  injections  causing 
almost  continual  exhaustion. 

(3)  Opening  of  the  vagina,  per- 
mitting the  entrance  of  air  and  germs 
to  assist  instead  of  retard  inflamma- 
tion. 

(4)  I  became  convinced  that  there 
were  other  factions  besides  septic  in- 
fection that  were  necessary  to  cause 
this  trouble. 

To  illustrate  the  chief  of  these  I 
will  cite  three  cases  of  confinement. 

All  were  primiparae;  two  were 
women  of  nervous  temperaments,  the 
other  had  a  well-balanced  nervous 
system ;  all  had  been  comparatively 
well  during  pregnancy.  The  first 
two  were  confined  the  same  day,  the 
third  on  the  day  following ;  each  had 
a  lacerated  cervix ;  one  of  the  first  a 
lacerated  perineum  as  well. 

The  third  woman  made  a  rapid  re- 
covery; the  others  dragged  along,  had 
had  pain  in  pelvis  ;  restless ;  poor  ap- 
petite. On  examination  by  vagina 
there  were  tender  spots  about  the 
uterus. 

I  never  found  temperature  above 
normal.  Patients  and  nurses  claimed 
there  was  fever  at  times,  sometimes 
preceded  by  chill  and  always  followed 


by  increased  pain.  The  tissues  in 
the  tender  spots  began  to  thicken, 
and  continued  to  do  so  until  the 
swelling  became  as  large  or  larger  \ 
than  a  hen's  egg.  The  amount  of  \ 
septic  material  entering  the  system 
was  small,  as  evidenced  by  the  rate 
of  inflammatory  advancement ;  still,  it 
resisted  all  efforts  to  check  it  and 
continued  to  increase  for  three 
months,  then  followed  gradual  re- 
covery. The  weak  and  nervous  sys- 
tem was  the  only  reason  I  could 
give  for  the  long  and  tedious  sickness 
in  these  two  cases. 

As  a  rule  the  neurotic  woman  does 
not  recover  rapidly  from  confinement. 
The  system,  impoverished  by  the  drain 
of  pregnancy,  becomes  completely  ex- 
hausted during  labor.  With  insuffi- 
cient vitality  to  complete  the  neces- 
sary work  of  recovery  it  falls  an  easy 
victim  to  slight  septic  invasion. 

Again,  there  are  cases  where  we  do 
not  have  the  exhaustion,  but  a  defi- 
ciency of  nerve  strength  that  allows 
the  system  to  yield  to  force  that  would 
in  no  way  affect  a  stronger  nervous 
organization,  as  a  man  of  weak  char- 
acter will  break  down  under  trouble 
that  a  stronger  character  will  over- 
come with  ease. 

Besides  the  conditions  spoken  of, 
there  are  others  which  are  the  snow- 
flakes  that  break  the  limb. 

To  illustrate  some  of  these  I  shall 
briefly  relate  the  case  of  a  Mrs.  C. 
Her  recoveries  from  confinements 
had  always  been  slow,  excepting  the 
fifth.  The  third  and  fourth  months  of 
this  pregnancy  she  had  spent  in  camp 
life  and  traveling  in  a  wagon  under 
favorable  circumstances.  After  her 
sixth  confinement  she  did  not  get 
strong,  remained  in  bed  but  two 
weeks,   when    she    got    up   and    at- 
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tempted  to  help  with  housework  for 
a  few  days,  had  severe  chill,  tempera- 
ture became  high,  pain  in  lower  part 
of  abdomen,  painful  micturition. 
After  several  weeks  an  abscess 
pointed  midway  between  pubes  and 
umbilicus.  This  I  opened  and  washed 
out  twice  a  day  till  it  healed,  patient 
then  gradually  recovered. 

In  this  case  there  was  probably 
slight  sepsis,  weak  nervous  system 
overtasked  by  getting  up  too  soon, 
irritation  of  the  pelvic  organs  by 
standing  and  walking,  chilling  of  the 
skin,  as  the  weather  was  damp  and 
cold. 

Before  passing  to  another  form  of 
inflammation  it  would  be  well  to  con- 
sider the  treatment  of  this.  '  It  should 
be  an  endeavor  to  assist  nature. 

(i)  The  excretory  functions  should 
be  kept  active.  Calomel  here  an- 
swers a  good  purpose,  actmg  on  both 
bowels  and  kidneys.  I  should  prefer 
this  in  small  doses,  say  one-quarter- 
grain  pill  every  hour  till  six  are  taken. 
This  will  generally  start  the  bowels 
to  acting. 

(2)  Rest  to  relieve  the  nervous 
system,  not  only  by  remaining  mo- 
tionless as  possible,  but  rest  from 
pain.  Here  morphia  is  of  admirable 
assistance,   also   hot   applications   to 


abdomen  and  hot  water  injections  in 
vagina.  In  order  to  increase  the 
oxidizing  power  of  the  blood  muriated 
tincture  of  iron  is  given,  generally 
combined  with  small  doses  of  quinine. 
Passing  from  these  acute  or  sub- 
acute forms  of  inflammation  we  will 
consider  briefly  a  chronic  local  in- 
flammation that  follows  parturition, 
or  rather  cervical  laceration.  Around 
the  wound  there  is  a  proliferation  of 
connective  tissue.  This  may  be 
thrown  out  by  nature  in  attempting 
to  unite  the  separated  surfaces,  or  it 
may  be,  and  most  probably  is,  excited 
by  the  invasion  of  septic  matter, 
which  is  strong  enough  to  cause  a 
slight  inflammation  and  increase  of 
the  tissues  of  the  cervix.  Contraction 
of  connective  tissues  and  hardening 
of  cervix  follows  this.  Contraction 
causes  pressure  on  nerve  ganglia,  and 
as  the  nerves  of  the  cervix  are  largely 
sympathetic,  reflex  troubles  arise 
from  this  irritation.  The  stomach, 
back,  head  and  ovaries  are  the  organs 
that  suffer  most.  Removing  the  in- 
durated tissue  and  covering  the 
wounded  surfaces  by  stitching  them 
together  to  prevent  septic  infection 
is  the  best  treatment  for  this  condi- 
tion. 


Early  Trachelorrhaphy. 


BY   J.    J.    MULHERON,    M.D., 

DETROIT,    MICHIGAN. 


I  DO  not  propose  to  discuss  on  this 
occasion  the  question  of  the  advisa- 
bility of  the  operation  of  trachelor- 
rhaphy. I  am,  indeed,  prepared  to 
partially  agree  with  your  "  conserva- 


tive gynaecologist,"  so-called,  and  ad- 
mit that  the  torn  cervix  is  often  made 
the  scapegoat  on  which  is  laid  the  sin 
of  ignorance  of  the  essential  aetiolog- 
ical  factor  in  the  protean  nervous  dis- 
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turbances  appearing  in  the  human 
female.  It  cannot  be  disputed,  how- 
ever, that  the  involvement  of  uterine 
nerve  fibres  in  the  cicatricial  plug, 
with  which  errant  nature  often  en- 
deavors to  repair  the  tear  in  the  neck 
of  the  womb,  is  a  common  cause  of 
pain  and  suffering  in  the  woman. 

This  proposition  being  conceded, 
the  "  higher  medicine  "  constrains  us 
to  inquire  whether  the  train  of  symp- 
toms indicated  may  not  be  forestalled. 
The  canonical  teaching  admonishes 
us  to  make  no  attempt  at  such  fore- 
stallment,  but  rather  to  allow  a  suffi- 
cient time  to  elapse  after  the  accouche- 
ment to  permit  nature  to  repair  the 
violence  to  the  cervix  which  may  have 
been  done  by  the  passage  of  the  child's 
head.  Six  months  is  the  period  gen- 
erally thought  to  be  the  shortest 
within  which  it  is  proper  and  safe  to 
attempt  any  operative  procedure  for 
the  repair  of  the  tear.  At  the  end 
of  this  time  nature  will  have  either 
healed  the  wound  by  first  intention, 
or  have  attempted  to  fill  in  the  rent 
by  granulations.  In  the  former  case 
the  woman  is  around  and  well.  In 
the  latter  she  is  likely  to  be  despond- 
ent, valetudinarian,  listless,  querulous, 
hysterical,  weak  and  miserable.  The 
leucorrhoeal  discharge,  composed  of 
uterine  mucous  and  purulent  secre- 
tion from  the  torn  cervix,  stains  and 
stiffens  her  linen.  There  is  a  constant 
feeling  of  lumbar  pain  and  fatigue, 
the  sexual  appetite  is  wanting,  coition 
is  painful,  and  she  submits  to  her 
husband's  approaches  merely  through 
a  sense  of  wifely  duty.  Menstruation 
is  irregular  and  profuse.  An  exami- 
nation reveals  the  classic  picture  of 
the  soft  and  flabby  uterus,  the  gaping 
OS  bathed  in  muco-pus,  and  the  uterus 
in  a  state  of  subinvolution.  In  course 


of  time  tissue  may  harden  through* 
contraction,  and  the  objective  symp- 
toms will  be  somewhat  ameliorated. 
The  subjective  symptoms,  however^ 
do  not  improve,  and  the  nervous  dis- 
turbances become  more  and  more 
aggravated. 

Who,  that  has  watched  a  case  of 
this  kind,  has  not  had  the  question  of 
prophylaxis  suggested  to  his  mind  ?' 
The  leaders  have,  however,  declared 
against  it,  and  the  dictates  of  reason 
and  common  sensejiave  consequently- 
been  set  at  naught.  Some  five  years 
ago  I  attended  a  case  of  labor  in 
which  the  completion  of  the  third 
stage,  although  followed  by  a  dense, 
firm,  wooden  feel  of  the  womb,  was- 
not  attended  by  a  stoppage  of  haem- 
orrhage. The  bright  arterial  blood 
flowed  from  the  vulva,  and  I  know- 
that  there  had  been  a  tear  involving 
the  circular  artery.  I  followed  Fallen's 
advice,  and  placing  the  woman  on  a 
table,  exposed  the  cervix  with  a  large- 
sized  Sims'  speculum.  I  then  passed 
a  silver  wire  suture  sufficiently  deep 
to  involve  the  bleeding  vessel.  The 
twisting  of  the  wire  promptly  arrested 
the  haemorrhage.  Ten  days  later  I 
removed  the  suture  and  was  surprised 
to  note  the  advance  which  had  been 
made  in  the  process  of  involution. 
The  cervix  had  resumed  its  definite- 
ness  of  outline,  and  I  was  strongly 
tempted  to  freshen  the  surfaces  of  the 
tear  and  bring  them  together  with 
suture,  but  was  deterred  by  the  teach- 
ings of  the  books.  After  this  I  took 
the  opportunity,  as  often  as  it  pre- 
sented, to  examine  the  uterus  within 
the  first  two  weeks  following  delivery. 
I  now  insist  on  making  these  early 
examinations,  especially  in  the  case 
of  primiparae.  As  a  result  of  such 
examinations  I  have  no  hesitation  in 
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declaring  that  at  the  end  of  twelve 
days  involution  has  been  practically 
completed,  and  that  it  has  certainly 
progressed  sufficiently  to  reveal  the 
normal  symmetrical  outline  of  the 
cervix. 

The  proposition  to  pass  sutures 
through  the  cervix  at  as  early  a  date 
as  the  end  of  the  second  week  after 
delivery  will  probably  strike  those 
who  have  followed  the  teachings  of 
the  books,  as  harsh.  About  a  year 
ago  a  young  practitioner  reported, 
with  suggestive  inflections  of  voice, 
to  one  of  our  local  societies,  a  case  in 
which  I  had  repaired  the  cervix  at  the 
end  of  the  eleventh  day.  He  kindly 
omitted  the  mention  of  my  name  as 
that  of  the  operator,  and  the  members 
of  the  society  were  thus  under  no  re- 
straint, because  of  my  presence,  in 
expressing  their  opinion  of  an  "  oper- 
ator" who  would  thus  "invade  the 
womb  before  involution  was  thor- 
oughly completed."  Of  those  present 
who  expressed  an  opinion  there  was 
not  one  who  did  not  support  the  young 
gentleman  in  his  attack  on  the  oper- 
ation. The  brief  years  have,  however, 
wrought  a  change  of  sentiment  on  this 
subject,  and  the  early  operation  which 
was  *' an  unheard-of  procedure"  to 
certain  prominent  gynaecologists  at 
the  meeting  referred  to,  has  had  many 
advocates  in  the  periodicals  of  the 
past  twelve  months. 

The  objections  to  early  trachelor- 
rhaphy are  all  purely  theoretical.  It 
has  been  urged  that  the  exposure  of 
the  cervix  and  the  passage  of  sutures 
increases  the  danger  of  septic  infec- 
tion. And  this,  too,  from  those  who 
insist  on  the  immediate  suturing  of 
the  ruptured  perineum.  They  forget 
that  the  lymphatics  are  less  abundant 
in  the  cervix  than  in  the  perineum, 
23 


and  that  in  any  event  the  danger  of 
sepsis  under  the  regulation  antiseptic 
precautions,  which  should  be  ob- 
served in  the  operation,  is  reduced 
to  the  minimum. 

The  operation  of  restoring  the  cer- 
vix at  the  end  of  two  weeks  is  exceed- 
ingly easy  of  performance,  in  which 
respect  it  differs  very  materially  from 
that  undertaken  after  the  dense  cica- 
tricial tissue  has  been  deposited.  I 
have  not  found  it  necessary  to  anaes- 
thetize the  woman  in  these  early  cases. 
There  is  no  cutting  required,  the  sur- 
faces being  readily  virified  by  means 
of  the  sharp  curette.  The  soft  gran- 
ulations having  been  scraped  off,  the 
apposition  of  the  surfaces  is  complete. 
The  stitches,  too,  are  passed  with  the 
utmost  facility  through  the  soft 
uterine  tissue.  A  round  needle  may 
be  employed,  and  the  danger  from  the 
use  of  a  needle  with  cutting  edges 
thus  obviated.  I  use  carbolized  catgut 
sutures,  and  have  not  met  with  even 
partial  failure  in  any  of  the  seven 
cases  on  which  my  favorable  opinion 
of  the  operation  is  founded.  A  pecu- 
liarity of  the  operation  is  the  entire 
absence  of  any  trace  of  it  left  behind. 
Made  before  involution  is  entirely 
completed,  the  process  goes  on  and 
removes  all  needle  marks.  It  is  quite 
impossible,  in  any  of  the  cases  which 
I  have  thus  treated,  to  detect  the 
slightest  evidence  that  an  operation 
was  ever  made. 

It  may  be  suggested  that  if  the 
operation  is  thus  justifiable  at  the 
end  of  the  second  week,  and  if  there 
is  no  danger  from  suturing  the  uterine 
tissue  before  involution  is  complete, 
that  it  would  be  better  still  to  make 
the  immediate  operation.  The  imme- 
diate operation  has  its  advocates,  but 
I  have  found  it  quite  impracticable. 
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The  absence  of  outline  in  the  cervix, 
immediately  after  the  expulsion  of  the 
child,  has  made  it  impossible  for  me 
to  determine  with  the  necessary  pre- 


cision the  nature  of  the  laceration, 
and  with  respect  for  those  who  advo- 
cate the  immediate  operation,  I  cannot 
see  in  it  the  advantages  claimed. 


Case  of  an  Extra-uterine  Foetus  Successfully  Extracted  by 
the  Operation  of  Lithotomy. 

BY   JOSEPH    BOSSUET,  M.D., 

Member  of  the  Medical  Society  of  Massachusetts. 


[From  the  authoi's  original  mss.  contributed  by  Prof.  T.  Gaillard  Thomas]. 


In  the  month  of  October,  1807, 
Mrs.  Colman,  of  Braintree,  found  her- 
self in  a  state  of  pregnancy,  attended 
with  uncommon  distress  and  some 
pungent  pains  shooting  from  the 
hypogastric  to  the  epigastric  regions. 
She  continued  in  that  way  until  the 
latter  part  of  the  ensuing  spring, 
when  she  had  all  the  symptoms  of  a 
true  travail.  She  sent  immediately 
for  an  accoucheur,  who,  not  being 
able  to  come  at  the  child  by  the 
natural  passage,  ordered  large  doses 
of  opium,  with  the  injunction  to  re- 
peat them  as  often  as  the  pangs  re- 
curred. A  fortnight  after  that  the 
pain  abated^— the  time  when  I  suppose 
the  child  died  in  the  abdomen.  She 
was  for  two  months  afterward  very 
much  troubled  by  a  disagreeable  sen- 
sation, which  she  called  drawing.  The 
abdomen  swelled  to  a  very  large  size, 
which  after  some  time  gradually  sub- 
sided. The  three  succeeding  years 
she  passed  without  much  distress, 
but  at  the  end  of  that  time  she  began 
to  experience  v^ery  acute  pains,  at- 
tended with  profuse  evacuations  by 
the  urethra  of  a  matter  sometimes  of 
a  yellow  cast,  sometimes  bloody  and 
of  a  very  foetid  smell,  and  voided  in 
the  same  time  by  the  same  canal 
some  very  small  bones.  A  commu- 
nication also  took  place  between  the 
bladder  and  the  rectum  so  as  to  let 


the  fasces  and  urine  pass  either  way 
During  five  years  before  my  first  visit 
to  her  she  experienced  the  most  ex- 
cruciating pain  night  and  day.  Hav- 
ing been  informed  of  my  recent  ar- 
rival from  Martinico  with  my  family, 
and  that  I  resided  in  Higham,  she 
sent  for  me  the  20th  of  May,  1816.  I 
visited  her  the  same  day,  and  after  a 
critical  examination  found  the  child 
in  the  bladder,^  crusted  over  with  a 
calculous  matter.  Considering  her 
in  a  dangerous  situation  I  advised  her 
to  submit  to  the  operation  of  lith- 
otomy as  the  only  means  of  relieving 
her  from  her  sufferings.  She  readily 
consented  to  it  and  the  operation  was 
performed  by  me  the  17th  of  June, 
1 8 16,  attended  by  Drs.  Noah  Fifield, 
of  Weymouth,  and  Robert  Thaxter, 
of  Dorchester,  two  respectable  mem- 
bers of  the  Medical  Society,  in  whose 
presence  146  bones  of  a  foetus,  about 
seven  months  old,  were  extracted, 
together  with  a  stone  about  the  big- 
ness of  an  olive.  She  has  since  en- 
tirely recovered  and  enjoys  at  present 
a  perfect  state  of  health  without  any 
pain  whatever,  but  the  communication 
between  the  bladder  and  the  rectum 
is  not  wholly  obliterated. 
Higham,  March,  18 17. 


Mostly  in  the  bladder  and  partly  in  the  abdomen. 
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Abstract  of  the  Transactions  of  the  Gynaecological  Society 

of  Chicago,  1891-92. 


BY  S.  P.  COTTRELL,  M.D. 


In  Dr.  Franklin  H.  Martin's  eleven 
cases  of  laparotomy,  the  majority  of 
which  were  diseases  of  tubes  and 
ovaries,  the  principal  interest  lies  in 
the  pathological  report  on  the  speci- 
mens given  by  Dr.  F.  B.  Robinson. 
The  tubes  presented  a  convoluted 
appearance,  and  scattered  over  the 
surface  were  small  blisters  or  cysts 
containing  a  cloudy  fluid.  These 
blistered  tubes  are  found  only  in 
women  who  have  suffered  much  pain. 
The  walls  of  the  tube  also  presented 
a  tubal  hernia.  The  pathological 
history  of  these  tubes  show  first  a 
spiral  condition  of  tube,  then  blisters, 
and  thirdly  hernia.  The  important 
point  of  danger  in  tubal  hernia  is  the 
liability  to  tubal  pregnancy,  due  to 
the  inability  of  the  cilia  to  move  the 
ovum  onward.  This  hernia  is  due  to 
giving  way  of  the  muscular  walls. 
Irregularity  in  the  surface  of  the 
tube  is  caused  by  infectious  material 
desquamating  the  ciliated  epithe- 
lium. 

A  case  of  multiple  cyst  of  the 
ovary,  containing  twenty-four  parts, 
was  also  exhibited,  and  a  case  of  hys- 
terectomy for  cancer,  which  termi- 
nated fatally  on  third  day  from  fatty 
heart.  Another  case  gave  pus  tube 
the  result  of  an  attack  of  gonorrhoea. 
The  other  tube  being  healthy,  was 
left  intact.  Dr.  Martin  was  inclined 
to  be  sceptical  as  to  this  case  being 
due  to  the  infective  poison  of  gonor- 
rhoea,   although     Dr.    Robinson-  re- 


ported it  as  probable,  and  also  showed 
the  existence  of  hernia  in  the  walls. 
In  a  somewhat  similar  case  both  tubes 
and  ovaries  were  removed.  Ovaries 
were  cystic  and  the  tubes  the  thick- 
ness of  the  thumb  and  markedly  oede- 
matous.  Here  both  tubes  show  the 
result  of  infectious  disease,  probably 
gonorrhoea. 

Case  VII  gave  a  history  of  severe 
pelvic  pain  and  dysmenorrhoea.  The 
pathological  conditions  existing  were 
numerous  scars  on  the  ovary  with 
cystic  Graafian  follicles  and  follicular 
degeneration  of  one  ovary.  Cysts 
also  existed  in  the  broad  ligament 
and  also  an  accessory  tube,  three- 
fourths  of  an  inch  long,  springing 
from  the  side  of  the  tube. 

In  one  case  a  uterus,  which,  on 
examination  measured  four  and  one- 
half  inches,  was  reduced  to  normal 
under  treatment  by  electricity.  There 
were  found  on  opening  the  abdomen 
two  badly  suppurating  tubes.  In 
one  case,  which  proved  to  be  "col- 
loid cancer,"  there  was  a  cyst  buried 
in  the  broad  ligament,  which  was  re- 
moved by  sewing  off  with  the  "cob- 
bler's stitch."  The  peritonaeum  was 
studded  with  papillae. 

Case  XI  presented  a  condition  of 
multiple  cysts  of  both  ovaries,  with 
the  complication  of  attachments  to 
the  caecum  and  an  abscess  at  the  ap- 
pendix. The  appendix  was  removed 
and  the  denuded  bowels  covered  by 
grafts  from  the  omentum. 
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An  interesting  specimen  of  the 
complete  decidua  vera  inclosing  the 
ovum  was  presented  by  Dr.  W.  W. 
Jaggard,  who  spoke  regarding  the 
diagnostic  value  of  the  extrusion  of 
the  decidua  at  the  os  as  a  sign  of 
ectopic  gestation.  The  specimen  came 
from  a  woman  whose  husband  had 
been  under  Fournier's  treatment  for 
syphilis  for  five  years,  and  who  was 
pronounced  cured,  and,  under  the 
assurance  of  no  further  trouble,  mar- 
ried. Since  that  time  he  has  been  un- 
der the  care  of  two  or  three  gentlemen 
of  Chicago,  and  pronounced  cured, 
and  capable  of  procreation.  The  wife 
shows  no  evidence  of  infection  other 
than  the  two  miscarriages.  She  may, 
however,  be  infected.  (Colles's  law, 
i.  e.,  the  theory  of  syphilitic  infection 
of  the  child,  the  mother  showing  no 
evidences  of  the  disease.  The  posi- 
tiveness  of  the  affection  existing  in 
the  child  proven  by  the  infection  of 
healthy  nurse  through  abrasion  in  the 
nipple.)  Here,  however,  there  existed 
signs  of  decidual  endometritis,  and 
the  woman  may  have  aborted  inde- 
pendent of  syphilitic  infection.  It  is 
decidedly  unusual  for  a  miscarriage  to 
take  place  as  early  as  this  unless  the 
virus  be  especially  strong,  or  the 
woman  primarily  infected.  Women 
with  the  disease  either  do  not  con 
ceive,  or  the  miscarriage  occurs  later. 

A  case  of  Tait's  flap  splitting  was 
exhibited  by  Dr.  Robinson  (operator. 
Dr.  Doddson),  showing  but  little  scar 
and  2i  perineum,  after  eight  weeks, 
one  and  a  quarter  inches  long. 

Fred.  Byron  Robinson,  M.D.,  read  a 
paper  on  perineorrhaphy,  with  seven 
illustrations.  He  gives  as  the  physio- 
logical offices  of  the  normal  perineum 
the  sustaining  of  the  lower  anterior 
rectal,   and    lower   posterior  vaginal 


walls  ;  it  keeps  the  discharging  end  of 
vagina  forward,  and  that  of  the  rec- 
tum backward,  and  by  mechanical 
actions  assists  in  giving  the  normal 
closed  condition  of  both  openings. 
It  is  the  point  of  union  of  four  mus- 
cles and  by  acting  as  support  to  the 
pelvic  floor  it  serves  a  purpose  in  the 
trying  times  of  labor.  The  objects  of 
the  operation  are  to  repair  partial  or 
complete  rupture,  and  thus  give  nor- 
mal action  to  disordered  rectal  func- 
tion, and  so  prevent  prolapse  in  all  its 
forms.  Methods  are  :  denudation,  or 
flap  operations.  Causes  of  rupture : 
Labor,  coitus  or  trauma.  Incomplete 
laceration  may  give  gaping  vulva, 
increased  vaginal  secretion,  irritation 
or  pain  at  the  seat  of  trouble,  or  reflex 
constitutional  trouble  and  prolapse  of 
anterior  or  posterior  wall  and  uterus. 
Complete  rupture  may  give  all  the 
above,  with  the  addition  of  inconti- 
nence of  faecal  matter  and  increased 
nervous  disturbances,  approaching 
melancholia. 

The  first  section  of  the  paper  is 
devoted  to  a  consideration  of  partial 
and  complete  laceration,  and  the  sec- 
ond to  the  additional  complication  of 
prolapse. 

In  the  first  the  flap  method  is 
studied  and  the  line  of  procedure 
marked  out ;  the  history  of  the  oper- 
ation given,  and  Tait's  method  ex- 
plained. The  flaps  are  made  with 
scissors  and  approximated  with  cat- 
gut. The  denudation  method  is  also 
given,  but  the  preference  lies  with  the 
flap. 

In  consideration  of  the  complica- 
tion of  prolapse,  the  aetiology  of 
which  is  exhaustively  treated,  there 
are  many  means  offered  for  the  cor- 
rection. Perineorrhaphy,  electrorrha- 
phy  and  episeorrhaphy,  or  the  use  of 
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some  abdominal  operation.  The  mere 
closing  of  the  vagina  is  condemned, 
and  of  all  the  operations,  ancient  and 
modern,  that  of  Tait's  seems  to  prove 
most  efficacious.  The  Alexander- 
Adams  operation  meets  with  no  favor 
from  the  author,  who  considers  it  rap- 
idly falling  into  disfavor,  and  sums  up 
his  objections  to  the  effect  that  re- 
ports so  far  are  unsatisfactory.  In 
many  cases  the  ligaments  cannot  be 
found,  and  when  found  are  an  insuffi- 
cient support  to  the  uterus.  The  im- 
provement is  not  always  permanent, 
and  the  mere  position  of  the  fundus 
is  not  always  a  question  of  import- 
ance. He  advises  a  vaginal  operation 
or  mechanical  support  to  precede  the 
Alexander,  as  giving  better  chances 
of  success.  Shortening  the  broad 
ligament  and  suturing  the  uterus  to 
the  abdominal  wall  are  operations  yet 
to  be  given  sufficient  trial  before  con- 
clusions are  drawn. 

Shiicking's  operation  will  prove 
dangerous  to  the  integrity  of  the 
bladder,  and,  so  far,  has  not  received 
general  attention  enough  to  give  it  a 
position  Herrick's  operation,  attach- 
ing the  cervix  to  the  vaginal  wall,  is 
yet  to  be  accepted.  For  general  util- 
ity the  operation  which  gives  the  best 
results,  where  there  is  rupture,  is  the 
Tait,  with  flap  extension. 

.F.  E.  Waxham,  in  a  paper  on  ap- 
noea  neonatorum,  said  that  in  a  normal 
condition  immediately  after  birth,  the 
infant  gives  a  loud  scream,  and  the 
color  becomes  red  and  movements 
vigorous.  When  born  in  a  state  of 
apncea  the  color  is  generally  blue  or 
livid,  though  it  may  be  pale,  and  the 
child  lie  limp  and  motionless. 

In  the  first  condition  it  is  due  to 
obstruction  to  flow  of  blood,  and 
caused    by   difficulties   in   the  labor, 


prolapse  of  the  cord,  etc.,  or  to  rapid 
and  prolonged  uterine  contractions. 
The  second  condition,  that  of  pallor, 
may  be  accounted  for  by  insufficient 
muscular  force  through  which  to  carry 
on  the  process  of  respiration.  And 
here  the  cause  may  be  looked  for  in 
the  health  of  the  mother :  ill  health 
during  gestation,  syphilis,  concealed 
haemorrhages.  Where  death  follows, 
the  lungs  will  be  found  in  a  state  of 
collapse.  Gentle  attempts  at  stimu- 
lating respiration  must  be  made  in 
this  last  class  of  cases — blowing  on 
and  rubbing  the  body,  alternate  ap- 
plications of  hot  and  cold  water.  These 
must  be  followed  by  judicious  stimu- 
lation and  artificial  heat.  In  the  first 
class  more  vigorous  measures  can  be 
used.  Mouth  to  mouth  respiration  ; 
the  alternate  head  and  heel  treatment, 
or  holding  the  infant  by  the  middle, 
bending  it  backward  and  forward. 
Where  these  methods  fail  the  author 
advises  the  use  of  an  mstrument, 
based  upon  the  well-known  O'Dyer 
forms  for  direct  insufflation.  They 
consist  of  a  set  of  laryngeal  tubes  of 
various  sizes,  to  which  are  attached 
long,  hollow  tubes  which  project  from 
the  mouth. 

Projecting  from  the  side  of  this 
tube  is  a  stop-cock,  attached  to  which 
is  a  piece  of  rubber  tubing  connected 
with  a  bellows  worked  by  the  foot. 
In  using  this  the  open  end  of  the 
tube  is  closed  with  the  finger,  and 
compressing  the  bellows  with  the 
foot  the  air  is  forced  into  the  lungs. 
The  finger  is  then  removed  and  the 
chest  forcibly  compressed,  this  treat- 
ment being  continued  as  long  as  there 
is  the  least  hope.  A  tube  invented 
by  the  author  is  longer  than  the  ordi- 
nary, and  has  a  ring  around  the  end 
to  prevent  the  escape  of  air.     Direct 
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insufflation  is  used  in  preference  to 
the  bellows,  care  being  taken  to 
moderate  the  force  in  comparison 
with  the  weakness  of  the  infant  air- 
cells.  In  the  discussion  Dr.  John 
Barthette  gave  a  description  of  an 
instrument  devised  by  himself,  and 
also  mentioned  having  found  a  soft 
catheter  of  service  in  an  emergency, 
and  advises  the  use  of  a  small  piece 
of  rubber  dam  run  up  on  the  tube  in 
order  the  more  effectually  to  close 
the  lumen  of  the  larynx.  Attention 
must  be  given  to  the  removing  of  all 
liquid  which,  by  accident,  may  have 
been  drawn  into  the  lungs.  Should 
the  lungs  not  expand,  a  trial  of 
Schultze's  method  is  highly  endorsed, 
and  after  this  the  tube  may  be  re- 
introduced and  attempts  at  respiration 
again  made.  Sylvester's  or  Schultze's 
methods  are  given  the  preference  be- 
fore the  tube.  Dr.  Jaggard  mentioned 
the  injury  done  at  times  by  the  intro- 
duction, and  gave  cases  resuscitated 
through  the  means  of  the  tube  and 
insufflator.  Dr.  Rosen wasser  gives 
cases  where  allowing  blood  to  flow 
from  the  cord  has  proven  successful. 
Dr.  Henry  T.  By  ford  read  an  inter- 
esting and  valuable  paper  on  vaginal 
uterofiscation.  The  operation  is  not 
indicated  at  all  times,  but  only  within 
the  limits  given  in  the  paper.  It  did 
not  have  any  effect  in  changing  the 
position  of  the  uterus,  but  in  the  case 
of  retroflexion  a  suture  passed  through 
the  vaginal  wall  at  the  upper  end  of 
the  incision,  and  then  through  the 
sacrouterine  ligaments  back  to  the 
upper  end  of  the  incision  on  the  op- 
posite side,  will  effect  a  cure.  Tam- 
poning of  the  cervix  well  back  will 
give  adhesions  of  the  anterior  and 
posterior  walls  of  the  recto-uterine 
cul-de-sac,  and   thus  make   it  nearly 


impossible  for  the  fundus  to  get  into 
the  former  cavity. 

Dr.  E.  C.  Dudley  reported  two  cases 
of  uterine  myoma.  Case  I  had  been 
under  observation  for  two  and  one- 
half  years,  and  operation  was  done  on 
account  of  pressure  pains.  Electro- 
lysis was  not  indicated  because  the 
OS  was  too  high,  and  so  hystero- 
myomotomy  was  done.  The  mass  was 
cut  away  down  to  the  cervix,  and  the 
stump  drawn  down  through  a  small 
hole  below  the  bladder  into  the  vagina. 
Case  II  was  one  with  severe  menor- 
rhagia ;  electrolysis,  and  galvano-punc- 
ture  used,  but  with  no  success.  The 
hcemorrhage  became  excessive,  re- 
quiring uterine  tampon.  The  uterus, 
which  at  this  time  reached  nearly  to 
the  umbilicus,  was  curetted  under 
ether,  and  tight  tampons  inserted, 
which  controlled  the  haemorrhage. 
The  following  two  periods  came  on  at 
the  regular  time  with  excessive  bleed- 
ing. Then  a  fifty  cell  Leclanch^  bat- 
tery was  put  in  the  patient's  house. 
The  whole  strength  of  the  battery  was 
used  at  each  treatment,  every  third 
day,  with  a  Massey  rheostat  and 
Graffe  milliampcremeter.  Nineteen 
intra-uterine  applications  of  the  car- 
bon (positive),  with  large  clay  ab- 
dominal electrode,  the  average  amper- 
age varying  from  125  to  242^  milli- 
amperes.  The  uterus  now  occupies 
only  the  pelvis  minor,  and  presents 
no  sign  of  a  tumor,  only  an  enlarged 
uterus.  In  the  discussion  the  ques- 
tion of  the  menopause  was  raised  as 
having  a  bearing  on  the  decrease  in 
size  of  the  growth.  In  regard  to  the 
first  tumor  being  too  high  in  the 
pelvis  to  admit  of  successful  electrical 
treatment,  Dr.  Martin  gave  five  cases 
unsuccessfully  treated  by  electricity  : 
Fibro-cystic     tumors,    violently    dis- 
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torted  canals,  intra-niural  fibroids  of 
multiple  development,  sub-peritoneal 
fibroids,  and  also  doubted  the  elec- 
trical treatment  as  being  the  true 
cause  of  the  improvement,  the  curret- 
ting  with  the  packing  being  in  Dr. 
Martin's  opinion  the  prime  cause. 

An  abstract  of  a  paper  on  the  treat- 
ment of  the  pedicle  in  abdominal 
hysterectomy  was  read  by  Dr.  Frank- 
lin H.  Martin,  in  which  he  gave  the 
various  methods  of  treating  the  stump, 
which  it  will  be  interesting  to  re- 
capitulate. Intra-peritoneal,  or  Schn')- 
der's,  which  consists  in  removing  the 
tumor  constricted  at  the  pedicle  by 
Esmarch's  rubber  band,  removing  as 
much  as  possible  of  pedicle,  wedge- 
shaped  piece  from  the  centre  of  stump, 
cauterizing  the  canal,  stitching  the 
edges  of  stump  together,  and  sewing 
over  the  peritoneal  surfaces.  The 
stump  dropped  into  the  abdominal 
cavity,  and  the  abdomen  closed. 

Olhauscn's  Modification  :  Using 
rubber  ligature  and  sewing  the  peri- 
tonaeum and  the  stump,  sinking  the 
whole. 

Parkcs'  Modification  :  Using  strong 
silk  for  ligation  and  cauterizing  stump 
to  horn-like  condition  over  temporary 
clamp. 

Zweifel's :  l^y  tying  pedicle  with 
strong  multiple  silk  ligatures. 

Hofmeier,  Albert  and  Gaiffe  ligated 
the  pedicle,  avoiding  the  canal,  and 
closed  the  abdominal  end  with  peri- 
toneeum.   Drainage  through  the  canal. 

Extra-peritoneal,  or  Pean's :  This 
consists  in  clamping  the  neck  of  the 
tumor  with  a  serre-noeud,  including  the 
appendages  with  the  broad  ligament, 
use  of  pedicle  pins,  and  fixation  of 
stump  in  lower  angle  of  the  wound. 
The  wound  closed  easily  around  the 
stump. 


Hegarand  Kaltenbach  modified  the 
method  by  employing  elastic  ligature ; 

P'ritsch,  von  Hacker,  Wolfer  and 
Kelly,  by  following  Schroder  in  care 
of  the  stump,  but  they  left  it  extra- 
peritoneally,  but  beneath  the  abdo- 
minal wall; 

Van  de  Warker  by  temporary  fixa- 
tion (Pean)  until  chances  of  haemor- 
rhage were  passed  and  the  dropping 
into  abdomen. 

Eastman's  method :  Tying  of  liga- 
ments and  uterine  appendages,  vagina 
opened  posteriorly,  vaginal  edges  li- 
gated and  cervix  progressively  cut 
away.  Peritonaeum  closed  over  the 
raw  surfaces,  and  abdominal  wound 
closed  and  treated  as  a  vaginal 
hysterectomy. 

Byford's  vaginal  fixation:  Perito- 
naeum stripped  down  anteriorly,  liga- 
ments and  appendages  removed,  liga- 
tion being  done  on  the  neck  of  the 
tumor.  Pedicle  may  be  ligated  in 
three  sections,  thus  making  it  a  blood- 
less operation.  These  ligatures  are 
left  long,  a  hole  punched  in  the  va- 
ginal vault  anteriorly  and  the  ligatures 
passed  into  the  vagina.  Traction  on 
these  will  serve  to  invert  the  stump 
into  the  vagina.  The  peritonaeum 
over  the  bladder  is  carefully  sewed 
to  that  covering  the  stump,  and  the 
abdomen  closed.  The  primary  treat- 
ment of  the  stump  is  the  same  as  in 
the  intra-peritoneal  method,  in  order 
to  assure  cleanliness  and  as  small  a 
stump  as  possible.  After  reviewing 
advantages  and  disadvantages  of  the 
different  methods  and  going  into  de- 
tail quite  extensively,  the  writer  gives 
his  decided  preference  for  the  last, 
vaginal  fixation,  and  describes  the 
operation  minutely. 

Dr.  Henry  T.  Byford  gave  a  paper 
on    "Vaginal    Oophorectomy,"   with 
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the  sub-heads  of  Fibroma  of  Fallopian 
Tube^  Hcematoma  and  Cystic  Degen- 
eration of  Ovaries,  Hcemato-salpinx, 
Retroversion  with  Adhesions,  Explora- 
tory incision  through  the  cul-de-sac  of 
Douglas.  Mention  is  made  in  this 
paper  of  sixty-seven  cases,  twenty- 
seven  being  vaginal  hysterectomies 
with  one  death,  and  thirty-five  va- 
ginal oophorectomies  with  no  deaths  ; 
he  advocates  the  vaginal  operation 
on  the  score  of  lack  of  danger  from 
hernia,  if  for  no  other  reason.  The 
author  cites  several  cases  done  in 
this  manner,  where  the  haemorrhage 
was  severe,  but  controlled  by  hot 
water  and  packing  with  sponges,  with 
the  subsequent  application  of  the 
Mikulicz  drainage.  The  questions 
to  be  considered  before  attempting 
the  removal  of  diseased  structures  by 
this  method  are: 

(i)  As  to  space  in  the  vagina.  As 
a  rule  there  is  room  enough.  Dr. 
Byford  has  resorted  to  vulval  incision 
in  but  one  case,  gradual  dilatation 
generally  serving  all  purposes. 

(2)  As  to  reaching  the  diseased 
parts.  Here  the  mobility  or  non- 
mobility  enters  into  consideration. 
When  the  uterus  is  retroverted  or 
can  be  pulled  down  into  the  cul-de- 
sac  of  Douglas,  the  ovaries  can  usually 
be  pulled  down.  When,  however,  the 
cervix  is  well  back  and  the  fundus 
fixed  anteriorly,  the  ventral  incision 
is  indicated. 

(3)  As  to  wounding  adherent  intes- 
tines. When  the  uterus  can  be  retro- 
verted and  appendages  are  adherent  to 
sacro-uterine  ligaments,  or  low  down 
near  the  cervix,  there  is  less  danger 
of  wounding  the  intestines.  When, 
on  the  contrary,  the  fundus  is  high 
up,  with  the  cervix  projecting  far 
below  the  appendages,  or  when  the 


appendages  are  adherent  to  the  pelvic 
walls  the  ventral  operation  is  indi- 
cated. The  author  very  naively  re- 
marks, "  there  is  no  doubt  but  that  this 
method  of  operation  requires  some 
sort  of  diagnosis  beforehand,"  yet 
where  the  diagnosis  is  not  certain,  an 
exploratory  incision  can  be  made 
through  the  cul-de-sac  of  Douglas. 

Report  of  two  cases  of  Rupture  of 
the  Uterus  during  Abortion,  a  paper 
presented  by  Ludwig  Hekteon,  M.D. 
These  cases  are  of  interest  on  account 
of  the  extensive  mutilation  of  the 
uterus  and  surrounding  tissues.  The 
first  case  was  one  of  criminal  abor- 
tion induced  by  a  medical  man,  Dr. 
S.,  who  committed  suicide  while  out 
on  bail.  He  had  called  Dr.  Barton  in 
consultation.  Dr.  S.  had  introduced 
a  rubber  catheter,  and  after  the  expul- 
sion of  the  foetus  (fourth  month),  failed 
to  find  his  catheter,  and  had  industri- 
ously scraped  the  uterus  with  a  sharp 
spoon,  thinking  to  bring  away  the  pla- 
centa, behind  which  he  (Dr.  S.)  sup- 
posed his  catheter  was  quietly  resting,, 
at  the  same  time  making  ineffectual 
attempts  to  bring  down  the  coy  pla- 
centa by  traction  on  the  supposed 
cord,  which  protruded  from  the  va- 
gina, at  which  operation  the  patient 
assisted.  Dr.  Barton  found  the  woman 
almost  moribund.  The  so-called  cordy 
which  Dr.  Barton  recognized  as  intes- 
tifte,  was  hanging  from  the  vulva,  and 
could  be  traced  to  the  cervix.  Death 
ensued  in  a  few  hours.  The  body  was 
buried  under  a  certificate  of  acute  en- 
teritis, signed  by  Dr.  S.  A  week 
later  the  body  was  exhumed  and  an 
examination  made.  On  the  posterior 
wall  of  the  cervix  uteri  existed  an 
irregular  loss  of  substance  through 
which  the  bowel  had  been  dragged. 
This  portion  of   intestine   consisted 
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of  a  segment  four  inches  in  length 
from  the  junction  of  the  sigmoid  flex- 
ure with  the  rectum,  and  the  coats  of 
the  intestine,  to  within  an  inch  of  the 
rectum,  were  injured.  Uterus  en- 
larged; hole  through  the  fundus, 
where  /the  catheter  had  gone,  and 
catheter  and  much  decomposed  blood 
in  the  abdominal  cavity. 

The  second  case,  one  of  accidental 
abortion  (fourth  month),  attended  by 
a  midwife,  who  supposed  she  had  re- 
moved the  placenta  with  the  foetus, 
but  on  account  of  the  pain  a  physi- 
cian was  called,  who  found  the  woman 
in  a  state  of  collapse,  with  high  fever, 
rapid  pulse  and  tender  abdomen.  In 
consultation  with  Dr.  Lasher,  Dr. 
Johnson  decided  to  scrape  out  the 
uterus,  which  was  done  with  a  dull 
curette,  which  brought  out  a  few 
scraps  of  tissue.  An  intra-uterine 
douche  was  given,  only  half  of  which 
returned.  The  woman  died  twenty- 
six  hours  after  the  removal  of  the  pla- 
centa. The  autopsy,  twelve  hours 
after  death,  revealed  intestines  dis- 
tended, beginning  decomposition,  and 
evidence  of  exudate  from  fibrino- 
haemorrhagic  peritonitis.  Cavity  con- 
tained about  two  quarts  of  bloody 
fluid.  On  examination  of  the  uterus 
the  entire  fundus  was  found  missing, 
with  parts  of  the  broad  ligament.  It 
was  supposed  that  the  midwife,  in  her 
traction  on  the  cord,  caused  a  partial 
inversion  of  the  uterus,  and  then,  mis- 
taking the  uterine  tissue  for  the  re- 
mains of  the  placenta,  had  dug  through 
with  her  fingers.  An  intense  septic 
infection  took  place,  causing  death 
in  a  few  hours.  The  extent  and  na- 
ture of  the  injury  make  it  impossible 
to  conceive  of  its  having  resulted  from 
the  use  of  the  curette  in  the  hands  of 
the  physician. 


Another  series  of  cases  was  given  by 
Dr.  Martin,  with  pathological  reports 
by  Dr.  Robinson.  A  patient,  aged  27, 
married,  three  children,  had  been  an 
invalid  for  years.  Laparotomy,  ad- 
hesions of  "enlarged  appendages." 
The  report  of  the  pathologist  shows 
it  to  be  a  case  of  double  pyosalpinxr 
perisalpingitis,  and  old  inflammatory 
deposits  existing  on  the  peritoneal 
coat.  The  ovaries  cystic,  due  to  the 
infection  from  the  tube,  and  hence  the 
ovarian  disease  is  secondary  to  the 
tubal.  Then,  again,  the  diseased  con- 
dition is  due  to  gonorrhoeal  infection, 
which  "is  a  slow,  progressive,  infec- 
tious, catarrhal  disease ;  it  is  not  lim- 
ited to  space  or  time ;  its  home  is  the 
cylindrical  epithelium,  as  that  is  found 
in  the  tubes,  and  it  does  not  progress 
well  in  connective  tissue." 

Another  case  of  diseased  appen- 
dages was  shown.  In  one  tube  there 
existed  a  hernia  and  tube  bound  down 
by  adhesions,  and  the  other,  besides 
the  evidences  of  past  inflammatory 
trouble,  had  two  ostia.  The  other  cases 
gave  interesting  pathological  condi- 
tions, one  in  particular,  where  the  tube 
was  twisted  or  convoluted  in  a  woman, 
who  suffered  great  pain.  Another 
case  where,  after  a  removal  of  fibroid 
and  treating  the  stump  by  Byford's 
method,  the  woman  developed  on  the 
fifth  day  dangerous  symptoms,  and 
on  the  eighth  day,  the  woman  being 
too  far  gone  to  risk  an  anaesthetic,  the 
abdomen  was  reopened  and  a  quantity 
of  pus  removed.  The  woman  recov- 
ered. 

In  the  report  Dr.  T.  B.  Robinson's 
case  of  "  Cystic  Ovary,"  which  was  as 
large  as  a  big  melon,  and  removed  on 
account  of  the  discomfort  it  gave  the 
woman,  is  annexed  a  plea  for  less  sur- 
gical treatment  of  what  is  generally 
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known  as  cystic  ovary.  The  author 
claims  that  the  removal  of  one-third 
of  the  so-called  cystic  ovaries  are  un- 
necessary operations.  Doleris,  of 
Paris,  puts  it  as  four-fifths.  It  is  said 
that  two  physicians  of  Chicago  exam- 
ined seventeen  specimens  removed 
for  this  condition,  and  could  find  evi- 
dences of  cystic  disease  in  only  six, 
and  each  of  these  could  be  surrounded 
by  the  thumb  and  finger.  Where  the 
ovary  is  of  this  size  it  has  not  gone 
far  over  the  pathological  line.  From 
the  experience  of  over  looo  examina- 
tions of  ovaries  the  writer  formulates 
his  opinion.  The  degree  of  variation 
in  size  in  the  human  female  ought  to 
bear  some  relation  to  the  same  ques- 
tion regarding  the  brute  creation. 
In  sows,  for  instance,  the  ovaries  vary 
in  size  from  that  of  a  big  bean  to 
that  of  a  bunch  of  grapes  ;  and  hardly 
ever  a  sow  was  found  without  a  cystic 
ovary,  and  yet  all  these  animals  were 
fat  and  seemed  to  be  well.  In  fat, 
healthy  cows  the  fact  remains  the  same. 
The  ovaries  of  sheep  and  dogs  do  not 
vary  so  much,  and  are  not  so  cystic. 
The  author  maintains  no  man  has  a 
right  to  remove  an  ovary,  the  reason  for 
which  he  cannot  prove  to  his  fellows 
in  a  common-sense  manner. 

As  to  the  causes  for  the  existence  of 
these  cysts  the  writer  gives  six,  and 
claims  they  are,  necessarily,  always 
secondary,  the  primary  cause  coming 
from  the  tubes  ;  from  the  intestinal 
gases  ;  from  the  bladder  and  vaginal 
walls ;  from  lymphatic  glands ;  from 
the  growth  of  pathogenic  microbes  in 
a  weak  point  in  the  ovary,  or  they  may 
be  idiopathic.  Tubo-ovarian  cysts 
occur  once  in  about  200  laparot- 
omies. 

Dr.  Henry  T.  Byford  exhibited  a 
specimen  of  sarcoma  of  the  kidney. 


which  was  larger  than  a  man's  head, 
and  firmly  inclosed  within  the  capsule 
of  the  kidney.  It  was  an  interesting 
case,  showing  how  large  a  growth  of 
this  nature  can  assume  without  im- 
pairment of  the  general  health.  No 
drainage  was  used,  nor  was  any  at- 
tempt made  to  shut  off  the  general 
peritoneal  cavity.  A  half  ounce  of 
fluid  every  half  hour  is  allowed,  and 
the  urine  is  passed  in  fair  amount. 
The  ureter  was  tied  off  without  any 
attempt  to  invert  it.  The  result  seems 
to  be  as  good  as  that  attained  when 
long  time  is  spent  on  this  particular 
point. 

A  case  of  Extrophy  of  the  Bladder, 
Epispadias,  Rudimentary  Penis,  Pu- 
bic Diastasis,  and  Inguinal  Retention 
of  the  Testicles.  This  specimen,  pre- 
sented by  Dr.  Hektoen,was  taken  from 
a  child  nine  months  old,  who  died  from 
bronchitis.  Dr.  H.  furnished  a  de- 
scription of  the  case,  and  gave  the  nat- 
ural history  of  the  conditions  present. 

Carl  Beck,  M.D.,  gave  a  case  of 
Hypertrophic  Elongation  of  the  Cer- 
vix Uteri  Supra-vaginalis,  in  which, 
having  followed  the  case  from  its  in- 
ception, he  claims  that  the  prolapse 
can  be,  and  in  this  case  was,  secondary 
to  the  hypertrophy.  In  fact,  in  his 
case  there  was  no  prolapse,  except  a 
little  at  the  upper  part.  The  cervix 
protruded  from  the  vaginal  opening. 
The  vaginal  portion  was  not  changed, 
but  the  enlargement,  two  inches,  was 
in  the  supra-vaginal  section.  Views 
of  different  writers  are  given,  both  as 
to  the  question  of  the  hypertrophy 
and  the  influence  of  prolapse  of  the 
vaginal  wall  upon  the  cervix,  and  as 
well  as  to  the  matter  of  treatment. 

Samuel  L.  Weber  read  a  paper  en- 
titled, "Remarks  on  the  Differential 
Diagnosis  and  Treatment  of  Cystic 
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Degeneration  of  the  Chorion,  with 
Report  of  Two  Cases."  The  writer, 
in  presenting  the  cases  before  the 
society  for  consideration,  went  ex- 
tensively into  the  details  of  the  cases, 
and  presented  all  the  facts  bearing  on 
the  cases  and  on  the  matter  of  differ- 
ential diagnosis  between  hydatids  and 
hydramnion,  tabulated.  The  main 
points: 

MYXOMA    CHORII. 

(i)  Vaginal  haemorrhage  in  every 
case. 

(2)  Uterine  tumor  soft  and  boggy: 
contents  evidently  semi-fluid. 

(3)  No  fluctuation. 

(4)  No  hard  parts  felt  within  the 
mass. 

(5)  No  foetal  heart. 

(6)  Occasional  passage  of  vesicles 
by  the  vagina. 

(7)  The  cervix  is  usually  more  or 
less  open,  and  blood  is  seen  oozing 
from  it. 

(8)  If  the  cervix  is  open  enough  a 
soft  ragged  mass  may  be  felt. 

Hydramnion. 
(i)  No  haemorrhage. 

(2)  Tumor  feels  tense,  elastic,  con- 
tents evidently  fluid. 

(3)  Fluctuation. 

(4)  Foetus  floating  in  water. 

(5)  Foetal  heart  may  be  heard. 

(6)  No  vesicles. 

(7)  Cervix  closed  in  normal  gesta- 
tion. 

(8)  Cervix,  if  open,  membranes 
present. 

In  cases  where  only  a  small  portion 
of  the  chorion  is  diseased  it  is  almost 
impossible  to  form  a  positive  opinion 
before  abortion  takes  place,  or  labor 
comes  on,  and  then  by  the  presence  of 
the  vesicles.  The  most  positive  points 
regarding    hydatids    are     the    rapid 


growth  of  the  uterus  and  the  vaginal 
haemorrhages.  The  haemorrhages 
come  on  at  the  sixth  week  of  gesta- 
tion, and  are  never  very  profuse. 
They  are  ,  sero-bloody  in  character. 
Ovarian  cysts  are  sufficiently  charac- 
teristic and  solid.  Tumors  of  the 
uterus  are  excluded  by  the  rapid 
growth  of  the  mass.  The  treatment 
is,  of  course,  rapid  emptying  of  the 
uterus  as  soon  as  the  diagnosis  has 
been  made,  and  this  under  strict 
aseptic  precautions. 

Dr.  W.  W.  Jaggard  presented  a 
specimen  of  "Foetus  Inclosed  in  the 
Amnion."  This  case  was  of  peculiar 
interest,  in  showing  the  separation  of 
the  chorion  and  the  amnion  with  the 
retention  of  the  amniotic  sac,  the 
chorion  remaining  with  the  placenta 
in  the  uterine  cavity. 

In  Dr.  F.  B.  Robinson's  remarks  on 
the  "Result  of  Experimental  Resec- 
tion of  the  Intestines,"  the  interest 
came  from  the  explanation  as  to  the 
cause  of  death  in  some  cases  of  opera 
tions  on  the  intestmes.  A  section 
of  dog  intestine  was  shown,  where 
invagination  had  taken  place  which 
resulted  in  death.  From  this  case 
Dr.  Robinson  concludes  that  where 
intestine  is  sewed  up  at  the  end  it 
should  be  pushed  in  one  quarter  to 
one-half  inch.  In  order  to  prevent 
invagination  the  introduction  of  a 
rubber  tube  about  six  inches  in  length 
is  indicated,  and  about  three-fourths 
of  the  tube  placed  in  the  proximal 
end. 

Dr.  Joseph  B.  Bacon  gave  a  paper 
on  "The  Radical  Cure  of  Haemor- 
rhoids." The  writer  referred  to  Mr. 
Whitehead's  operation,  its  success, 
and  as  well  to  the  difficulty  in  follow- 
ing the  whole  line,  with  the  severe 
bleeding  which  accompanied  the  oper- 
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ation.  Mention  was  made  of  the  for- 
ceps of  Mr.  Allingham,  whereby  four 
points  of  the  muco-cutaneous  junction 
were  caught  and  the  incision  carried 
between  them,  and  also  the  practice 
by  the  same  gentleman  of  carrying  a 
ligature  around  the  base  of  the  pile, 
through  the  mucous  membrane,  thus 
cutting  off  the  blood  supply.  The 
technique  of  other  operators  is  about 
the  same,  the  matter  or  method  of 
holding  the  tissues  at  the  muco  cuta- 
neous junction  differing.  In  the 
method  advocated  by  the  writer,  the 
bowel  is  thoroughly  sterilized  after 
having  been  emptied  of  all  faecal  mat- 
ter, and  the  parts  about  the  scene  of 
operation  rendered  aseptic,  and  the 
sphincter  dilated,  a  tenaculum  is  in- 
serted at  each  junction  of  the  lower 
and  upper  borders  with  the  sides,  and 


cuts  made  from  one  corner  to  another^ 
thus  making  a  square  piece  of  mem- 
brane to  be  removed.  The  line  of 
incision  being  just  within  the  mucous 
membrane,  and  vessels  caught  and 
tied  as  soon  as  severed,  the  dissection 
of  the  mucous  membrane  is  carried 
down  to  the  border  of  the  sphincter, 
care  being  taken  not  to  cut  away  any 
fibres,  which,  if  found  cut  or  splits 
should  be  sewed  in  place  with  catgut. 
With  the  blunt-pointed  scissors,  after 
the  dissection  has  been  carried  as  high 
as  desired,  and  the  vessels  leading  ta 
each  pile  ligated,  the  mucous  mem- 
brane is  cut  away,  a  little  at  a  time,  and 
the  cut  edge  fastened  to  the  skin. 
Interrupted  sutures  are  used,  and  a 
drainage  tube  inserted  into  the  rec- 
tum. 
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Chronic  Cystitis. 
B.     Crystalized  carbolic  acid,        i  part. 
Distilled  water,  loo  parts. 

Dissolve  and  mix  with  equal  parts  of  warm 
water  at  time  of  using. — Medical  Abstract.^ 
N.  Y. 

Ipecac  in  Uterine  Inertia. 
In  simple  atony  of  the  uterus  ten  or  fifteen 
drops  of  the  wine  of  ipecac,  given  at  intervals 
of  ten  minutes,  will  cause  a  marked  activity 
in  uterine  action.  Its  effect  is  not  tetanic, 
the  contractions  being  of  the  regular  normal 
type. 

Elastic  Crayons  of  Iodoform. 
B .     Glycerin,  lo  drops. 

Distilled  water,  i6  drops. 

Powdered  tragacanth,        i  gramme. 
Powdered  iodoform,        12  grammes. 


Beat  the  gum,  glycerin  and  water  to  a  paste- 
in  a  mortar ;  incorporate  the  iodoform ;  make 
into  crayons,  and  dry  in  an  oven  at  40-50°  C 
for  two  hours.  Heat  also  for  half  an  hour 
some  opodeldoc  bottles,  their  corks,  and  lyco- 
podium.  After  these  have  cooled  in  the  oven,, 
introduce  the  crayons  while  still  warm,  and 
stopper  the  vials  carefully. — A7nerican  Jour- 
nal of  Pharmacy.  ■ 

Pruritus  Vui^vje. 

Dr.  Chalmogoroff  {Med.  Record)  has  suc- 
cessfully treated  this  exceedingly  annoying 
symptom  with  repeated  applications  of  the 
constant  current.  A  hard  rubber  electrode,, 
negative,  with  metal  lip,  was  used  in  the  va- 
gina, and  the  positive  applied  over  the  affected 
surface.  About  five  sittings  of  ten  minutes 
each,  with  a  strength  of  about  seventy  milli^ 
amperes,  were  given. 
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The  President,  Dr.  Barton  Cooke  Hirst,  in  the  Chair. 


THE  coagulability  OF  THE  BLOOD  IN 
PARTURITION  A  FA,CTOR  IN  THE  OC- 
CURRENCE OF  POST-PARTUM  HEMOR- 
RHAGE.       BY    T.     RIDGWAY     BARKER, 

M.D.     (See  page  333.) 

DERMOIDS.        BY     JOSEPH     PRICE,     M.D. 

(See  page  321.) 

discussion. 
Dr.  W.  Reynolds  Wilson  : 

In  the  limited  experience  that  I  have  had 
in  gynaecology,  especially  in  abdominal  work, 
I  find  that  I  agree  with  Dr.  Price  in  regard 
to  irrigation.  I  think  that  it  is  very  im- 
portant that  sterilized  water  should  be  used 
freely.  In  the  Lying-in  Charity,  where  I 
have  done  a  few  operations  in  the  last  three 
years,  I  have  gradually  come  to  the  con- 
clusion that  the  free  use  of  water,  not  only  in 
abdominal  work,  but  also  in  plastic  work,  is 
of  great  advantage.  I  think,  a4so,  that  we 
should  exercise  great  care  in  keeping  the 
skin  clean,  so  that  the  needle  as  it  is  carried 
through  shall  not  be  contaminated  with 
material  from  the  skin.  What  I  have  said  in 
regard  to  irrigation  also  holds  with  reference 
to  the  suture. 

If  the  skin  is  kept  clean,  if  the  suture 
material  is  kept  constantly  moistened  with 
the  aseptic  solution -sterilized  water- if  the 
needle  is  kept  free  from  clotted  blood,  and  if 
the  sponge  or  pad  is  frequently  used,  there 
will  be  no  results  from  the  introduction  of 
septic  material. 

I  think,  also,  that  in  plastic  surgery  the  free 
use  of  water  is  also  very  important.  A  small 
stream  of  water  will  keep  clots  oif  the  surface 
and  keep  the  wound  clean.  I  think  it  stands 
to  reason  that  blood  clotting  on  the  surface 
of  the  wound,  and  changing  from  the  moist 
to  the  dry  state,  and  going  through  the  sticky 
stage,  offers  a  field  upon  which  any  dirty 
material  floating  through  the  air  can  be  de- 
posited. 


In  the  operations  that  I  have  done  I  have 
kept  the  surface  of  the  skin  perfectly  clean. 
If  there  has  been  haemorrhage  from  an 
external  artery,  that  should  be  checked,  and 
if  there  is  any  blood  on  the  skin,  it  should  be 
washed  off.  This  is  somewhat  different 
from  the  modern  surgical  idea  of  a  dry  opera- 
tion. How  successful  the  dry  operation  is  in 
general  surgery  I  cannot  say,  but  so  far  as 
gynaecological  surgery  is  concerned  I  believe 
that  water  is  useful. 

In  regard  to  the  question  of  sponges  or 
pads,  I  prefer  sponges,  because  I  believe  that 
they  can  be  made  aseptic.  They  hold  more 
water  than  pads,  which  can  be  readily  ex- 
pressed and  the  surface  of  the  skin  kept  per- 
fectly clean. 

Dr.  Charles  P.  Noble  : 

I  wish  to  speak  of  one  point.  In  general  I 
agree  with  Dr.  Price  as  to  the  management 
of  this  class  of  cases.  As  my  experience  has 
grown,  however,  I  have  felt  less  anxious  to 
get  through  an  operation  in  a  hurry.  I  think 
that  it  is  a  mistake  to  dwell  upon  the  neces- 
sity for  rapidity  in  these  operations.  Unless 
the  woman  be  in  a  desperately  bad  condition 
I  think  that  the  matter  of  time  is  not  of  such 
great  moment  unless  the  operation  degen- 
erate into  chronic  surgery.  In  my  own  work, 
I  have  found  that  if  the  operation  be  com- 
pleted within  forty  minutes  it  was  indifferent 
whether  it  occupied  twenty,  twenty-five  or 
thirty  minutes.  I  think  that  it  is  not  so 
much  a  question  of  time  as  of  what  you  are 
doing  during  that  time.  I  believe  that  rough 
handling  of  the  bowel  and  exposure  have 
much  to  do  with  the  bad  consequences  which 
are  attributed  to  a  rather  prolonged  opera- 
tion. Shock  which  follows  some  operations 
is  due  more  to  the  rough  manipulation  than 
to  the  time.  My  own  experience  is  that  it  is 
not  so  much  a  question  of  how  quickly  we  do 
an  operation  as  it  is  of  how  thoroughly  we  do 
each  step,  so  that  when  we  are  through  every 
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thing  will  have  been  done  properly.  I  have 
found  under  these  circumstances  that  patients 
uniformly  recover  unless  the  condition  be  so 
desperate  that  the  item  of  a  few  moments 
will  turn  the  balance  by  causing  shock  from 
which  the  patient  cannot  recover. 

Dr.  Howells  : 

I  have  listened  with  a  great  deal  of  interest 
to  Dr.  Price's  paper  on  this  important  subject 
of  dermoid  tumors,  particularly  from  the  fact 
that  I  have  been  seeing  a  good  deal  of  his 
work  for  the  past  week  or  so,  and  must  con- 
fess that  I  am  thoroughly  pleased  with  it.  It 
has  been  my  privilege  to  have  been  associated 
with  Mr.  Tait  as  pupil  and  assistant  for  the 
past  six  months,  and  I  am  conversant  with 
his  later  methods,  and  I  have  been  especially 
pleased  to  find  that  Dr.  Price  is  following  in 
the  same  lines  as  Mr.  Tait. 

In  regard  to  the  frequency  of  dermoids 
affecting  both  ovaries,  one  case  comes  to  my 
memory  in  which  both  ovaries  were  removed 
during  pregnancy,  and  each  ovary  was  the 
seat  of  a  dermoid  tumor.  Both  ovaries  were 
submitted  to  careful  microscopical  examina- 
tion, and  in  neither  could  a  trace  of  ovarian 
tissue  be  found.  This  is  a  curious  fact,  and 
points  a  moral.  In  the  first  place,  here  we 
had  both  ovaries  apparently  destroyed  and 
still  ovulation  going  on  and  fecundation  tak- 
ing place.  It  is  a  question  whether  this  is 
not  an  argument  in  favor  of  the  conservation 
of  ovarian  tissue  in  operation,  and  whether 
Polk's  views  have  not  good  arguments  back 
of  them.  If  he  finds  a  portion  of  the  ovary 
in  good  order  he  leaves  it  and  resects  the  dis- 
eased portion. 

I  was  also  interested  in  the  question  of 
irrigation,  which  is  a  very  important  one.  I 
have  seen  operators  remove  neoplasms  or 
ovaries,  with  escape  of  purulent  fluid  into  the 
abdominal  cavity,  who  for  some  reason  have 
neglected  to  irrigate  or  wash  oiit  the  abdom- 
inal cavity.  In  almost  all  these  cases  you 
get  post-operative  results  of  a  disastrous  and 
dangerous  kind.  It  is  often  difficult  to  say 
where  the  dividing  line  lies.  In  removing  a 
multilocular  cyst  some  of  the  gelatinous,  col- 
loid material  may  escape  into  the  abdominal 
cavity,  and  in  some  cases  there  are  no  bad 
consequences,  while  in  others  there  will  be 
secondary  inflammation  of  the  peritonaeum. 
Mr.  Tait's  method  in  all  doubtful  cases  is  to 
irrigate,  and  he  uses  water  freely,  almost 


recklessly.  He  employs  his  small-sized  trocar 
for  irrigation.  With  this  he  thoroughly 
floods  the  abdominal  cavity,  moving  the 
instrument  among  the  viscera  and  removing 
all  debris.  Dr.  Charles  Martin,  who  has 
done  most  of  Mr.  Tait's  operating  for  the 
past  few  months,  says  that  if  he  had  his  way 
he  would  irrigate  in  about  every  case;  that  it 
is  advisable  to  irrigate  always.  He  says  that 
he  never  knew  it  to  do  harm,  but  always 
good,  and  in  many  cases  it  decides  the  ques- 
tion of  the  life  or  death  of  the  patient.  Mr. 
Tait  is  not  particular  about  usijig  sterilized 
water.  The  water  is  simply  taken  from  the 
tap  of  the  house  in  which  he  is  operating, 
and  is  raised  to  the  proper  temperature  by 
the  addition  of  boiling  water,  but  is  not, 
properly  speaking,  sterilized. 

The  point  raised  with  reference  to  the 
carrying  of  infective  matter  into  the  abdom- 
inal walls  and  causing  suture  abscesses  is  of 
impottance.  Mr.  Savage  always  uses  his 
sutures  threaded  at  each  end  and  passes  the 
needles  from  the  peritoneal  surface  outward, 
so  as  to  avoid  introducing  septic  material 
from  the  skin  surface. 

Dr.  E.  W.  Cushing,  of  Boston. 

I  have  had  some  experience  with  dermoids, 
and  my  views  coincide  with  what  has  been 
said  by  Dr.  Price  and  Dr.  Howells.  Es- 
pecially is  this  so  with  reference  to  irrigation 
and  drainage,  which  I  use  in  the  great  ma- 
jority of  the  cases  on  which  I  operate,  and, 
as  Dr.  Martin  has  been  quoted  as  saying,  if 
I  had  my  wishes  I  should  put  a  drainage 
tube  in  nearly  every  case.  In  some  opera- 
tions which  are  perfectly  simple  it  does  not 
seem  justifiable  to  use  a  drainage  tube,  but 
if  a  drainage  tube  were  put  in  in  every  case 
some  gentlemen  would  be  surprised  at  the 
amount  of  bloody  serum  that  would  come 
from  a  case  of  the  simplest  description,  as, 
for  instance,  the  removal  of  the  tubes  and 
ovaries  where  there  are  no  adhesions  and  the 
pedicle  is  tied  off  perfectly  clean.  In  such 
cases  I  have  seen  free  discharge.  In  this 
way  we  can  appreciate  the  amount  of  blood 
and  serum  that  is  liable  to  come  from  the 
stitch  holes,  for  under  these  circumstances  it 
cannot  come  from  anywhere  else.  I  always 
feel  safer  when  I  use  a  drainage  tube,  and  I 
have  never  seen  any  trouble  from  it,  but  I 
have  lost  a  number  of  cases  from  failure  to 
employ  it. 
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In  regard  to  dermoids,  there  is  one  point 
that  I  should  like  to  emphasize,  and  that  is 
that  of  all  tumors  they  are  most  prone  to  de- 
generative and  suppurative  changes  of  the 
most  disastrous  character.  The  abundance 
of  adhesions  which  these  tumors  have  show 
old  inflammation.  We  often  have  to  oper- 
ate when  these  patients  are  in  bad  condition. 
I  may  illustrate  this  by  an  account  of  a  couple 
of  cases  seen  within  the  last  month.  One 
was  that  of  a  lady  who  had  had  repeated  at- 
tacks of  peritonitis,  with  a  history  of  ab- 
scesses forming  and  opening  through  the 
bowel.  She  had  reached  the  last  extremity 
of  pain  and  suffering.  I  operated,  and  found 
a  little  suppurating  dermoid  imbedded  in  a 
mass  of  hardened  tissue,  communicating  low 
down  with  the  bowel.  The  bowel  was  so  con- 
tracted, as  I  found  by  autopsy,  that  it  would 
not  admit  the  little  finger.  One  ureter  was 
entirely  cut  off  by  cicatricial  tissue,  and  the 
other  seriously  interfered  with  and  dilated. 
I  would  suggest  as^  a  point  for  discussion  the 
question  whether  or  not  the  mortality  is  not 
greater  in  cases  where  the  ureters  are  inter- 
fered with  and  the  function  of  the  kidneys 
cannot  go  on  properly.  This  woman  died 
with  symptoms  of  obstruction  of  the  bowel 
and  sepsis.  The  patient  was  lost  because  the 
tumor  had  not  been  removed  years  before, 
when  the  first  inflammatory  symptoms  oc- 
curred. All  operating  surgeons  agree  that  in 
these  cases  death  is  not  due  to  the  necessi- 
ties of  the  condition,  but  to  the  fact  that  the 
patient  has  not  been  operated  on  in  time. 

Day  before  yesterday  I  operated  in  a  case 
with  a  similar  history  of  repeated  inflamma- 
tory attacks.  The  patient  was  in  a  bad  con- 
dition, with  a  temperature  of  102^  or  103*^,  a 
pulse  of  130  and  signs  of  pus.  There  was  a 
mass  high  up  in  the  abdomen,  and  the  pelvis 
had  large  masses  in  it.  When  I  came  to 
operate,  I  found  difficulty  in  getting  into  the 
abdominal  cavity.  I  finally  got  into  a  cavity 
from  which  a  distinct  fiecal  odor  came.  This 
I  washed  out,  and  finally  a  hair  escaped.  I 
then  knew  what  I  had,  and  soon  pulled  out 
a  "  chignon  "  seven  inches  in  length.  The 
question  then  came  up  whether  to  remove 
the  dermoid  or  leave  it.  I  decided  to  remove 
it,  which  was  done  with  great  difficulty,  as  it 
was  adherent  to  the  intestines  all  around  and 
to  the  abdominal  wall.  There  was  no  pedi- 
cle. It  had  nothing  to  do  with  the  ovary  or 
uterus.     There  were  the  remains  of  what  I 


took  to  be  the  urachus,  and  a  large  oblit- 
erated vessel.  I  then  washed  out  and  packed 
the  cavity  and  went  into  the  pelvis,  where  I 
found  a  dermoid  of  one  ovary  and  a  little 
tumor  of  the  other  ovary.  I  used  a  Mikulicz 
gauze  drain  and  a  glass  drainage  tube. 
These  and  other  cases  illustrate  the  neces- 
sity for  early  attention  as  soon  as  the  diag- 
nosis is  made,  and  the  danger  of  waiting  until 
repeated  attacks  of  pelvic  inflammation  have 
occurred. 

Dr.  B.  F.  Baer: 

I  heartily  subscribe  to  all  that  Dr.  Price 
has  said  regarding  the  necessity  for  early  op 
eration  and  good  surgery,  and  indorse  what 
Dr.  Noble  has  said  about  the  question  of 
time.  Sufficient  time  should  be  taken  to  do 
the  work  well,  whether  five  or  forty-five  min- 
utes are  required. 

I  find  myself,  however,  in  opposition  to  my 
friends  concerning  irrigation  and  drainage. 
As  my  experience  grows  I  am  more  con- 
vinced that  the  drainage  tube  is  employed  to 
an  unnecessary  and  excessive  degree,  and  I 
wish  to  express  myself  emphatically  in  favor 
of  the  belief  that  irrigation  and  drainage  are 
not  necessary  in  5  per  cent,  of  cases,  taking 
all  classes  of  cases,  from  the  most  compli- 
cated to  the  simplest.  I  believe  that  I  meet 
with  as  bad  cases  as  it  is  possible  to  have, 
for  I  operate  on  every  case,  just  as  they  come 
along,  and  I  do  not  drain  in  3  per  cent.  I 
have  not  used  a  drainage  tube  in  operation 
for  dermoid  tumor  within  the  last  three  years, 
and  among  the  number  several  had  sup- 
purated. During  that  period  I  have  not  lost 
a  case  of  dermoid  tumor.  The  last  one,  op- 
erated on  two  weeks  ago,  contained  two 
quarts  of  the  ordinary  material  found  in  these 
growths,  together  with  a  bunch  of  hair. 
There  were  no  adhesions  in  this  case,  and 
the  contents  were  healthy.  The  incision  was 
quite  small,  less  than  two  inches,  and  a  little 
of  the  fluid  got  into  the  abdominal  cavity ; 
but  I  did  not  irrigate.  Thr  cavity  was  clean 
after  a  little  sponging,  and  I  did  not  see, 
therefore,  why  I  should  iise  irrigation  and 
thus  consume  a  good  deal  of  time  unneces- 
sarily—an element  about  the  waste  of  which 
so  much  has  just  been  said  by  the  author  of 
the  paper  -  neither  could  I  see  why  I  should 
employ  a  drainage  tube  in  that  case.  The 
patient  has  done  perfectly  well,  and  the  tem- 
perature has  not  been  above  99°. 
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Now,  permit  me  to  relate,  by  way  of  illus- 
tration, a  case  showing  the  opposite  extreme. 
Several  months  ago  a  lady,  who  was  thought 
to  be  suffering  from  malignant  disease,  was 
sent  to  me  from  Kansas.  She  had  been  ill 
for  a  year,  was  emaciated,  ansemic  and  ca- 
chectic-looking. She  suffered  greatly  from 
pressure  upon  bladder  and  rectum.  The  pel- 
vis was  full  of  an  irregular,  hard  and  semi- 
fluctuating  mass,  the  lower  portion  of  which 
extended  downward,  between  the  vagina  and 
rectum,  almost  to  the  vaginal  orifice.  I. 
thought  the  disease  would  prove  to  be  ovarian 
papilloma.  I  found  it  to  be  a  degenerating 
dermoid,  full  of  decomposed  pus.  It  was  ad- 
herent to  bowel,  uterus  and  bladder,  and  had 
burrowed  in  every  direction  under  the  peri- 
lionaeum  and  between  the  vagina  and  rec- 
tum. I  literally  had  to  dig  the  tumor  out 
piecemeal  from  between  the  latter  organs. 
I  irrigated  in  that  case  almost  constantly 
during  the  dissection,  and  I  would  advise 
irrigation  in  such  cases.  I  did  not  use  drain- 
age, however,  even  in  this  case ;  first,  be- 
cause the  wall  of  the  bowel  was  very  thin, 
and  there  was  the  faecal  odor  to  which  Dr. 
Gushing  has  referred.  I  therefore  feared  the 
occurrence  of  a  rectal  fistula  from  irritation 
■of  the  tube.  In  the  second  place,  I  did  not 
use  drainage,  because  I  had  succeeded  in  re- 
moving all  of  the  tumor,  and  had  left  the 
pelvis  clean.  I  therefore  regarded  the  pa- 
tient as  safer  without  the  tube.  The  only 
faecal  fistulae  that  have  occurred  in  my  prac- 
tice happened  during  the  period  that  I  em- 
ployed the  drainage  tube  oftenest.  It  is  a 
weak  argument  to  say  that  those  who  have 
bad  results  from  the  tube  do  not  take  care  of 
it  properly.  But,  lastly,  a  priori  reasoning 
and  my  experience  had  taught  me  that  drain- 
age could  be  avoided  in  this  and  similar 
cases.  The  patient  recovered  slowly,  and 
went  home  in  five  weeks.  I  believe  that  she 
recovered  better  and  safer  than  if  I  had  used 
a  drainage  tube.  In  a  case  upon  which  I 
operated  yesterday,  a  large  quantity  of  old, 
disorganized  blood  poured  out  while  I  was 
-separating  adhesions,  and  some  of  it  escaped 
into  the  pelvis.  This  lady  had  been  ill  for 
eighteen  years  with  a  tumor  fixed  behind  the 
uterus — a  hsematomatous  condition  of  the 
ovaries  and  Fallopian  tubes.  The  adhesions 
to  the  bowel  were  close.  After  careful  dis- 
section I  removed  the  masses.  The  contents 
were   not  fetid.     I  did  not  irrigate,  and,  of 


course,  did  not  drain.  The  patient  is  very 
well  to-day,  and  I  have  no  doubt  she  will  re- 
cover without  difficulty. 

To  still  further  show  that  drainage  is  un- 
necessary and  therefore  harmful,  I  will  state 
that  I  have  had  one  series  of  148  consecutive 
completed  ovariotomies  (including  the  hyster- 
ectomies during  that  period),  without  a 
death ;  and  of  the  last  200  operations  there 
has  been  a  mortality  of  less  than  2  per  cent. 
I  think  that  in  these  200  cases  I  have  not 
used  the  drainage  tube  three  times. 
.  That  Dr.  Price's  cases  have  recovered 
does  not  prove  the  necessity  for  the  drainage 
tube,  for  my  cases  have  recovered  without  it. 
My  patients  do  better  without  drainage,  and 
I  am  sure  they  are  safer  from  complications 
and  annoying  sequelae.  I  do  not  have  high 
temperatures.  The  temperature  is  usually 
from  99°  to  100°.  I  do  not  have  septic  tem- 
peratures. 

We  attain  the  ideal  in  surgery  when  we 
get  primary  healing  without  suppuration,  and 
this  can  only  be  obtained  by  clean  operation 
and  closure  of  the  wound. 

Dr.  G.  Betton  Massey  : 

I  enter  the  discussion  rather  because  it  has 
not  been  my  observation  that  all  these  cases 
get  well.  I  occasionally  hear  of  deaths.  I 
do  not  operate  myself,  but  think  this  is  a 
matter  that  we  should  all  take  an  interest  in. 

I  was  particularly  struck  by  a  remark  of 
Dr.  Joseph  Price,  about  "mapping  out  the 
operation,"  on  which  he  lays  stress  as  en- 
abling him  to  operate  rapidly.  I  should  like 
to  ask  how  it  is  that  an  abdominal  surgeon 
can  map  out  an  operation  without  making  a 
diagnosis.  I  have  seen  much  of  the  work  of 
the  abdominal  surgeons  of  Philadelphia,  and 
we  have  heard  them  say  here  repeatedly  that 
they  could  not  make  a  diagnosis  before  opera- 
tion—that they  did  not  know  what  was  the 
matter  until  they  had  opened  the  abdomen ; 
hence  it  seems  to  me  that  they  could  not  well 
map  out  the  operation.  A  recent  experience 
that  I  have  had  shows  that  the  surgeons  are 
not  careless  when  they  say  that  they  refrain 
from  making  a  diagnosis  before  operation. 
About  a  month  ago  a  patient  of  mine  told 
me  that  a  friend  of  hers  living  in  Philadel- 
phia was  about  to  have  an  operation  per- 
formed for  a  tumor  in  the  abdomen,  but 
desired  my  opinion  first  as  to  the  possibility 
of  relief  from  electrical  treatment.     I  said 
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that  I  should  be  glad  to  see  the  patient.  The 
lady,  about  50  years  of  age,  in  apparently 
good  health,  although  somewhat  pale,  came. 
I  placed  her  on  the  chair,  and  almost  without 
making  a  vaginal  examination,  diagnosed 
very  clear  evidence  of  sarcoma  of  the  pelvis 
and  abdomen.  There  was  a  large  irregular 
growth  extending  up  in  various  directions, 
presenting  the  many  protuberances  charac- 
teristic of  sarcoma,  and  adherent  at  many 
points.  I  immediately  terminated  the  ex- 
amination, and  told  the  patient's  friends  that 
there  was  nothing  that  I  could  do  for  the 
case,  and  that  certainly  I  would  not  delay 
any  work  on  the  part  of  any  one  else.  The 
abdomen  was  opened  by  a  surgeon,  doubtless 
after  "  mapping  out  the  condition,"  and  then 
only  was  the  malignant  character  of  the  case 
apparently  understood,  after  which  it  was 
promptly  closed.  The  patient  did  not  die 
right  away,  but  a  few  weeks  later,  from  ob- 
struction of  the  bowel. 

Dr.  M-  Price  : 

I  know  the  case  to  which  Dr.  Massey 
refers.  The  woman  is  living,  and  the  diag- 
nosis was  made  before  operation.  The 
woman,  however,  insisted  that  an  exploratory 
operation  be  done  to  see  if  there  were  ab- 
solutely no  chance  of  helping  her.  Dr. 
Joseph  Price,  who  assisted  me,  also  declared 
that  it  was  sarcoma  before  operation. 

Dr.  G.  Betton  Massey  : 

I  wish  to  add  that  I  am  sure  of  the  result 
of  the  case  which  I  have  mentioned.  I  am 
sure  of  the  fatal  result,  because  two  of  my 
patients  attended  her  funeral  last  Saturday. 
I  wish  to  add  that  I  do  not  think  that  any 
surgeon  should  adopt  such  a  procedure 
inimical  to  the  patient  simply  because  the 
patient  wishes  it.  The  surgeon  is  responsible 
for  the  operation,  and  he  is  responsible  for 
opening  the  abdomen  in  cases  which  are 
apparently  incurable,  and  whether  the  patient 
begs  for  operation  or  not,  the  responsibility 
remains  the  same. 

Dr.  M.  Price  : 

I  am  quite  sure  that  the  patient  did  not  die, 
as  her  husband  called  on  Saturday  to  pay  the 
bill  and  said  that  she  was  getting  along  very 
well. 

Dr.  W.  S.  Stewart  : 

In  regard  to  the  two  opinions  that  have 
24 


been  expressed  here,  we  have  had  reported 
148  cases  without  irrigation  and  drainage 
with  successful  results,  and  as  many  with 
irrigation  and  drainage  without  a  fatal  result. 
Will  the  two  gentlemen  produce  the  records 
of  these  cases  ?  As  every  abdominal  surgeon 
keeps  an  accurate  record  of  the  temperature 
and  pulse  of  his  cases,  if  the  Society  will 
grant  these  gentlemen  an  opportunity  to 
present  the  records  of  their  cases  as  to 
degree  and  duration,  that  ought  to  help 
us  to  decisions  as  to  which  method  of  pro- 
cedure is  the  safest  and  the  best. 

Dr.  Harris  A.  Slocum  : 

When  two  sets  of  observers  report  the  same 
results  with  different  methods,  one  advocating 
drainage  and  irrigation,  and  the  other  doing 
entirely  without  drainage  and  using  irrigation 
very  slightly,  it  seems  that  we  have  not  ar- 
rived at  the  truth  in  regard  to  the  effect  that 
these  procedures  have  upon  the  results  of 
operation.  For  myself,  in  bad  cases  I  should 
prefer  to  drain,  and  by  bad  cases  I  mean 
those  in  which  there  has  been  an  overflow  of 
suppurating  or  decomposing  material,  or  the 
contents  of  dermoid  cysts  into  the  peritoneal 
cavity.  If  that  same  material  had  gotten 
into  a  clean  wound  elsewhere,  we  should  feel 
safer  if  we  washed  the  wound  thoroughly.  I 
should  feel  safer  in  using  the  same  means  in 
the  peritoneal  cavity. 

I  am  glad  to  hear  Dr.  Price's  testimony  in 
regard  to  drainage  and  the  use  of  the  tube, 
for  he  has  had  a  large  experience,  and  those 
who  have  had  the  greatest  experience  should 
be  our  best  teachers. 

In  reference  to  the  occurrence  of  dermoids 
on  both  sides  in  the  same  patient,  I  can  re- 
late one  case  on  which  I  operated  a  number 
of  years  ago.  The  patient  was  a  young  girl 
who  had  come  from  the  Isle  of  Wight.  The 
abdomen  was  of  a  size  corresponding  with 
the  eighth  month  of  pregnancy.  She  was 
taken  ill  on  the  steamer,  and  the  ship's  sur- 
geon insisted  that  she  was  pregnant.  When 
she  came  to  this  city  she  fell  under  my  care, 
and  I  induced  her  to  have  the  mass  removed. 
The  left  ovary  was  about  the  size  of  two  fists, 
and  contained  a  bunch  of  hair.  The  right 
ovary  extended  up  toward  the  liver,  and  was 
slightly  adherent  to  the  omentum.  It  con- 
tained a  bunch  of  hair  with  a  mass  of  bone, 
imbedded  in  which  were  six  or  eight  teeth. 
These  masses  were  removed  and  the  patient 
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did  well.  I  report  the  case  as  corroborative 
of  the  evidence  already  given  as  regards  the 
occurrence  of  dermoid  cysts  on  both  sides. 

Dr.  William  Easterly  Ashton  : 

I  rise  simply  to  place  myself  on  record  as 
being  opposed  in  my  views  to  those  gentle- 
men who  advise  irrigation  and  drainage  in 
the  majority  of  abdominal  and  pelvic  opera- 
tions.    During  the  past  five  months  of  my 
service  at  the  Medico-Chirurgical  Hospital  I 
have  performed  in  the  neighborhood  of  forty 
abdominal  sections,  with  two  deaths.     One 
of  the  fatal  cases  was  a  man  who  had  a  gen- 
eral purulent  peritonitis.     Three  feet  of  the 
ilium  were  gangrenous,  due  to  a  double  twist 
in  the   mesentery.     This  patient  died  upon 
the  table,  within  fifteen  minutes  after  the  ab- 
domen had  been  opened.     The  other  fatal 
case  had  a  large  pelvic  abscess,  and  died 
about  six  hours  after  section.     This  patient 
was  irrigated   and   drained.    Again,   I  irri- 
gated a  case  of  general  peritonitis,  and  used 
gauze  packing    to    control  haemorrhage  in 
another  patient.    Thus,  in  this  series  of  cases 
I  irrigated  and  drained  but  twice.     I  cannot 
understand    why    irrigation    and     drainage 
should  be  employed  and  so  earnestly  advised 
by  some  operators  when  they  are  useless 
procedures  in  95  per  cent,  of  cases.    Again, 
to  say  nothing  of  the  dangers  of  post-opera- 
tive sepsis,  the  tendency  to  ventral  hernia 
following  drainage  would,  in  my  judgment, 
be  sufficient  reason  against  its  frequent  em- 
ployment.    Furthermore,  if  we  can  get  as 
good  results  without  drainage  as  with  it,  and 
the  statistics  of  Dr.  Baer  and  my  own  prove 
this,  why  should  our  patients  be  subjected 
to  the  danger  of  hernia. 

Dr.  Joseph  Price  : 

I  should  like  to  hear  from  Dr.  Fullerton  in 
regard  to  the  conservative  treatment  of  the 
ovaries,  as  she  has  had  some  experience  in 
this  line. 

Dr.  Anna  M.  Fullerton  : 

Dr.  Price  probably  refers  to  two  cases 
operated  upon  three  years  ago.  The  ovaries 
were  thickly  studded  with  cyst.«;.  Simple 
puncture  for  the  hydrops  folliculi  was  prac- 
tised, and  some  iodoform  carried  into  the 
cyst  cavities.  The  ovaries  not  being  other- 
wise diseased  and  the  tubes  healthy,  the  ap- 


p^ndages  were  returned  to  the  pelvic  cavity 
I  have  heard  from  both  these  cases  quite 
recently.  They  have  both  been  relieved  of 
the  menorrhagia,  metrorrhagia  and  ovarian 
pain  from  which  they  had  previously  suffered, 
and  one  of  the  patients  has  since  been  preg- 
nant twice,  and  delivered  without  any  indica- 
tion of  a  return  of  her  former  trouble. 

Dr.  Joseph  Price: 

Dr.  Wilson  has  given  us  an  interesting 
discussion,  and  I  am  delighted  that  his  prac- 
tice hugs  mine  so  closely.  He  has  great  faith 
in  irrigation  and  water,  both  in  gynaecological 
and  maternity  work.  There  I  agree  with 
him  heartily.  In  maternity  work  I  believe  in 
soap  and  water  first,  last  and  all  the  while.  I 
believe  that  it  is  as  important  to  cleanse  the 
mucous  passages  as  the  skin,  and  practice  it 
most  thoroughly;  and  as  fortifying  this  sub- 
ject of  irrigation  I  will  say  that  I  have  washed 
over  1200  maternity  cases  without  a  death 
from  any  cause.  I  have  the  longest  period 
without  a  death  of  any  maternity  in  the 
world.  That  is  in  keeping  the  patients  two 
weeks  before  delivery  and  a  month  afterward. 
The  importance  of  water  in  obstetrical  and 
plastic  work  is  as  great  as  in  abdominal  work. 

I  agree  with  Dr.  Wilson  in  regard  to  clots. 
Dr.  Agnew  taught  that  a  clot  was  a  foreign 
body,  and  that  all  bleeding  should  be  sought 
for  and  checked. 

The  importance  of  skin  cleansing  is  para- 
mount in  all  surgery.  If  the  skin  of  the  ab- 
domen is  thoroughly  cleansed  for  two  days 
before  section  and  your  materials  are  clean, 
suture  abscesses  are  exceptional.  Allusion 
has  been  made  to  the  importance  of  the  dry 
treatment.  This  works  as  well  in  abdominal 
surgery  as  in  plastic  surgery.  It  is  here  that 
we  have  so  much  confusion  in  abdominal 
work.  Dr.  Baer  has  alluded  to  -bad  cases, 
and  states  that  he  practices  the  dry  treatment 
with  good  results,  but  he  has  told  us  repeat- 
edly that  he  does  not  operate  on  pus  cases. 

Dr.  Baer  : 

You  are  mistaken  in  regard  to  that. 

Dr.  Price  : 

I  can  prove  it  from  the  records  of  the 
Society.  The  dry  operation  answers  very 
well  in  the  absence  of  dirt,  filth  and  pus,  of 
universal  adhesions  and  cheesy  disorganiza- 
tion of  surrounding  structures.     Where,  for 
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instance,  there  is  destruction  of  the  caecum  or 
colon  above  the  caecum,  with  removal  of  the 
peritoneal  coat  and  perforation,  this  disor- 
ganization extending  from  the  caecum  to  the 
vermiform,  often  amputating  the  appendix, 
which  comes  away  with  the  specimen,  with 
the  ilium  cheesy  and  disorganized,  requiring 
stitches  at  one  or  more  points,  it  is  impossible 
to  deal  with  these  cases  successfully  without 
irrigation. 

The  question  of  speed.  The  paramount 
importance  of  rapid  and  short  operations,  the 
minimizing  of  every  detail,  that  of  anaesthesia, 
of  exposure,  of  manipulation,  is  universally 
admitted.  Some  one  has  alluded  to  hurry. 
By  rapid  operation  I  do  not  mean  hurry.  Mr. 
Tait  has  repeatedly  said  that  a  hurried  opera- 
tion is  a  dangerous  operation.  You  all  re- 
member that  years  ago,  before  the  days  of 
anaesthesia,  operations  were  rapid ;  the  opera- 
tors were  deft,  they  were  dextrous.  It  was 
simply  startling  to  see  some  of  the  older  sur- 
geons, to  use  a  common  expression,  wipe  off 
a  leg.  I  saw  Dr.  Nathan  R.  Smith  amputate 
my  brother's  leg  in  a  minute  and  a  half.  He 
did  it  with  one  rapid  sweep  of  the  knife,  and 
said,  "Sam,  the  saw,"  and  away  went  the 
bone.  I  have  never  since  seen  such  speed 
in  surgery.  I  believe  that  I  am  the  author 
of  the  expression  "chronic  surgery."  Anaes- 
thesia has  encouraged  the  tendency  to  chronic 
surgery.  Men  hang  over  their  operations 
As  a  distinguished  surgeon  said  to  his  class, 
"  You  will  meet  with  difficulties,  but  you  will 
have  to  wriggle  through  somehow  or  other." 
What  1  mean  is  that  if  you  pick  up  a  tumor 
with  some  friable  adhesions,  a  gentle  wipe 
with  the  sponge  will  remove  them  at  once. 
It  is  not  necessary  to  hang  over  it  and  dance 
about  from  point  to  point  in  doubt.  If  it  is  a 
clean  tumor  from  a  clean  cavity,  the  result  is 
clean,  and  you  close  the  abdomen  with  three 
or  four  sutures  without  irrigation  or  drainage. 
I  criticise  hurry  as  much  as  does  any  one 
else.  To  stop  to  discuss  points  in  pathology, 
histology  or  anatomy,  and  to  demonstrate  the 
various  parts  revealed,  and  thus  occupy  forty- 
five  or  fifty  minutes,  is  a  mistake,  and  not  fair 
to  the  patient. 

Allusion  has  been  made  to  Dr.  Polk.  While 
it  is  fair  to  give  full  credit  to  this  surgeon  for 
his  work,  it  must  be  remembered  that  Schroe- 
der  made  a  careful  effort  to  save  ovaries,  cut- 
ting away  from  them  small  cystomata  and 
saving  a  small  healthy  piece  of  ovary  where 


healthy  tubes  remained.  His  results  were 
good.  Dr.  Polk  has  championed  this  work. 
Dr.  Fullerton  has  referred  to  two  beautiful 
cases  of  this  character.  The  women  had 
suffered  greatly,  and  had  had  the  benefit  of 
prolonged  treatment  before  operation. 

Dr.  Howells  has  referred  to  Mr.  Tait's  use 
of  his  trocar  in  irrigation.  This  works  very 
well,  but  it  is  of  metal,  and  is  a  good  con- 
ductor of  heat.  If  the  water  is  warm  it  will 
run  the  temperature  of  the  metal  up  at  once, 
and  you  will  feel  that  it  is  too  warm.  Again 
it  has  only  the  side  openings.  The  rectal 
bougie,  with  three  sets  of  perforations  and  a 
perforatioii  at  the  end,  makes  a  good  flush 
and  sprinkler.  It  irrigates  laterally  and  at 
the  extremity.  It  is  surprising  in  using  the 
trocar  and  funnel  with  two  feet  of  hose,  the 
quantity  of  filth,  clot  and  debris  of  all  sorts 
that  can  be  washed  out  after  these  operations 
for  pus,  ruptured  tubal  pregnancy,  suppurat- 
ing dermoids — a  tumor  that  is  prone  above 
all  others  to  suppuration  and  inflammatory 
action. 

In  regard  to  mortality.  Dr.  Stewart  asks 
for  temperature  charts  and  certificates.  I 
shall  not  take  time  to  speak  about  tempera- 
ture charts,  because  I  hold  peculiar  views  in 
regard  to  them.  The  most  beautiful  demon- 
stration as  to  the  value  of  drainage  tubes  and 
irrigation  can  be  made  with  a  series  of  twelve 
or  six  cases.  Take  six  dermoids  with  univer- 
sal adhesions  and  six  angry  pus  cases  with 
universal  adhesions  requiring  enucleation  of 
the  specimens.  Flush  and  drain  these  cases 
and  place  them  by  the  side  of  six  simple  ova^ 
riotomies  with  simple  healthy  adhesions  and 
no  discharge  into  the  peritoneal  cavity,  and 
note  the  difference  in  the  pulse  and  tongues 
of  the  two  sets  of  cases  for  the  following  two 
or  three  days.  The  six  washed  cases  will 
have  the  lowest  temperature,  the  cleanest 
tongues,  coolest  skins  and  the  slowest  pulse, 
and  will  be  bright  and  cheerful  and  reading 
magazines. 

Dr.  Gushing  has  alluded  to  the  enormous 
discharge  of  serum.  You  will  remember  in 
Keith's  book  he  tells  how  he  used  drainage 
tubes  in  hysterectomy,  and  the  enormous 
quantity  of  blood  and  serum  that  escaped 
from  these  tubes.  In  one  or  two  cases  he 
incised  the  vaginal  vault  and  turned  out  filthy 
fluid  and  clot  in  cases  where  he  did  not  drain. 

Some  one  has  alluded  to  the  necessity  of 
educating  the  profession  in  regard  to  the  im- 
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portance  of  promptitude.  That  is  a  part  of 
our  business  here.  It  is  our  duty  to  educate 
the  profession  as  to  the  importance  of  early 
surgical  interference  in  cystomata,  fibroids 
and  the  suppurative  forms  of  pelvic  disease. 
The  London,  Birmingham  and  Edinburgh 
surgeons  boast  that  they  have  educated  the 
profession  to  recognize  the  importance  of 
early  interference  in  cystomata.  It  is  that 
only,  with  their  surgical  refinements,  that  has 
reduced  the  mortality  to  about  nil.  Dr.  Ban- 
tock  lost  his  fifty-first  case  in  one  series. 

A  word  in  regard  to  diagnosis.  This  is 
often  alluded  to  and  criticised.  It  is  fre- 
quently difficult  to  say  what  a  certain  thing 
is,  but  we  are  usually  able  to  say  that  it  is  one 
of  two  things,  and  very  rarely  are  we  wrong. 
That  is  quite  sufficient.  A  few  days  ago  I 
removed  a  huge  kidney.  I  was  satisfied  be- 
fore operation  that  it  was  either  the  left  kid- 
ney or  a  huge  cystoma.  It  pushed  the  uterus 
down  and  filled  the  abdomen  with  the  excep- 
tion of  a  small  space  high  up  on  the  right. 
From  the  history  and  physical  characteristics 
I  could  not  say  that  it  was  not  a  cystoma, 
although  I  felt  satisfied  that  it  was  a  kidney. 
It  proved  to  be  a  kidney.  The  history  ex- 
tended back  thirty-one  years.  The  kidney 
had  a  stone  in  it  and  contained  two  or  more 
gallons  of  dirty^  muddy  fluid. 

Dr.  Baer  reported  two  cases.  He  says  that 
one  had  no  adhesions.  Well,  I  scarcely  know 
a  surgeon  doing  abdominal  surgery,  no  mat- 
ter how  enthusiastic  he  is  over  drainage,  that 
would  think  of  draining  such  a  case.  It  is 
not  difficult  to  define  our  position.  I  drain 
about  50  or  60  per  cent,  of  my  cases,  but  I 
sometimes  do  six  consecutive  operations  with- 
out a  drainage  tube.  In  Kansas  City  I  re- 
moved a  large  fibroid  tumor,  tore  out  both 
tubes  and  ovaries,  but  I  did  not  drain,  not- 
withstanding I  had  divested  the  pelvis  of  all 
peritonaeum.  It  was  not  the  safest  or  wisest 
thing  to  do,  but  the  woman  made  a  nice  re- 
covery, although  she  was  a  chronic  inebriate 
and  a  Kansas  City  courtezan.  Another  case 
in  the  same  city-  one  of  tubal  and  ovarian 
disease,  universal  adhesions ;  a  difficult  enu- 
cleation was  followed  by  irrigation  and  drain- 
age.   A  speedy  recovery. 


A  CASE  OF  LARGE,  SOLID  TUMOR  OF 
THE  OVARY,  COMPLICATED  WITH 
MALIGNANT  DISEASE  OF  THE  UTE- 
RUS.       BY     B.    F.     BAER,     M.D.        (ScC 

page  331). 

Presentation  of  specimen  uterine  tumor  by 
Dr.  Werner. 

Dr.  Joseph  Price  : 

It  is  surprising  how  common  these  growths 
have  become  in  elderly  women  in  recent 
years.  Unquestionably  they  are  on  the  in- 
crease. Mr.  Tait  and  others  call  attention 
to  the  presence  of  these  small  mucous  polypi. 
Last  year  I  had  a  number  of  large  fibroids, 
which  could,  be  easily  shelled  out  after  re- 
moval of  the  uterus.  What  I  wish  particu- 
larly to  call  attention  to  is  that  recently  some 
one  has  read  a  paper  on  hysterectomy,  and 
calls  attention  to  a  class  of  tumors  which 
cannot  be  removed,  where  it  is  impossible  to 
do  supravaginal  hysterectomy.  I  wish  to 
say  in  reference  to  that  statement  that  the 
author  of  the  paper  evidently  has  not  learned 
how  to  do  hysterectomy  and  how  to  make  a 
pedicle,  and  until  he  becomes  familiar  with 
the  method  of  making  a  pedicle  he  will  not 
know  how  to  do  hysterectomy  successfully. 
His  paper  indicates  very  clearly  that  he  is  not 
familiar  with  methods  of  procedure.  All 
these  growths,  with  pedicles  as  large  as  the 
thigh,  can  be  removed  with  ease  and  safety 
without  extirpation.  The  diameter  of  the 
pedicle  of  the  tumor  shown  by  Dr.  Werner 
was  over  six  inches  when  delivered.  It  re- 
quired a  wire  seventeen  inches  in  length  to 
span  it.  When  the  operation  was  completed 
the  pedicle  was  no  thicker  than  the  finger 
and  snugly  fitted  in  the  lower  angle  of  the 
wound.  In  all  these  cases  you  can  make  a 
pedicle,  no  matter  how  much  fixation  there 
is.  You  can  strip  down  the  peritonaeum  as 
the  old  farmer  does  his  barn-door  pants, 
until  you  reach  the  circumference  of  internal 
OS.  You  can  make  the  pedicle.  I  finished 
my  first  hundred  supravaginal  hysterectomies 
with  six  deaths ;  I  began  the  second  hundred 
with  a  recovery.  In  the  first  series  three 
were  malignant  and  hopeless;  one  pyaemic 
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for  six  weeks  and  hopeless;  one  I  lost  by 
an  accident.  The  sixth  had  diseased  kid- 
neys. 

Now,  in  regard  to  the  extirpation  methods. 
It  is  an  ideal  procedure  in  the  hands  of  prac- 
ticed operators.  But  in  the  hands  of  begin- 
ners and  inexperienced  operators  one  or  both 
ureters  will  be  captured  in  attempting  to  tie 
the  ovarian  and  lateral  vessels.  The  ureters 
hug  the  cervix  too  closely  to  permit  a  begin- 
ner to  do  this  operation  without  a  prolonged 
apprenticeship.  The  supravaginal  method 
is  the  safest  and  surest  in  his  hands. 

Dr.  B.  F.  Baer: 

No  matter  how  large  the  pedicle  may  ap- 
pear to  be,  it  can  always  be  reduced  to  the 
size  of  the  normal  cervix  just  above  its  vagi- 
nal attachment.  When  you  hear  it  said  that 
the  pedicle  in  a  given  case  was  as  large  as 
the  ''  thigh,"  you  can  be  sure  that  the  tumor 
in  that  case  was  not  all  removed.  Many 
fibroids  are  deeply  seated  in  the  broad  liga- 
ment, and  if  these  are  treated  in  the  lower 
angle  of  the  wound  by  the  serre-noeud,  with- 
out making  a  pedicle,  a  portion  of  the  tumor 
is  ligated  instead  of  the  real  pedicle.  But 
the  very  fact  that  one  can  reduce  the  size  of 
these  pedicles  to  the  normal  cervix  revolu- 
tionizes the  treatment  of  the  pedicle  in  hys- 
terectomy. It  makes  it  just  as  safe — indeed, 
safer — to  treat  the  stump  inside  as  to  drop 
the  pedicle  in  ovariotomy.  This  I  have 
proved  to  my  own  satisfaction,  at  least,  by 
actual  practice.  I  believe  that  Dr.  Price, 
who  is  a  progressive  man,  will  come  to  treat 
these  pedicles  inside  the  pelvis.  I  am  always 
glad  now  when  I  find  a  given  tumor  to  be  a 
fibroid,  for  I  am  then  sure  of  a  safe  and 
speedy  cure  of  my  patient.  I  do  not  care 
how  deeply  the  fibroid  is  located  in  the  broad 
ligament,  if  you  get  down  to  the  cervix  you 
have  nothing  but  the  little  supra-vaginal  por- 
tion left  to  manage.  If  you  do  not  put  a 
ligature  on  it,  and  will  let  the  peritoneal  flaps 
close  over  it,  and  do  not  disturb  it  by  a  drain- 
age arrangement  either  from  above  or  below, 
it  will  do  better  than  the  ordinary  ovarian 
pedicle.     Such  has  been  my  experience. 

Dr.  J.  M.  Baldy  : 

I  wish  to  plead  guilty  of  being  the  writer 
to  whom  Dr.  Price  has  referred,  but  he  has 
knowingly  misquoted  me,  as  he  does  ever,r- 
body  else.    Where  it  is  possible,  I   always 


treat  the  pedicle  extra-peritoneally,  as  I  be- 
lieve that  in  the  vast  majority  of  hysterec- 
tomies it  is  the  best  and  safest  treatment.  I 
have,  however,  come  across  a  number  of 
tumors  which  have  buried,  themselves  in  the 
broad  ligament,  so  that  it  is  impossible  to 
deliver  the  tumor  without  first  tying  off  the 
broad  ligament.  One  of  the  beauties  of  the 
extra-peritoneal  method  is  that  you  do  not 
leave  any  raw  surfaces  within  the  abdomen 
for  the  viscera  to  adhere  to.  Another  advan- 
tage of  the  method  is  that  it  absolutely  con- 
trols haemorrhage.  As  soon  as  you  do  away 
with  these  two  points,  the  advantages  of  the 
treatment  are  lost.  If  we  are  forced  to  tie 
away  the  broad  ligaments,  leaving  a  ligature 
and  a  raw  surface  inside,  which  may  bleed 
and  to  which  the  intestines  may  become  ad- 
herent, we  lose  to  a  great  extent  the  advan- 
tages of  the  extra-peritoneal  method.  When 
you  have  gone  that  far  it  needs  but  two  more 
ligatures  to  make  a  complete  extirpation.  I 
see  no  reason  for  treating  the  tumor  with  an 
extra-peritoneal  stump  when  by  two  more 
ligatures  you  can  remove  the  entire  uterus 
with  safety  and  with  as  good  results  as  by 
the  extra-peritoneal  method. 

It  is  in  regard  to  that  class  of  cases  that  I 
made  the  statement  that  it  would  be  better  to 
go  on  and  make  a  complete  extirpation  than 
to  treat  the  pedicle  outside.  When  the 
tumor  is  once  delivered  you  can  pare  the 
stump  away  to  any  size.  I  have  started  with 
a  pedicle  broader  than  that  in  the  specimen 
shown  by  Dr.  Werner,  and  in  one  case  it  was 
with  extreme  difficulty  that  I  could  get  the 
transfixion  pins  through,  they  were  so  short 
but  these  stumps  can  be  reduced  without 
difficulty.  When  you  have  once  tied  off  the 
broad  ligaments,  you  are  below  the  neoplasm 
and  do  not  leave  any  tumor^tissue  in  the 
pedicle,  which  you  do  in  these  big  stumps. 
Where  you  have  to  tie  to  the  pelvic  floor  to 
deliver  the  tumor  at  all,  then  I  would  prefer 
to  put  on  the  two  additional  ligatures  and  cut 
the  tumor  away  and  drop  the  stump  behind. 
There  is  no  haemorrhage,  and  the  convales- 
cence is  infinitely  better.  In  suitable  cases 
the  operation  is  more  satisfactory  than  the 
extra-peritoneal  operation.  I,  however,  con- 
sider the  extra-peritoneal  method  to  be  the 
safest  where  it  can  be  done  without  leaving 
any  raw  surface  inside. 
Dr.  Harris  A.  Slocum  : 

I    have    seen    Dr.   Baer   operate    by  the 
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method  he  has  described,  and  it  is  one  of  the 
cleanest  that  could  be  devised.  It  answers 
the  clearest  indications  of  an  ideal  hysterec- 
tomy. There  are  no  raw  surfaces  to  come  in 
contact  with  the  pelvic  viscera.  The  perito- 
neal flaps  fall  together  and  need  no  sutures. 
The  ligation  of  the  uterine  and  ovarian 
arteries  prevents  bleeding. 

One  of  the  salient  features  in  Dr.  Werner's 
case  was  severe  haemorrhage.  One  of  the 
serious  symptoms  in  all  fibromata  is  haemor- 
rhage, and  as  this  case  exhibited  it  to  a 
marked  degree,  I  think  that  we  should  take 
the  opportunity  of  having  this  specimen  care- 
fully examined  by  the  pathologist,  in  order 
that  more  light  may  be  thrown  upon  the 
immediate  cause  of  the  haemorrhage.  Such 
an  examination,  carefully  made,  would  guide 
us  to  the  adoption  of  the  best  methods  for 
checking  haemorrhage  in  those  cases  where 
operation  is  flatly  refused. 

Dr.  E.  W.  Cushing,  of  Boston  : 

I  have  recently  become  a  convert  to  a 
method  not  exactly  the  same  as  that  of  Dr. 
Baer,  but  similar.  It  is  the  method  of 
Chrobak.  The  broad  ligament  on  each  side 
is  tied  down  close  to  the  cervix,  and  after 
the  uterus  is  removed  burrow  down  through 
the  cervix  with  the  cautery,  or  run  iodoform 
wick 'down  into  the  vagina  and  close  the 
peritonaeum  over  the  cervix.  In  November 
and  December  I  did  some  five  operations  in 
that  way.  Some  were  very  difficult,  and  I 
was  much  pleased  with  the  result.  You  tie 
tlie  uterine  artery  on  each  side,  you  get  a 
little  pedicle  and  do  not  have  to  put  a  single 
ligature  into  the  stump.  There  is  plenty  of 
flap.  I  think  that  this  is  an  improvement  on 
the  extra-peritoneal  method  when  there  is 
sufficient  time  to  perform  it. 

I  must  mention  one  thing  more,  and  that 
is  in  regard  to  a  case  that  I  had  not  long  ago, 
where  I  had  a  rather  unique  experience. 
The  case  was  one  of  a  huge  soft  myoma,  and 


although  I  made  a  circular  incision  foUf 
inches  above  the  brim  of  the  pelvis,  I  made 
out  to  cut  one  of  the  ureters.  There  was  a 
little  spurt  of  clear  fluid  from  the  cut  urethra, 
and  I  went  higher  on  the  other  side.  There 
was  left  a  hole  on  each  side  down  to  the  iliac 
vessels,  and  in  the  wound  I  could  see  the 
other  ureter.  On  the  left  side  the  outer 
ureter,  as  large  as  a  lead  pencil,  could  be 
seen.  I  brought  the  two  ends  together  and 
secured  them  by  two  silk  sutures  and  one 
catgut,  and  used  a  Mikulicz  drain  on  each 
side,  with  a  glass  drainage  tube  to  the  bottom 
of  Douglas'  pouch.  There  was  at  first  a  free 
discharge  of  urine,  but  this  kept  diminishing, 
and  at  the  end  of  ten  days  the  fistula  had 
almost  closed.  If  there  had  been  an  external 
urinary  fistula,  I  purposed  turning  it  into  the 
vagina  through  the  extra-peritoneal  stump, 
and  later  perhaps  turning  the  stump  into  the 
base  of  the  bladder. 

In  regard  to  drainage  after  hysterectomy  : . 
If  there  are  any  adhesions  I  always  use  it. 
I  use  it  as  I  would  in  any  other  case,  if  there 
are  any  indications  for  it.  In  one  of  these 
cases  there  were  pus  tubes,  and  a  rent  was 
made  in  the  bladder  which  was  sewed  up 
and  a  Mikulicz  drain  and  a  drainage  tube 
put  in.     The  patient  recovered. 

Dr.  Marie  B.  Werner  : 

I  feel  that  as  regards  the  method  of  making 
a  pedicle,  that  as  I  have  been  taught  by  Dr. 
Price,  I  have  found  that  by  cutting  suffi- 
ciently above  the  line  of  the  noeud  I  can 
make  a  pedicle  very  comfortably.  I  have 
repeatedly  seen  the  operation  of  total  extirpa- 
tion, but  have  not  done  it.  In  the  cases  that 
I  have  seen  it  has  required  so  much  longer 
time  than  the  extra-peritoneal  method  that  I 
have  felt  that  my  skill  was,  perhaps,  not 
sufficient  to  allow  me  to  attempt  it. 

Harris  A.  Slocum, 

Secretary. 
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Plate  I. 


Case  of  Hypospadia;  Enormous  Dilatation  of  Bladder. 


[See  page  375). 
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Case  of  Hypospadia ;  Enormous  Dilatation  of  Bladder, 
Absence  of  Left  Kidney ;  Death. 


BY   J.    MADISON    TAYLOR,  M.D., 

Professor  of  Children  s  Diseases ^  Philadelphia  Polyclinic;  Assistant 
Physician  to  tJie  Childre^ts  Hospital. 


B.  S.,  aged  3  months,  was  presented 
at  the  end  of  my  clinic  hour  on  No- 
vember 16,  1893,  ^i^d  a  hasty  exami- 
nation made  by  myself,  assistants  and 
my  surgical  colleague.  Dr.  G.  G.  Davis, 
a  photograph  taken  by  Dr.  Hand, 
the  house  physician,  and  the  mother 
directed  to  bring  the  child  back  on 
the  following  day  for  further  study. 
On  the  17th  the  mother  returned,  but 
merely  to  report  that  death  had  oc- 
curred suddenly  from  exhaustion 
early  in  the  morning.  Hence,  incom- 
pleteness in  the  history  and  descrip- 
tion is  to  be  ascribed  to  the  difficulties 
engendered  by  that  event,  all  our 
energies  being  exhausted  in  petition- 
ing for  an  autopsy,  which  was  grudg- 
ingly allowed  and  instantly  performed. 


Parents  healthy,  and  two  older  chil- 
dren in  sound  condition.  This  boy 
vigorous  •  when  born ;  breast-fed 
partly,  but  digestion  quickly  failed,  and 
a  multiplicity  of  artificial  foods  were 
tried  to  meet  the  increasingly  trouble- 
some constipation,  which  seems  to 
have  been  largely  due  to  mechanical 
obstruction  by  the  tumor.  Abdomen 
always  large,  growing  rapidly  in  size 
till  the  end,  crowding  upon  the  dia- 
phragm to  such  a  degree  as  to  cause 
great  dyspnoea  at  times,  but  no  con- 
vulsions till  two  hours  on  the  day 
before  death.  No  history  of  other 
disorders. 

Exam ination.  —  Small,  emaciated 
boy  baby  of  a  pasty,  clammy,  yellowish- 
green  skin,  dry  mucous  membranes, 
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cold  extremities.  The  abdomen  enor- 
mously distended,  springing  abruptly 
from  the  line  of  the  ribs  and  curving 
boldly  down  to  join  line  of  pelvic 
brim.  Surface  exceedingly  dense, 
percussion  note  dull  in  the  main, 
fluctuation  elicited  but  not  marked. 
The  lumbar  spine  is  out-curved  by 
pressure  of  tumor,  causing  a  marked 
posterior  curvature.  Hypospadias, 
incurved  glans,  orifice  of  urethra  on 
site  of  proximal  end  of  fraenum. 

Autopsy. — Organs  above  the  dia- 
phragm normal.  Stomach  very  small. 
Tumor  found  filling  entire  abdomen, 
crowding  viscera  out  of  place,  which 
last  are  much   shrunken  and  pallid. 


Pancreas,  spleen  and  right  kidney 
present  no  peculiar  appearance  ex- 
cept pallor  and  flaccidity.  Left  kidney 
not  found  at  all.  Left  renal  capsule 
seems  equal  in  size  to  the  right  one. 
Three  large  post-peritoneal  glands,  in 
size  from  a  marrow-fat  pea  to  a  hazel 
nut,  occupied  a  position  which  might 
be  that  of  the  left  kidney.  Rectum 
attached  to  the  left  side.  Adhesions 
low  in  the  abdomen  and  all  about  the 
tumor.  Tumor  consisted  of  a  large 
sacculation  of  the  bladder.  Bladder 
contained  over  a  quart  of  urine; 
specific  gravity,  1009;  pale,  clear, 
with  a  trace  of  albumen;  microsco- 
pically negative. 
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Sarcoma  in  an  Infant — Two  Un- 
usual Cases  of  Torticollis. 

Case  L — D.  S.,  a  baby  boy  of  13 
months,  white,  was  brought  to  this 
dispensary  by  its  parents,  who  seemed 
anxious  about  its  condition,  and  hav- 
ing had  the  case  studied  by  many  phy- 
sicians without  satisfaction  as  to  its 
true  nature,  determined  to  bring  it 
from  their  home,  in  Bridgeton,  N.  J., 
to  the  University,  for  a  diagnosis. 

So  far  as  the  family  history  went 
there  were  two  points  of  significance 
which  bore  upon  the  diagnosis  of  the 
case.  The  paternal  grandmother  had 
a  rodent  ulcer,  and  the  great  uncle, 
on  the  father's  side,  had  cancer  of  the 
lip.  The  maternal  grandfather  died 
of  septicaemia  following  an  operation 
for  haemorrhoids.  The  parents  of  the 
child  were  both  healthy  country  folk, 


with  no  tendency  toward  tumor  for- 
mation of  any  kind. 

The  personal  history  showed  the 
baby  to  have  enjoyed  good  health 
until  seven  months  of  age,  when  the 
mother  noticed  a  small  purplish  spot 
near  the  gluteal  fold  of  the  left  thigh, 
which  they  thought  at  first  was  only 
a  bruise  gotten,  perhaps,  in  some  over- 
looked fall.  This,  however,  gradually 
increased  in  size,  and  soon  became 
elevated  above  the  surroundings,  with 
small  veins  coursing  conspicuously 
over  its  surface.  Six  physicians  had 
been  called  in,  and  the  diagnoses 
made  were  as  numerous  as  the  attend- 
ants, one  of  whom  only  was  inclined 
to  believe  the  growth  of  malignant 
nature. 

The  condition  presented  by  the  pa- 
tient upon  the  day  it  was  brought  to 
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us  was  as  follows  :  The  baby  was  well 
developed  for  its  age,  but  was  very 
anaemic.  An  inspection  of  the  left 
gluteo-femoral  region  revealed  a 
firmly-elastic  tumor  about  the  size  of 
a  goose  egg.  Attached  to  its  lower 
and  inner  margin  was  a  nodule  or 
second  growth  about  the  size  of  a 
pigeon  egg.  Both  of  these  masses 
could  be  firmly  grasped  in  the  hand, 
and  from  the  amount  of  mobility  pres- 
ent it  was  quite  certain  they  were  not 
attached  to  the  bone  beneath.  The 
skin  was  not  adherent,  and  enlarged 
veins  showed  most  distinctly  over  the 
surface  of  the  mass,  in  strong  contrast 
to  the  very  white  skin.  The  tumor 
was  dull  on  percussion,  and  its  posi- 
tion excluded  the  possibility  of  both 
obturator  and  ischiatic  hernia.  Manip- 
ulation gave  no  pain,  and  taking  into 
consideration  the  age  of  the  patient, 
the  family  history,  the  rapidity  of  de- 
velopment, and  by  exclusion,  the  opin- 
ion was  formed  that  the  growth  was 
sarcomatous.  As  the  matter  was  a 
serious  one,  it  seemed  desirable  to 
have  an  additional  opinion,  so  the 
patient  was  referred  to  Dr.  J.  Wil- 
liam White,  professor  of  clinical  sur- 
gery, who  after  a  careful  study  of  the 
case  agreed  with  us  that  it  was  a  sar- 
coma. He  deemed  it  an  unfavorable 
case  for  operation,  inasmuch  as  he  was 
inclined  to  believe  the  process  had  per- 
haps already  invaded  the  walls  of  the 
rectum,  but  was  willing  to  operate  if 
the  parents  urged  it.  They,  however, 
were  much  prejudiced  against  the 
idea,  and,  satisfied  with  a  diagnosis 
having  been  made,  left  the  hospital. 

I  regret  that  the  child  could  not 
have  been  kept  under  our  observation, 
for  it  seemed  a  good  case  upon  which 
to  try  the  hypodermic  use  of  arsenic. 


Dr.  Heinrich  Hobner^  reports  the 
case  of  a  child,  8>^  years  old,  with 
multiple  spindle-celled  sarcomata,  in 
whom  he  effected  a  cure  by  the  bold 
use  of  Fowler's  solution  of  arsenic 
hypodermically. 

Case  II. — Fred.  B.,  aged  4}4  years, 
was  brought  to  the  dispensary  by  his 
mother,  complaining  of  stiff  neck  and 
imperfect  locomotion.  He  had  had 
measles  twelve  months  before,  and 
mumps  during  the  previous  summer. 
A  week  before  coming  to  us  he  wak- 
ened up  in  the  morning  with  a  stiff 
neck,  and  when  he  attempted  to  rise 
from  his  bed  he  could  only  stand  upon 
his  feet  by  holding  on  to  a  chair. 
His  neck  grew  worse,  and  he  was  put 
to  bed  for  a  couple  of  days,  but  as  he 
did  not  improve,  his  mother  sought 
medical  advice  of  us. 

As  he  was  led  into  the  dispensary 
slowly,  his  gait  struck  one  as  being 
decidedly  spastic;  at  the  same  time  it 
was  evident  he  took  great  pains  not 
to  jar  himself.  The  other  noticeable 
feature  was  the  marked  torticollis,  the 
occiput  being  drawn  toward  the  left 
side  and  a  little  forward,  the  chin 
pointing  toward  the  right  shoulder. 
According  to  the  usual  teaching,  this 
would  indicate  that  the  /e/^  sterno- 
cleido-mastoid  muscle  was  the  one 
affected,  but  manipulation  clearly  de- 
monstrated that  the  right  muscle  was 
the  one  involved,  for  when  any  attempt 
was  made  to  straighten  the  head  the 
child  invariably  cried  with  pain,  and 
placed  his  hand  upon  the  right  side 
of  the  neck,  and  it  was  this  muscle, 
too,  which  was  painful  on  pressure. 

There  were  slight  pains  in  both 
legs   and   both  knee  joints,  and  the 


1  Berlin.  Klin.  Wochenschrift,  1883.  p.  21. 
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knee-jerk  was  absent  but  sensation 
was  preserved.  The  peculiar  feature 
about  the  case  was  that  each  morning 
both  the  neck  and  the  gait  were  very 
much  improved,  but  after  he  had  been 
up  for  a  while  these  grew  worse  and 
worse  until  night,  when  he  would  re- 
tire, and  the  same  marked  improve- 
ment would  be  noted  the  following 
morning. 

The  treatment  at  first  was  salicy- 
late of  soda  and  antikamnia,  each 
three  grains  three  times  a  day,  but  as 
he  did  not  improve  upon  this,  after 
six  days'  trial,  the  citrate  of  magnesia 
solution,  one  ounce  every  two  hours, 
was  ordered  until  several  loose  move- 
ments, of  the  bowels  had  been  pro- 
duced. This  was  given  for  its  valuable 
exosmotic  property,  and  it  produced 
marked  improvement  in  the  torticol- 
lis especially,  and  by  the  time  a  second 
bottle  of  the  same  solution  had  been 
taken  the  neck  was  practically  well, 
arid  the  walking  much  improved.  As 
the  legs  were  a  little  tardy  in  respond- 
ing to  this  treatment,  strychnia,  one- 
fortieth  of  a  grain  dose,  three  times  a 
day,  was  given,  and  improvement  grad- 
ually took  place  until,  at  the  end  of  the 
third  week,  the  gait  was  quite  normal, 
the  nervine  being  aided  by  the  local 
application  of  soap  liniment  to  the 
muscles  of  the  thigh  twice  daily. 

The  question  of  the  cause  of  the 
spastic  gait  in  this  case  is  an  interest- 
ing one,  but  for  my  own  part  I  am 
inclined  to  think  it  was  a  simulated 
one,  adopted  because  the  patient 
found  that  by  moving  the  legs  stiffly 
from  the  hips  he  suffered  the  mini- 
mum amount  of  pain,  for  by  this 
method  of  locomotion  he  avoided 
bringing  into  use  the  quadriceps  ex- 
tensor muscles,  which  in  this  region 
were  the  painful  ones  on  pressure. 


This  notion  has  been  strengthened, 
further,  by  a  subsequent  case  of  acute 
rheumatism  of  the  thigh  muscles  and 
knee  joints  in  a  little  girl  about  8 
years  of  age,  who  entered  the  dispen- 
sary with  almost  this  same  peculiar 
walk,  and  who,  being  older  than  the 
preceding  case,  was  able  to  explain 
that  it  was  because  walking  in  the 
ordinary  way,  bending  the  knee,  in- 
tensified the  pain  ;  evidently  because 
it  involved  the  alternate  contraction 
and  relaxation  of  the  thigh  muscles. 

Case  III. — Willie  L.,  aged  8  years, 
white,  was  referred  to  the  Children's 
Dispensary  by  Professor  John  Ash- 
hurst,  who  examined  the  case  and 
pronounced  it  one  of  rheumatic 
torticollis. 

There  was  nothing  significant  in 
the  patient's  previous  history  except 
that  he  had  had  a  bad  cold  for  about 
three  or  four  weeks,  and  for  eight 
days  previous  to  his  first  visit  to  us 
had  suffered  with  a  very  bad  stiff 
neck  of  the  right  side.  Although  the 
right  sterno-mastoid  muscle  was  the 
one  involved,  in  this  case,  like  the 
preceding,  the  head  was  markedly  in- 
clined toward  the  left  side ;  so  pro- 
nouncedly, indeed,  that  the  head 
almost  rested  upon  the  left  shoalder. 
This  marked  deviation  of  the  head 
from  the  median  line  necessitated  a 
double  lateral  compensatory  curva- 
ture of  the  spine  in  order  to  preserve 
equilibrium,  which  resulted  in  giving 
the  child  such  a  deformed  appearance 
as  to  at  once  arouse  the  suspicion  of 
spinal  caries.  Careful  examination 
with  the  child  stripped  showed  no 
evidence,  however,  of  Pott's  disease, 
and  the  patient  was  put  upon  anti- 
rheumatic treatment  in  the  form  of 
sodium  salicylate,  five  grains  four 
times  a  day. 
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He  returned  in  two  days  with  no 
evident  improvement,  and  the  mother 
then  stated  what  to  her  and  us  alike 
was  peculiar,  that  every  morning 
when  the  boy  awakened  his  neck 
would  be  perfectly  straight,  but  that 
as  soon  as  he  had  been  on  his  feet  for 
a  little  while  the  deformity  would 
begin  to  show  itself  again,  and  grow 
steadily  worse  until  the  afternoon, 
when  she  had  him  lie  down  for  an 
hour  or  two,  which  again  relieved  the 
trouble  temporarily.  Being  interested 
in  this  feature  of  the  case,  I  had  him 
lie  down  for  fifteen  minutes  upon  the 
little  cot  in  the  dispensary,  at  the  end 
of  which  time  he  arose  with  his  neck 
perfectly  straight  again,  but  before 
I  had  dismissed  the  case  for  the  day 
his  deformity  was  as  bad  as  ever. 

Believing,  still,  the  case  to  be  of 
rheumatic  origin,  the  salicylate  was 
renewed  and  flaxseed  poultices  or- 
dered applied  every  four  hours.  Three 
days  elapsed  and  the  patient  returned 
no  better,  so  the  salicylate  was  re- 
placed by  four  grain  doses  of  potas- 
sium iodide  four  times  a  day,  which 
was  continued  for  ten  days,  during 
which  time  he  steadily  grew  better, 
and  at  the  end  of  this  interval  was 


well,  his  appearance  presenting  a 
most  striking  contrast  to  the  de- 
formed creature  he  was  upon  his  first 
visit. 

Both  of  these  cases  of  wry  neck 
are  interesting  because  they  appeared 
and  disappeared  alike,  under  the  same 
circumstances,  and  because  they  were 
both  exceptions  to  the  general  rule 
laid  down,  that  in  torticollis  the  head 
is  drawn  toward  the  affected  side. 

It  is  not  difficult  to  conceive  of  the 
explanation  of  these  two  cases.  In 
ordinary  cases  the  affected  muscle  is 
contracted,  supposed  to  be  due  to  an 
irritation  of  the  spinal  accessory 
nerve,  and,  of  course,  contraction  of 
this  muscle  would  draw  the  head 
toward  the  affected  side ;  but  if, 
instead  of  the  muscle  contracting 
from  an  irritation  of  its  motor  nerve, 
it  should  become  swollen  and  stiff 
and  thereby  unable  to  contract,  the 
head  would  be  thrown  to  the  sound 
side,  in  order  to  better  accommodate 
the  swollen  muscle  of  the  affected 
side. 

W.  Henry  Price,  M.D., 
Attending  Physiciany  Children  s  Dis- 
pensary. 
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New  York  Academy  of  Medicine— Section  in  Paediatrics. 


Dr.  Henry  D.  Chapin,  Chairman. 
Meeting  of  Fehuary  9,  1893. 


Dr.   J.   Lewis   Smith   presented   a     patient  was  a  boy  9  years  old.     He 
case  of  deformity  of  the  chest.     The     had  had  measles,  followed  by  whoop- 
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ing-cough,  accompanied  by  broncho- 
pneumonia, at  three  years.  He  had 
always  been  delicate  since.  During 
the  past  three  years  he  has  been  very 
subject  to  bronchial  catarrh,  and  has 
had  several  severe  attacks.  At  pres- 
ent there  is  extreme  depression  of  the 
sternum  at  its  lower  portion,  the  dis- 
tance from  it  to  the  spine  being  but 
three  inches.  This  deformity  has  ap- 
peared gradually  during  the  past  three 
years.  No  evidence  or  history  of 
rickets  can  be  obtained.  Such  defor- 
mity usually  results  from  some  ob- 
struction in  the  air  passages ;  even 
enlargement  of  the  tonsils  is  some- 
times sufficient  to  produce  it.  This 
boy's  throat  was  normal,  and  it  was 
the  belief  of  Dr.  Smith  that  the  de- 
formity is  the  result  of  repeated  and 
long-continued  bronchitis. 

Dr.  E.  G.  Janeway  said  that  atro- 
phy of  the  external  muscles  of  the 
chest  will  be  followed  by  such  a  de- 
formity. 

Dr.  W.  L.  Stowell  had  recently  seen 
an  adult  with  extreme  depression  of 
the  sternum.  The  muscles  of  the 
chest  were  not  atrophied. 

Dr.  Dillon  Brown  thought  that  in 
this  case  the  deformity  probably  re- 
sulted from  bronchitis. 

A  short  discussion  on  the  "  Use  of 
Pineapple  Juice  in  Diphtheria,"  was 
opened  by  the  chairman,  who  said 
that  the  advantage  of  most  vegetable 
ferments  that  had  been  used  for  dis- 
solving the  membrane  was  that  they 
act  in  an  alkaline  medium.  Trypsin, 
as  an  active  ferment,  dissolves  the 
membrane  quickly  in  a  test  tube.  In 
practical  use  it  is  not  as  active  as  in 
a  test  tube,  and  its  use  has  been  quite 
generally  abandoned.  The  ferment 
obtained  from  pineapple  juice  is  an 
active  digestive  agent,  and  is  known 


as  bromaline.  It  may  be  prepared  as- 
a  dried  powder  or  as  a  syrupy  liquid. 
The  meat  preparation  used  by  several 
chemists  is  now  prepared  by  this 
agent.  The  fresh  juice  is  somewhat 
more  active  than  tht  ferment,  and  has 
long  been  used  in  the  South  in  diph- 
theria. 

Mr.  Janeway  described  experiments- 
which  have  been  made  with  this  agent 
in  the  laboratory  of  Professor  Chit- 
tenden, of  New  Haven.  The  ferment 
is  precipitated  from  the  fresh  juice  by 
a  chloride  of  sodium  solution.  It  is 
then  washed  and  dialyzed.  Only  one 
gramme  is  obtained  from  a  dozen 
pineapples,  but  it  is  very  active.  It 
acts  best  in  a  slightly  acid  or  neutral 
solution.  It  rapidly  digests  meat,, 
carrying  the  action  beyond  that  of 
peptone.  It  contains  also  a  rennet 
ferment  which  coagulates  milk  in  an 
alkaline  solution. 

Dr.  J.  E.  Winters  had  had  very  lim- 
ited experience  with  this  agent,  but 
believed  it  would  reach  a  position 
similar  to  that  of  other  ferments  used 
in  diphtheria.  The  most  serious  cases 
of  diphtheria  are  those  presenting  dif- 
fused but  very  thin  filmy  membrane. 
In  such  cases  the  digestive  ferments 
are  of  little  value.  They  act  best 
when  the  membrane  is  thick  and 
leathery,  but  such  cases  are  rarely 
as  serious  as  those  first  mentioned. 

Dr.  J.  Lewis  Smith  referred  to  the 
treatment  of  Henoch,  now  considered 
the  best  authority  on  paediatrics  in 
Germany,  who  uses  acids  almost  ex- 
clusively. The  speaker  thought  that 
the  benefits  derived  from  pineapple 
juice  might  be  due  to  the  acids  which 
it  contains.  He  has  recently  used,, 
very  satisfactorily,  a  powder,  consist- 
ing of  trypsin,  bicarbonate  of  soda,, 
and  sulphur. 
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Dr.  E.  G.  Janeway  said  that  the 
object  of  treatment  was  not  always 
actually  curative,  and  that  a  plan  of 
treatment  must  be  judged  according 
to  what  it  proposed  to  accomplish. 
The  object  of  using  the  pineapple 
juice  was  clearly  not  so  much  for  cur- 
ative effect  as  for  dissolving  the  mem- 
brane to  allow  active  germicides  to 
reach  the  actual  seat  of  disease.  He 
had  had  some  experience  with  pine- 
apple juice,  which  had  been  satisfac- 
tory. It  had  the  advantage  of  being 
agreeable  to  the  patient,  and  in  no 
degree  poisonous,  and  could  be  used 
in  acid  solution. 

Dr.  Dillon  read  a  paper  upon 

DIAGNOSIS     OF     DIFFERENT    FORMS    OF 
OBSTRUCTED    RESPIRATION. 

The  points  of  obstruction  are  usually 
located  in  the  naso-pharynx,  larynx, 
trachea,  or  bronchi.  Obstruction  in 
the  naso-pharynx  presents  many 
symptoms  similar  to  those  of  laryn- 
geal croup.  In  both  there  is  noisy 
respiration,  dyspnoea,  recessions,  rest- 
lessness, and  cyanosis.  It  differs  from 
croup  in  the  character  of  the  respira- 
tory sound,  which  is  stertorous  and 
rattling.  The  voice  is  clear,  but  may 
be  nasal  in  character.  Inspection  of 
the  throat  will  aid  in  diagnosis,  but 
digital  examination  is  sometimes 
necessary.  Tracheal  obstruction,  un- 
accompanied by  the  same  condition 
in  the  larynx,  is  rare.  The  calibre  of 
that  tube  is  so  great  that  intense  in- 
flammation is  required  to  cause  inter- 
ference with  respiration.  Laryngeal 
obstruction  is  characterized  by  hoarse 
or  absent  voice,  hard,  croupy  breath- 
ing, and  a  movement  downward  of 
the  larynx  with  each  inspiration. 
Other  more  or  less  constant  symptoms 
are  respiratory  obstruction,  recession, 


and  diminished  respiratory  sounds  on 
both  sides  of  the  chest.  Bronchial  ob- 
struction is  characterized  by  expira- 
tory dyspnoea  in  contradistinction  to 
inspiratory  dyspnoea  with  prolonged 
expiration  which  marks  obstruction 
in  the  larynx.  The  inspiratory  sound 
is  diminished  only  on  the  side  of  the 
chest  to  which  the  obstructed  bron- 
chus goes. 

Dr.  T.  H.  Manley  read  a  paper  on 

SURGICAL      MEASURES     OF     RELIEF     IN 
STENOSIS  OF  THE  AIR  PASSAGES. 

He  spoke  in  favor  of  bichloride  and 
peroxide  of  hydrogen,  and  believed 
that  their  use  should  be  persisted  in 
until  it  was  very  clearly  evident  that 
the  disease  was  progressing  to  a 
fatal  termination.  He  spoke  highly 
of  intubation,  but  believed  that  a 
modified  tracheotomy  was  sometimes 
preferable.  Use  of  an  anaesthetic  is 
one  of  the  chief  objections  to  trache- 
otomy. If  a  weak  solution  of  cocaine 
be  used  hypodermically  over  the 
larynx  the  anaesthetic  can  be  avoided. 
The  cocaine  not  only  relieves  the 
pain,  but  acts  as  a  haemostatic.  If 
cold  water  be  sprayed  or  poured  on 
the  larynx  immediately  before  the 
operation  very  little  blood  will  be 
lost.  The  writer  reported  several  cases 
treated  satisfactorily  by  this  method. 
Only  one  of  these,  however,  was  a 
child.  He  used  no  canula,  but  kept 
the  lips  of  the  wound  open  by  means 
of  a  ligature. 

Dr.  Chaffee  said  that  he  was  a 
friend  to  intubation,  but  did  not  re- 
gard the  two  operations  as  rivals,  for 
the  indications  of  the  two  were  clear. 

Dr.  Stewart  approved  the  use  of 
mercurials  and  peroxide  of  hydrogen. 

Dr.  Fruitnight  referred  to  two 
symptoms  as  being  very  important  in 
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detecting  pharyngeal  stenosis — supra- 
sternal recession  and  descent  of  the 
larynx  during  inspiration.  He  recom- 
mended highly  the  use  of  calomel 
fumigations,  believing  that  they  had 
some  power  in  checking  the  course 
of  the  disease  and  in  making  opera- 
tion less  frequently  necessary.  He 
uses  twenty  grains  every  hour  or  two. 
The  highest  dose  of  bichloride  that 
he  uses  is  one-thirty-second  of  a  grain 
every  two  hours.  Locally  he  has  had 
best  results  from  the  use  of  trypsin 
as  a  spray  in  warm  solution.  He 
uses  half  an  ounce  with  two  drachms 
of  bicarbonate  of  soda  in  two  ounces 
of  water.  The  spray  is  used  every 
hour. 

Dr.  Stanton  has  found  chloride  of 
iron  treatment  as  effectual  as  any. 
He  employs  peroxide  of  hydrogen 
locally,  and  believes  that  tracheotomy 
can  never  take  the  place  of  intubation 
in  tenement  house  practice. 

Dr.  Brown  said  that  he  believed 
peroxide  of  hydrogen  to  be  the  best 
local  remedy  at  our  command.  There 
is  no  doubt  that  the  ordinary  solution 
will  frequently  cause  the  formation  of 
a  membrane.  This  is  due  to  impuri- 
ties, especially  to  acid,  and  not  to  the 
drug  itself.  This  can  be  overcome  by 
neutralizing  it  with  ammonia.  This, 
according  to  Dr.  Doremus,  does  not 


affect  its  chemical  value.  When  thus 
neutralized,  he  commonly  uses  it  in 
full  fifteen  volume  strength.  In  some 
cases  he  dilutes  it  with  lime  water. 

Dr.  Berg  advocated  the  use  of 
bichloride  in  very  large  doses.  He 
has  given  one-thirtieth  of  a  grain 
every  half  hour  for  two  days. 

Dr.  Crandall  objected  strongly  to 
large  doses  of  bichloride,  and  believed 
that  they  were  sometimes  the  cause 
of  a  fatal  result  instead  of  the  disease. 
He  advocated  intubation  early,  before 
the  patient  had  become  exhausted  by 
dyspnoea. 

Dr.  Winters  said  that  ptyalism  was 
indulged  in  with  very  great  difficulty 
in  a  child,  and  large  doses  of  mercury 
would  do  harm  long  before  it  pro- 
duced that  symptom. 

Dr.  Kerley  had  seen  a  membrane 
produced  by  peroxide  of  hydrogen  in 
too  strong  solution. 

Dr.  Fischer  had  used  bichloride 
with  as  good  results  as  from  any 
treatment.  He  advocated  a  vigorous 
tonic  treatment. 

The  chair  said  that  the  results  of 
treatment  depended  largely  upon  the 
type  of  disease  and  the  character  of 
the  epidemic.  Observations  extend- 
ing over  but  a  single  epidemic,  or  a 
single  year  were,  therefore,  of  little 
value. 
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The  Use  of  Chloral-hydrate  in  Scarlatina. 


Wilson  {Medical  News,  December, 
1889),  advocates  the  use  of  chloral- 
hydrate  in  scarlet  fever,  in  small 
doses,  frequently  repeated.  Together 
with  its  sedative  action  it  favorably 


influences  the  severity  of  the  skin 
affection,  and  in  consequence  of  its 
diuretic  quality  lessens  the  danger  of 
nephritis.  Great  success  has  attended 
its  administration. 
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Dr.  Rix  {Archiv.  fur  Kitiderheil- 
ktmde,  Band  15,  Heft  I  und  II) 
believes  that  as  scarlet  fever  is  a  dis- 
ease of  typical  course,  the  attention 
of  the  physician  should  be  directed 
toward  sustaining  the  strength  of  the 
patient  as  far  as  possible.  He  prefers 
the  sulphate  of  chinin  as  a  tonic,  in 
small  doses,  given  mornings  and 
evenings,  and  recommends  that  the 
surroundings  of  the  patient  be  ren- 
dered aseptic  by  the  spraying  of  car- 
bolic acid  solution.  In  those  cases  of 
scarlet  fever  of  ataxic,  adynamic 
character  attended  with  talkative 
delirium,  unconsciousness,  prostration 
and  subcutaneous  haemorrhage,  or 
haemorrhage  into  the  large  cavities, 
he  recommends  stimulants  of  rapid 
action,  in  the  form  of  strong  wines. 
In  these  cases  the  following  formulae 
are  of  advantage : 

B    ^thersulph., fsij,  ITLxl. 

Tinct.  castor  or  moschi,  gtt.  viij. 

Chinin  bisulph., 

Camphor,  trit.,    .    .    aa  gr.  xv. 
M.     Sig. — 20  drops  upon  sugar  every  two 
hours. 

With  this  Rix  uses  the  cold  bath 
or  cold  sponging.  Ice  bladders  to  the 
head.  Enemas  of  asafoetida.  For 
the  further  treatment  he  prescribes: 

li    Chloral  hydrate,     .    .    .  gr.  xxx. 

Morphinas  sulph.,  .    .    .  gr.  y{. 

Aq.  destillatae,     .    .    .    •  f.^iij,  f^iij. 

Syr.  papaveris,    .    .    .    .  f 3J. 
M.     Sig.— Give  in  four  doses  at  intervals 
of  three  hours. 


In  haemorrhagic  scarlet  fever  he 
uses  astringents,  especially  tannic 
acid,  along  with  subcutaneous  injec- 
tions of  ergotin. 

In  the  treatment  of  scarlatinal 
diphtheria,  Rix  prefers  the  penciling 
of  the  throat  with  carbolic  acid  or 
sublimate  solutions  every  three  or 
four  hours.  In  diphtheritic  invasion 
of  the  nose  he  favors  the  syringing 
with  warm  potassium  chloride  solu- 
tion. 

When  nephritis  has  occurred  the 
exclusive  milk  diet  is  advisable.  The 
skin  should  be  stimulated  to  activity 
by  rubbing  with  oil  and  wrapping  in 
woolen  covering,  so  that  the  patient 
at  least  twice  a  day  should  be  caused 
to  sweat.  Where  warm  baths  are 
used,  Rix  prefers  water  at  a  tempera- 
ture of  from  101°  to  104°  F.,  and  im- 
mersion for  six  minutes,  while  at  the 
same  time  the  head  is  kept  cool. 
The  patient  is  afterward  to  be  quickly 
dried  and  covered  with  wrappings 
until  lively  diaphoresis  is  produced. 
He  prefers  the  hot  air  bath  to  the 
hot  water  bath,  and  recommends  the 
drinking  from  time  to  time  of  a  cup 
of  Chinese  or  linden  flower  tea,  to  re- 
inforce the  diaphoretic  action.  The 
infusion  of  jaborandi  is  also  recom- 
mended. A  cathartic  action  is  to  be 
kept  up  for  at  least  two  days,  espe- 
cially if  anasarca  and  threatening 
uraemia  are  present. 


The  Prophylaxis  of  Nephritic  Scarlatinosa. 


ZiEGLER,  of  Potsdam  {Berliner 
Klinische  Wochenschrift,  1892,  No.  2), 
advises  the  placing  of  scarlet  fever 
patients  upon  exclusive  milk  diet. 
In   eighty   cases   so   treated  by  him 


there  were  no  nephritic  sequelae, 
while  this  complication  in  cases 
earlier  observed  by  him  and  differ- 
ently treated  appeared  in  fully  50  per 
cent. 
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The  Prophylaxis  of  Scarlatina. 


Dr.  Giuseppe  de  Rosa,  of  Naples 
{Archiv.  fur  Kinderheilkunde,  Band 
15,  Heft  I  und  II).  Hygienists  and 
clinicians  are  agreed  that  the  only 
means  of  preventing  the  infection  of 
healthy  children  with  scarlatina  con- 
sists in  the  maintenance  of  a  complete 
separation  of  the  infected  children 
from  those  healthy  until  perfect  des- 
quamation has  taken  place.  Further, 
the  room  in  which  the  child  has  lain 
must  be  disinfected,  together  with  all 
articles  with  which  it  came  in  contact. 
De  Rosa,  however,  found  that  by  the 
utmost  care  in  carrying  out  this 
isolation  he  could  not  hinder  the 
spread  of  the  contagion.  He  at- 
tempted to  produce  a  prophylaxis  by 
the  administration  of  an  antiseptic 
internal  remedy  to  the  healthy  chil- 
dren, and  selected  salicylic  acid, 
which  had  been  earlier  recommended 
by  Barker  for  this  purpose.  The  dose 
administered  was  from  one  and  one- 
half  to  five  grains   daily,  in  watery 


solution,  according  to  the  age.  The 
experiment  was  made  upon  sixty-six 
healthy  children  who  had  come  in 
contact  with  infected  children,  from 
whom  they  were  commonly  not  sepa- 
rated. From  a  study  of  these  he 
draws  the  conclusions  : 

(i)  That  the  properly-timed  admin- 
istration of  salicylic  acid  daily  in 
sufficient  quantity  protects  healthy 
children  who  have  been  exposed  to 
the  infection  from  the  disease. 

(2)  That  the  tardy  administration 
of  salicylic  acid,,  or  in  insufficient 
quantity,  gives  no  absol^jte  protec- 
tion, but  is  advantageous  in  rendering 
the  attack  very  mild. 

From  the  sixty-six  children  so 
treated  only  three  were  infected,  and 
these  only  in  a  very  slight  degree. 

De  Rosa  attributes  to  salicylic  acid 
a  specific  action  upon  the  (hypo- 
thetic) parasitic  exciters  of  scarlatina. 
His  favorable  results  merit,  at  least,  a 
repetition  of  his  experiments. 


O'Dwyer's  Tubes  in  Diphtheria. 


In  reporting  the  results  of  291  cases 
of  diphtheria,  J.  Bokai,  of  Budapest 
{Jahrbuch  fur  Kinderheilkunde^  Band 
XXIV,  Heft  I  und  2, 1893),  recommends 
highly  the  use  of  O'Dwyer's  method 
of  intubation.  Of  these  cases  there 
were  100  in  which  recovery  fol- 
lowed, although  in  only  eight  cases 
was  a  secondary  tracheotomy  re- 
sorted to,  and  only  once  with  favor- 
able results.  During  the  past  twenty 
months  intubation  has  entirely  super- 
seded tracheotomy,  and  the  results 
lead  him  to  believe  that  intubation  is 
a  better  practice  than  tracheotomy. 


In  hospital  practice  the  care  of  the 
patients  is  lessened  and  easier.  One 
nurse  can  care  for  twelve  intubation 
cases,  where  only  four  or  five  trache- 
otomy cases  are  possible. 

He  concludes  that  there  are  but 
two  classes  of  cases  in  which  trache- 
otomy is  called  for : 

(i)  Where  there  is  at  the  same  time 
marked  pharyngeal  stenosis  accom- 
panying the  laryngeal. 

(2)  Where  there  is  marked  oedema 
of  the  larynx,  making  intubation  of 
little  service. 
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I.       INTRODUCTION. 

Among  the  many  serious  questions 
urged  upon  the  attention  of  physi- 
cians at  the  present  time,  none  have 
higher  claims  to  their  thoughtful  con- 
sideration  than  such  as  pertain  to  the 
prevention  of  disease.  If  this  be  true 
in  its  larger  sense  when  applied  to 
the  entire  field  of  preventive  medi- 
cine, it  is  even  more  emphatically  true 
when  we  are  called  upon  to  consider 
those  delicate  and  serious  questions 
that  especially  concern  the  lying-in 
chamber.  Here,  if  anywhere,  a  man 
is  weighted  with  responsibilities  of  a 
momentous  nature,  even  such  as  he  is 
called  upon  to  sustain  in  no  other  so- 
cial, professional  or  individual  capac- 
ity. They  are  often  thrust  upon  him 
in  the  middle  of  night,  when  he  is 
least  fitted  for  clear  thought  or  reso- 
lute action ;  hence,  he  must,  by  fre- 

^  Read  at  the  eighty-seventh  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York,  February, 


quent  discussion  and  much  study, 
keep  his  mental  armamentarium  al- 
ways burnished  and  ready  for  use  at 
a  moment's  notice.  The  custom  is,  I 
fear,  among  some— I  had  almost  said 
many — physicians  to  assume  these  re- 
sponsibiHties  in  a  light-hearted,  easy- 
going  manner  that  occasionally  ap- 
proaches even  to  triviality.  In  my 
view,  there  is  no  more  solemn  office 
to  be  performed  by  a  human  being 
than  in  assisting  at  the  delivery  of 
one  of  his  species.  To  preside  over 
such  an  event,  and  to  conduct  it  to 
successful  issue,  without  permitting, 
damage  to  mother  or  infant  through 
neglect  or  oversight,  is  to  accomplish 
something  that  benefits  humanity, 
prolongs  life,  and  adds  to  the  sum  of 
human  happiness. 

II.   OF  prevention — ia)  as  RELATES 
TO  THE  PHYSICIAN. 

In    order    to    perform    this    duty 
properly,  that  is,  in  a  manner  to  ob- 


386 


WILLIAM  WARREN  POTTER. 


tain  its  greatest  results,  it  is  essential, 
inter  alia,  that  the  obstetrician  should 
be  trained  in  habits  of  personal  clean- 
liness beyond  those  of  the  ordinary 
man  ;  and  even,  if  I  may  be  permitted 
to  say  it,  beyond  those  of  the  average 
physician.  If  a  man  is  not  scrupulous 
with  reference  to  the  care  of  his  per- 
son, how  can  he  be  expected  to  en- 
force a  technical  cleanliness  in  the 
lying-in  chamber  ?  A  man  who  holds 
himself  up  to  the  community  as  an 
obstetrician  should  be  a  model  in 
cleanliness  of  body  as  well  as  in  neat- 
ness of  attire.  He  should  take  fre- 
quent baths,  wear  clean  undercloth- 
ing and  linen,  but  especially  should 
he  keep  his  hair  and  beard  closely 
trimmed  and  his  finger-nails  short  and 
clean. 

{b)    AS  RELATES  TO  THE  CONFINE- 
MENT ROOM  AND  NURSE. 

The  lying-in  chamber  should  receive 
his  personal  supervision  in  reference 
to  its  simplicity,  cleanliness  and  free- 
dom from  hangings  or  draperies.  If 
the  room  is  a  humble  one,  where  lux- 
uries are  absent  and  even  necessities 
deficient,  there  still  should  be  the 
same  careful  attention  to  cleanliness 
that  prevails  in  the  well-appointed 
home.  A  free  use  of  soap  and  water 
and  the  whitewash  brush  will  do  much 
to  provide  against  contamination  and 
disease.  The  nurse,  too,  who  is  to 
perform  her  offices  in  the  lying-in 
room,  must  be  a  woman  of  neatness  in 
garb  and  cleanliness  of  person  beyond 
the  average  of  womankind.  She  must 
be  trained  in  these  habits  until  they 
become  her  second  nature.  She  must 
not  be  afraid  to  attack  dirt  wherever 
she  sees  it,  nor  unwilling  to  act  as  a 
sentinel  or  detective  with  reference 
to  that  masterful  foe  of  the  lying-in 


chamber.  If  the  physician  himself  is 
careless  of  his  personal  garb  and 
cleanlinesss,  he  is  placed  at  a  disad- 
vantage with  reference  to  enforcing 
the  observance  of  these  essentials  in 
others.  He,  then,  is  a  commander- 
in-chief,  who  supervises  everything 
with  reference  to  the  parturient 
chamber,  and  enforces  his  mandates 
with  the  discipline  of  a  martinet  in 
ev^erything  that  serves  to  prevent  the 
approach  of  that  stealthy,  thieving, 
sneaking  but  all-powerful  enemy,  dirt. 

(c)   AS     RELATES     TO     THE     DELIVERY 
BED. 

One  of  the  important  duties  that 
the  physician  must  perform  in  arrang- 
ing for  the  ordeal  that  awaits  his  pa- 
tient is  to  look  to  the  proper  prepara- 
tion of  the  bed.  If  it  is  important 
that  the  clothing  of  the  patient  be 
clean,  it  is  still  more  essential  that 
her  bed  should  be  the  very  quint- 
essence of  cleanliness.  The  mattress 
should  be  inspected  with  reference  to 
its  freshness  as  well  as  its  former 
use,  and  all  the  linen  and  other  dress- 
ings of  the  bed  should  receive  his 
most  careful  scrutiny  in  this  regard. 
If  the  station  of  the  patient  does  not 
admit  of  more  than  the  bare  necessi- 
ties of  the  bed-chamber,  then  a  clean 
bed-tick,  filled  with  sweet,  clean 
straw,  covered  with  a  blanket  and  an 
impervious  dressing  of  some  kind, 
over  which  is  to  be  laid  a  folded  sheet, 
furnishes  all  that  is  necessary  for  the 
comfort,  and  even  convenience,  of  any 
patient.  If  I  could  have  my  own  way, 
I  would  allow  no  woman,  whether  of 
high  or  low  degree,  to  be  confined 
upon  anything  but  a  straw  bed  which 
had  been  prepared  especially  for  the 
occasion.  I  lay  great  stress  upon  the 
preparation  of  the  bedj     Neglect  in 
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this  regard  may  be  a  source  of  bitter 
sorrow,  whereas  a  little  timely  and 
considerate  attention  to  it  beforehand 
may  serve  to  prevent  disaster. 

If,  perchance,  a  woman  has  come 
to  her  old  home  to  give  birth  to  her 
first  child,  it  will  not  answer  to  allow 
her  to  occupy  the  bed  upon  which,  a 
few  months  ago,  her  sister  lay  griev- 
ously ill  with  scarlet  fever,  or  on 
which  her  brother  died  with  diph- 
theria ;  nor  will  it  be  proper  on  this 
important  occasion  to  permit  her  con- 
finement in  the  bed  where  her  father 
was  treated  for  a  compound  fracture 
of  the  tibia  and  fibula;  or  that  on 
which  her  husband  lay  during  long 
and  weary  weeks  while  struggling 
with  typhoid  fever.  It  may  be  the 
favorite  family  bed  for  all  such  trying 
occasions,  but  there  is  a  particular 
reason  why  we  must  discard  it  this 
time.  I  have  no  doubt  that  many  a 
case  of  puerperal  sepsis  is  traceable 
to  the  use  of  such  a  bed  during  deliv- 
ery. Hence,  I  say,  it  would  be  better 
to  establish  a  hard  and  fast  rule  that 
every  patient,  no  matter  how  rich,  no 
matter  how  poor,  should  be  compelled 
to  occupy  a  new  straw  bed  during 
confinement.  This  ought  to  be  ex- 
changed subsequently  for  a  clean 
mattress,  to  be  occupied  during  puer- 
peral convalescence. 

(d)   AS  RELATES  TO  THE  PARTURIENT. 

The  patient  herself  should  be 
properly  prepared  for  the  ordeal  that 
awaits  her.  She  should  have  a  warm 
bath  as  near  the  onset  of  labor  as  may 
be,  and  with  the  oncoming  of  pain 
should  be  thoroughly  bathed,  anti- 
septically,  over  the  abdomen,  in  the 
groins,  on  the  vulva,  hips  and  thighs. 
After  the  bladder  and  rectum  have 
been  emptied  this  should  be  repeated. 


when  the  rectum  and  vagina  should 
receive  warm  lavements.  Then,  in  a 
clean  night-gown  and  light  woolen 
stockings,  she  may  be  considered 
ready  to  occupy  the  delivery  bed. 
The  conduct  of  the  labor  should  con- 
tinue to  its  end  on  the  lines  of  abso- 
lute cleanliness,  with  few  digital  ex- 
aminations, and  complete  delivery  of 
the  secundines. 

(e)    AS    RELATES     TO     THE     REPAIR     OF 
LESIONS. 

Finally,  I  need  scarcely  remark  that 
one  available  means  of  great  import- 
ance in  preventing  puerperal  sepsis 
abides  in  the  prompt  repair  of  all 
rents  in  the  perinseum.  This  removes 
an  important  complication  at  once,  as 
a  large  absorbent  surface  is  thus 
readily  disposed  of.  There  is  no 
question  in  the  mind  of  any  well- 
trained  physician  to-day  that  unre- 
paired perineal  rents  are  a  septic 
menace,  or  that  in  many  instances 
sepsis  has  invaded  the  system  through 
this  channel.  There  is  sufficient  rea- 
son in  this  danger  alone  to  warrant 
immediate  repair  without  discussing 
the  other  important  fact  not  germane 
to  this  paper,  namely,  that  it  is  essen- 
tial to  a  woman's  health  and  comfort, 
as  well  as  to  those  of  her  consort,  to 
possess  a  sound  perinaeum.  In  some 
instances,  likewise,  it  is  advisable  to 
repair  cervical  tears  immediately, 
especially  when  they  are  extensive 
enough  to  cause  much  haemorrhage, 
or  threaten  to  prolong  the  puerperal 
period  by  delaying  involution  or  pro- 
voking other  serious  conditions. 

III.      OF  CURE. 

If  thus  far  I  have  said  little  or  no- 
thing with  reference  to  the  employ- 
ment of  antiseptics  or  chemical  solu- 
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tions  ;  this  has  not  been  an  oversight 
on  my  part,  but  because  I  consider 
these  of  far  less  importance  in  the 
prevention  of  puerperal  sepsis  than  a 
strict  adherence  to  the  principles  of 
asepsis  in  the  preparation  for,  as  well 
as  in  the  management  of,  labor.  I 
have  an  impression  that  if  we  could 
properly  apply  the  rules  of  cleanliness 
in  every  case  there  would  be  no  sep- 
sis,and  hence  no  puerperal  septicaemia 
or  child-bed  fever,  as  it  was  called  in 
the  olden  time.  It  is  possible,  when 
every  principle  of  mechanics  known 
to  science  is  properly  applied,  and 
when  human  judgment  is  kept  clear 
and  free  to  apply  it,  to  prevent  any 
and  every  form  of  railway  accident 
that  threatens  or  destroys  life  or  limb. 
When  we  come  to  consider  the  great 
number  of  people  who  travel,  we  must 
admit  that  the  number  killed  is  very 
small,  but  still  it  is  yet  far  too  great 
to  satisfy  that  tender  regard  for  hu- 
inan  life  which  should  everywhere 
prevail  among  mankind.  So,  too,  do 
I  believe  that  every  case  of  puerperal 
sepsis  could  be  prevented  provided 
human  judgment  was  perfect  in  its 
application  of  the  principles  of  asep- 
sis or  cleanliness.  Chemical  solutions 
are  valuable,  and  must  be  resorted  to 
by  the  obstetrician  to  keep  his  hands 
and  instruments  clean,  and  also  for 
the  purpose  of  rendering  aseptic  the 
linen  and  other  cloths  that  are  used 
around  and  about  the  parturient  wo- 
man. But,  if  the  proper  rule  of  clean- 
liness is  observed — in  other  words,  if 
everything  about  her  is  rendered 
aseptic — there  will  be  no  necessity 
for  the  employment  of  antiseptics  in 
an  ordinary  labor  otherwise  than  as 
just  indicated. 

In  operative  midwifery,  either  manu- 
al  or   instrumental,  there   is   always 


danger  that  pathogenic  germs  may  be 
carried  into  the  genital  tract  by  the 
instruments  or  hands  of  the  operator. 
Then  it  is  that  antiseptics  become 
necessary  to  clean  out  and  wash  away 
the  dirt,  or  to  neutralize  the  effects  of 
such  as  has  been  carried  into  the  ab- 
sorbent, surgical  uterine  cavity. 

Since,  therefore,  in  spite  of  all 
known  ways  to  prevent  such  direful 
calamity,  puerperal  sepsis  will  now 
and  then  come — just  as  in  spite  of  all 
human  precaution  railway  accidents 
will  now  and  then  happen— we  must 
be  prepared  to  cure,  if  possible,  the 
former,  just  as  railway  corporations 
must  be  prepared  to  mitigate  the 
suffering  and  clean  up  the  wreckage 
entailed  by  the  latter.  I  shall  take 
but  a  few  moments  of  your  time  in 
the  consideration  of  this  part  of  my 
subject.  If  there  is  invasion  of  the 
genital  tract  for  the  purpose  of  pro- 
moting delivery,  either  by  hands  or 
instruments,  then  we  must  be  wary 
lest  secondary  conditions  follow,  that 
further  complicate  or  hazard  the 
patient's  chances  of  recovery.  Intra- 
uterine irrigation  must  be  performed 
in  every  case  where  such  aids  to  de- 
livery have  been  employed,  and  when 
done,  it  must  be  carried  out  in  the 
most  complete  modern  surgical  man- 
ner. The  woman  must  be  placed  up- 
on a  proper  table,  in  a  good  light,  and 
the  fluid — either  sterilized  water,  or 
water  that  has  been  boiled  and  con- 
tains an  adequate  germicide — must  be 
allowed  to  flow  into  and  out  of  the 
womb,  in  an  unobstructed  manner, 
until  it  runs  clear  and  is  absolutely 
clean.  There  must  be  no  detritus  left 
behind  ;  no  nidus  for  the  propagation 
of  the  germs  of  infection.  The  mis- 
take has  been  made  of  applying  intra- 
uterine irrigation  inadequately,  either 
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as  to  the  method  of  employing  it  or 
as  to  the  material  used.  Either  form 
of  error  is  sufficient  to  bring  failure, 
or  to  render  it  useless  or  nugatory.  I 
shall  not  here  enter  into  technical  and 
minute  details,  for  this  has  already 
amply  been  done  by  Dr.  L.  S.  Mc- 
Murtry,  of  Louisville,  honorary  mem- 
ber of  this  Society,^  but  I  simply 
offer  these  general  suggestions  as  to 
the  indispensabilities  of  the  case, 
leaving  the  minutiae  to  be  supplied 
by  the  ingenuity  of  the  physician 
when  the  occasion  and  necessity  are 
presented.  There  are  certain  things 
that  must  be  done  in  such  an  emerg- 
ency. The  woman  must  be  made 
clean  from  the  fundus  uteri  to  the 
ostium  vaginae,  and  she  must  be  kept 
so ;  furthermore,  it  must  be  done  in  a 
manner  and  with  a  material  that  will 
do  her  no  harm.  This  is  the  whole 
sum  and  substance  of  the  case,  and 
we  may  as  well,  first  as  last,  settle 
down  upon  some  fixed  and  determined 
principles  in  regard  to  this  point. 

But  when,  in  spite  of  the  prompt 
and  persistent  employment  of  intra- 
uterine irrigation,  associated  with  the 
use  of  the  curette  when  indicated,  as 
well  as  other  concomitant  preventive 
measures,  puerperal  sepsis  continues 
to  advance  to  a  stage  of  suppuration 
and  abscess,  what  shall  be  done  ? 
Without  entering  into  a  full  discus- 
sion of  this  interesting  subject,  I 
shall  content  myself,  on  this  occasion, 
with  the  remark  that,  in  such  a  case, 
and  in  the  light  of  our  present  knowl- 
edge, a  prompt  abdominal  section,  by 
a  competent  man,  is  not  only  entirely 
justifiable,  but  is  the  most  intelligent 
step  to  be  taken  in  the  treatment. 
All    pus    accumulations    should     be 

1  Trans.  Am.  Asso.  Obst.  and  Gynaec,  Vol.  iv,  1891, 
p.  26,  et  seq. 


cleaned  out,  irrigation  thoroughly 
employed,  and  drainage  used.  In 
case  the  uterine  body  has  itself  be- 
come saturated  with  sepsis,  the  pro- 
priety of  its  removal,  together  with 
its  appendages,  cannot  be  doubtful. 
The  record  of  recoveries  from  such 
desperate  conditions  is  sufficient  to 
justify  its  employment  as  a  necessary 
measure  in  such  a  direful  class  of 
cases.  It  needs  no  argument  to  prove 
to  this  audience  that  a  simple  abdomi- 
nal section,  with  irrigation  and  drain- 
age, would  not  be  adequate  to  cure, 
providing  the  uterus  and  its  append- 
ages were  thoroughly  saturated  with 
pus.  It  may  be  a  more  difficult 
question  to  decide  as  to  just  what 
ought  to  be  done  in  cases  where  sep- 
sis still  persists  in  its  manifestations 
after  abdominal  section,  intra-perito- 
neal  irrigation,  and  adequate  drainage. 
But  it  would  appear  rational  to  re- 
open the  abdomen,  in  such  cases,  and 
excise  the  putrescent  uterus,  provided, 
of  course,  there  is  sufficient  remain- 
ing strength  in  the  patient  to  warrant 
the  procedure. 

GENERAL    REMARKS. 

In  the  consideration  of  this  subject, 
I  have,  designedly,  only  here  and 
there  touched  upon  salient  features 
for  the  purpose  of  covering  as  much 
ground  as  I  could  in  the  short  time 
allowed.  There  is  scarcely  one  of  the 
subdivisions  of  this  subject  that 
would  not  admit  of  an  exhaustive 
paper.  But,  in  order  to  command  the 
respect,  not  to  say  attention,  of  audi- 
ences in  these  days,  writers  must 
evermore  be  brief.  My  purpose  has 
been  to  make  a  plea  for  cleaner  and 
more  considerate  obstetrics.  I  would 
do  away  with  all  haste,  approach  each 
case  with   due  consideration  for  its 
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best  interests,  and  a  careful  prepara- 
tion to  meet  its  complications. 

A  few  years  ago  it  was  considered 
next  to  suicidal  for  a  woman  to  enter 
a  maternity  hospital  for  confinement. 
All  this  has  changed,  and  nowadays  a 
maternity  is  regarded  on  all  hands, 
when  properly  conducted,  as  the  safest 
and  best  place  in  which  a  woman  can 
be  delivered.  When  these  large  in- 
stitutions are  presenting  a  series  of 
one  thousand  consecutive  cases  with- 
out a  death,  embracing  in  many  in- 
stances patients  who  have  come 
within  their  doors  almost  moribund, 
embracing  also  patients  upon  whom 
it  has  been  necessary  to  perform  a 
Porro  or  other  Caesarean  section,  I 
say,  in  view  of  all  this  record,  it  be- 
comes the  obstetrician  who  conducts 
a  private  practice  to  beware,  lest  the 
maternity  physician  strips  him  of  his 
laurels.  The  abdominal  surgeon  takes 
pride  in  presenting  a  year's  record  of 
a  hundred  consecutive  cases  without 
a  death,  but  he  is  only  enabled  to  do 
this  by  the  utmost  precision,  careful 
preparation  of  his  patient  and  a  strict 
adherence  to  the  doctrines  of  the  gos- 
pel of  cleanliness.  When  the  ob- 
stetrician engaged  in  general  practice 
can  also  present  a  record  of  a  thousand 
consecutive  cases  without  a  death,  or 
without  serious,  prolonged  or  grievous 
maiming  to  his  patient,  he  will  then 
stand  in  the  front  rank  and  deserve 
to  have  his  name  enrolled  alongside 
of  the  maternity  physician  and  the 
abdominal  surgeon  as  having  done, 
perhaps,  more  than  either  to  improve 
the  condition  of  his  fellow-men. 

I  have  only  suggested  in  this  paper 
some  of  the  simpler  ways  through 
which  this  may  be  achieved.  They 
are  such  as  ought  to  commend  them- 
selves  to   every   thinking   man,   and 


were  known  to  all  of  you  just  as  well 
before  their  enumeration  as  after- 
ward ;  but,  as  I  have  suggested,  there 
are  reasons  which  lead  me  to  believe 
that  it  is  essential  to  review  this  sub- 
ject now  and  again,  for  it  is  only 
through  the  Grant  plan  of  continual 
hammering  that  triumphant  victory 
can  be  wrung  from  a  threatened 
humiliating  defeat.  In  justification  of 
what  I  have  just  now  said,  permit  me, 
in  conclusion,  to  remark  that  not  long 
ago  it  was  my  privilege  to  read  a 
paper  on  a  subject  allied  to  this, 
which  was  published  in  the  Philadel- 
phia Medical  News.  The  editor  of 
the  Kansas  City  Medical  Record,  in 
the  August  issue  of  his  journal,  saw 
fit  to  comment  upon  it  as  follows  : 

"Dr.  William  Warren  Potter,  of 
Buffalo,  appears  in  the  Medical  News 
with  a  paper  with  this  caption,  *  Asep- 
sis and  Antisepsis  as  Applied  in  the 
Lying-in  Chamber,'  in  which  the  fol- 
lowing paragraphs  appear  : 

"  *  Here  are  a  few  simple  propo- 
sitions about  which  there  can  be,  or 
at  least  ought  to  be,  no  dispute  :  i. 
Let  us  begin  by  making  the  patient 
as  nearly  clean  as  it  is  possible  for 
soap  and  water  to  accomplish.  2.  Let 
her,  prior  to  the  beginning  of  labor, 
have  an  immersion-bath  daily  for 
several  days,  and  with  the  first  mani- 
festations of  pains  let  her  abdomen 
and  genitalia  be  rendered  absolutely 
aseptic  by  the  further  application  of 
germicides  in  solution,  adequate  to 
accomplish  the  desired  end.  3.  Let 
her  have  a  warm  vaginal  douche,  ren- 
dered aseptic.  4.  Let  the  lower  bowel 
be  thoroughly  evacuated  by  copious 
lavements  of  hot  water  prior  to  the 
vaginal  bath.  .  5.  Let  her  bedding  be 
made  as  pure  and  clean  as  careful 
laundrying  can  make  it.     6.  Let  her 
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clothing  be  made  equally  clean  in  like 
manner.  7,  Let  there  be  a  number 
of  clean  bichloride  napkins  placed  in 
readiness  for  use.  If  all  of  these  in- 
junctions are  rigidly  enforced  we  have 
done  much  to  lay  the  foundation  for 
a  physiologic  labor. 

"  'After  all  this  careful  preparation 
of  the  patient  and  her  surroundings 
we  have  not,  however,  done  enough. 
The  physician  and  all  the  attendants 
must  be  rendered  as  scrupulously 
clean  and  aseptic  as  the  patient  her- 
self, else  all  the  previous  preparation 
has  been  in  vain.  The  nurse  must  be 
a  woman  of  absolute  cleanliness,  both 
in  the  care  of  her  person  and  her 
clothing,  and  she  must  be  especially 
trained  in  the  habit  of  keeping  her 
hands  clean.  The  physician  must  be 
trained  in  all  the  details  of  aseptic 
and  antiseptic  principles,  and  must 
enforce  his  rules  as  rigidly  upon  him- 
self as  he  does  upon  his  patient  and 
her  nurse.' 

*'  Now,  while  this  is  all  perfectly 
correct  practice  in  Buffalo  or  other 
large  cities  where  so  many  septic  con- 
ditions abound,  it  is  not  called  for  in 
the  rural  districts.  Especially  should 
every  precaution  be  observed  at  ma- 
ternity or  other  hospitals  where 
women  are  to  be  confined.  Dr.  Potter 
deplores  the  fact  that  practitioners  in 
the  rural  districts  cannot  carry  out 
every  injunction  given  above,  and 
seems  to  be  impressed  with  the  idea 
that  they  must,  therefore,  have  bad 
results. 

"  We  desire  to  remark  for  the  bene- 
fit of  Dr.  Potter  that  nine  out  of  every 
ten  country  practitioners  of  twenty  or 
thirty  years*  practice  never  see  a  case 
of  puerperal  sepsis,  in  spite  of  the 
fact  that  many  women  in  the  country, 
particularly  the  far  West,  are  confined 


under  the  most  adverse  conditions, 
many  of  them  surrounded  by  filth,  and 
living  in  houses  not  good  enough  for 
horses,  where  the  kitchen,  dining- 
room,  drawing-room,  parlor,  bed-room 
and  dog-kennel  are  all  one  and  the 
same  apartment.  Furthermore,  they 
may  not  even  receive  the  advantage 
of  a  physician,  but  are  delivered  by 
some  filthy  old  midwife,  and  left  for 
days  surrounded  by  all  the  dirty 
clothing  employed  during  confine- 
ment. Yet  these  parturient  women 
do  nicely,  and  the  so-called  puerperal 
fever,  if  not  unknown  to  them,  very 
rarely  occurs.  The  truth  is,  the 
pathogenic  germs  are  rarely  found 
in  the  country,  therefore  the  care  of 
the  patient  in  crowded  cities  is  not 
absolutely  necessary  in  country 
places. 

"If  Dr.  Potter  had  made  himself 
familiar  with  the  facts,  he  would  not 
have  made  use  of  such  suggestions  as 
appear  in  the  following  paragraph  : 

"  *As  a  final  thought/  permit  me  to 
observe  that  with  greater  care  given 
by  the  general  practitioner  in  the  re- 
mote portions  of  the  country  and 
away  from  the  large  centres,  as  well 
as  in  the  populous  cities,  it  is  my 
opinion  that  so-called  puerperal  fever 
may  be  eliminated  as  a  factor  of  con- 
stant menace  in  the  parturient  cham- 
ber, and  that  ophthalmia  neonatorum 
may  be  absolutely  and  entirely  pre- 
vented.' " 

I  need  not  detain  you  with  a  re- 
joinder to  this  ill-considered  criticism. 
I  read  it  to  you  as  a  justification,  in 
some  sense,  for  appropriating  so  much 
of  your  valuable  time  in  cultivating 
ground  that  has  been  well  ploughed 
and  harrowed  before. 

When  physicians  can  be  found — 
and  especially  editors,  who  ought  to 
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be  leaders  in  sound  medical  thought 
and  opinion — to  take  the  position  of 
our  Kansas  City  friend,  then,  I  re- 
peat, there  is  still  room  for  much  agi- 
tation on  this  subject. 

It  will  be  observed  that  I  have  not 
advocated  a  complicated  technique, 
with  never-ending  formulae  for  chemi- 
cal solutions,  and  complicated  rules 
for  their  use  that  nobody  could  be 
expected  to  obey  ;  but  a  simple  plan 
that  anybody  can  carry  out  in  the 
tenement  house,  cottage  or  mansion. 
But  I  detain  you  too  long. 

In  conclusion,  I  beg  to  submit  the 
following  summary,  embracing  the 
principal  points  for  discussion  evolved 
in  this  paper : 

I. — Obstetric  engagements  once  ac- 
cepted should  be  faithfully  fulfilled, 
no  matter  how  awkwardly  they  fit. 
Apply  the  same  rule  of  cleanliness  to 
rich  and  poor  alike.  Decline  service 
when  this  cannot  be  done.  Human 
life  is  too  precious  to  jeopardize  it  by 
slip-shod,  half-hearted  or  indifferent 
service. 

II. — The  physician  should  be  a 
model  of  cleanliness  in  body  and 
clothing,  and  should  insist  upon  the 
observance  of  similar  conditions  by 
all  persons  in  and  about  the  lying-in 
chamber. 

III. — The  delivery  room,  whether 
in  hovel  or  palace,  court,  alley  or  ave- 
nue, should  be  simple  in  its  furniture 
and  hangings,  and  be  cleaned  with 
soap,  water  and  whitewash  (if  possible 
to  use  the  latter)  immediately  before 
occupancy  by  the  puerpera. 


IV. — The  delivery  bed  should  con- 
sist of  a  new  tick  filled  with  sweet 
and  clean  straw,  covered  with  a 
blanket,  impervious  dressing  and  a 
folded  sheet,  with  other  clean  cover- 
ing to  be  allowed,  according  to  season. 
Exceptions  to  this  simple  bed  should 
be  as  few  as  possible,  and  in  no  event 
should  a  bed  be  substituted  that  has 
been  used  by  the  sick,  or  that  is  not 
beyond  even  a  suspicion  of  infection. 

V. — The  patient  should  be  specially 
prepared  for  delivery  by  baths  and 
enemata,  vaginal  douches  and  clean 
clothing ;  and  labor  should  be  con- 
ducted on  the  lines  of  absolute  clean- 
liness, with  few  digital  examinations, 
and  a  complete  delivery  of  the  secun- 
dines. 

VI. — Lesions  of  the  genital  tract 
should  receive  careful  attention  ; 
rents  of  the  perinseum  should  be  re- 
paired, and  so,  too,  in  some  instances 
should  tears  of  the  cervix. 

VII. — Antiseptic  solutions  contain- 
ing a  germicide  should  be  used  for 
cleaning  the  hands  and  instruments 
of  the  operator.  Intra-uterine  irri- 
gation with  sterilized  water  should  be 
carefully  employed  after  operative 
midwifery,  either  manual  or  instru- 
mental. 

VIII. — Finally,  if  sepsis  proceed  to 
suppuration  and  abscess,  the  abdomen 
should  be  opened,  pus  cavities  emp- 
tied, irrigation  used  and  drainage 
established.  If  the  uterus  and  ad- 
nexa  become  thoroughly  infected 
they  should  be  extirpated. 

28^  Franklin  Street, 
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Case  I. — Mrs.  W.,  supposed  to  be 
suffering  from  a  tumor  by  her  attend- 
ant, but  too  weak  to  have  anything 
done.  Dr.  Millick  was  consulted. 
He  at  once  insisted  that  an  operation 
was  her  only  chance  for  life.  A  large 
mass  on  the  left  side  extended  as  high 
as  the  umbilicus,  and  was  excessively 
tender.  She  had  missed  two  periods, 
July  and  August,  and  then  had  symp- 
toms of  miscarriage,  and  continued  to 
bleed  up  to  the  time  of  the  operation. 
When  the  abdomen  was  opened  the 
clot,  which  was  a  very  large  one,  was 
undergoing  softening,  and  the  patient 
was  suffering  from  peritonitis.  It  was 
found  that  to  remove  the  sac  and  tear 
the  tremendous  adhesions  then  exist- 
ing would  more  than  likely  kill  our 
patient.  It  was  decided  to  remove 
only  its  contents — the  placenta  and 
blood-clot  of  an  old  broken-down 
extra-uterine  pregnancy,  wash  out  and 
drain.  The  patient  made  a  slow  but 
perfect  recovery. 

Case  IL — Mrs.  C,  suffering  from 
nodular  fibroid  disease  of  the  uterus 
of  some  five  years'  duration.  One 
child  7  years  old.  Her  suffering 
began  two  years  after  the  birth  of  her 
child,  and  continued  to  increase  in 
severity  until  operated  on.  More 
than  half  her  time  was  spent  in  bed 
or  on  the  cot ;  the  bleeding  continued 
more  than  half  the  time,  and  often 
large  clots.  After  the  removal  of  the 
appendages  she  remained  in  the  hos- 
pital  seven  weeks,   and   greatly   im- 
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proved  in  her  general  condition  and 
flesh.  Her  improvement  continues 
since  her  return  home. 

Case  III. — Mrs.  S.,  suffering  from 
gonorrhoea!  pus  tubes,  the  result  of  in- 
fection from  a  drunken  husband.  She 
has  five  children,  the  youngest  5  years 
old.  Soon  after  the  birth  of  this  child 
she  was  diseased,  and  continued  to 
suffer  from  that  time  on  with  what 
the  doctor  called  pelvic  peritonitis.  I 
first  saw  her  in  a  little  broken-down 
alley  home  at  Eighth  and  Cherry 
Streets,  and  had  her  removed  to  the 
hospital  and  the  tubes  removed.  They 
were  greatly  adherent  and  sacculated, 
and  could  easily  be  traced  from  the 
vagina.  The  patient  made  a  most 
rapid  recovery. 

Case  IV. — Mrs.  F.,  65  years  old, 
patient  of  Dr.  West,  Jr.,  of  Kemble- 
ville,  Chester  County.  I  removed  a 
multilocular  ovarian  of  twelve  pounds 
in  weight.  This  patient  made  a  rapid 
recovery. 

Case  V. — Mrs.  S.  S.,  of  Trenton, 
N.  J.,  a  patient  of  Dr.  B.  W.  McGal- 
liard.  This  patient  had  suffered  for 
ten  years  with  hydrosalpinx  of  both 
sides,  as  large  as  the  fist  on  the  one 
side  and  half  as  large  on  the  other. 
She  had  one  child  10  years  old,  and 
had  never  been  well  since  that  time. 
They  were  both  removed,  and  the 
patient  made  a  good  recovery. 

Case  VL— Mrs.  R.,  Twelfth  and 
Vine  Streets,  Philadelphia,  patient  of 
Dr.  Decker,  had  suffered  a  long  time 
with  a  chronic  diseased  condition,  with 
constant  pain  and  discharge  from  the 
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vagina.  On  examination  it  was  found 
that  the  pelvic  basin  was  full.  Opera- 
tion and  the  removal  of  a  large  pus 
tube  on  the  one  side  and  a  diseased 
and  adherent  tube  on  the  other.  She 
made  a  good  recovery. 

Case  VII.— Mrs.  L.  D.,  36  years 
old,  patient  of  Dr.  J.  B.  Shaw,  of 
Trenton,  N.  J.  Mrs.  D.  was  married 
ten  years  and  never  pregnant.  Six 
weeks  before  operation  came  to  Phila- 
delphia for  treatment  for  sterility. 
Forcible  dilatation  of  the  cervix  was 
used  by  a  gynaecologist.  It  gave  her 
great  pain,  and  it  was  with  consider- 
able difficulty  that  she  returned  home, 
went  at  once  to  bed,  and  suffered  from 
a  severe  attack  of  inflammation  of  the 
left  tube,  the  abscess  breaking  in  the 
bowel.  This  fistulous  opening  closed, 
and  the  abscess  again  filled  and  dis- 
charged through  the  bowel  and  vagina. 
The  fistula  closed  for  the  second  time. 
She  was  becoming  emaciated  and 
septic. 

At  this  time  Dr.  Shaw  asked  me 
to  see  the  case  with  him.  He  had 
decided  there  was  a  large  abscess  on 
the  left  side  which  extended  as  high 
as  the  crest  of  the  left  ilium  almost  to 
the  median  line  of  the  abdomen.  On 
January  i  I  did  a  section,  removed  all 
the  pus  sac  and  the  diseased  tube  that 
I  could.  Could  not  remove  all  on 
account  of  ihe  dense  adhesions  to  the 
bowel  and  vagina  at  the  old  fistulous 
point.  Ten  to  twelve  ounces  of  pus 
were  discharged  through  the  abdo- 
minal opening  at  time  of  opera- 
tion.    Thorough  irrigation  and  glass 


drainage.      Patient  made  a  good  re- 
covery. 

Case  VIII. — Miss  S.,  patient  of  Dr. 
Ships,  of  Bordentown,  N.  J.  Opera- 
tion, supra-pubic  hysterectomy,  with 
removal  of  a  large  ovarian  growth  on 
the  right  side,  filled  with  a  black 
gelatinous  fluid  of  the  consistency  of 
tar,  the  right  ovary  and  tube  much 
diseased,  with  an  intra-peritoneal  cyst 
in  the  region  of  the  left  kidney,  ad- 
herent to  everything,  which  was  with 
great  difficulty  removed ;  no  ligature 
used.  In  the  removal  of  the  uterus 
it  was  thought  best  to  ligate  the  tubes 
deep  down  in  the  pelvis,  and  apply  the 
noeud  at  a  high  level.  This  patient 
was  also  suffering  from  a  large  ventral 
hernia,  the  result  of  an  operation  per- 
formed July  31,  1890.  An  exploratory 
incision  showed  everything  at  that 
time  was  in  such  a  matted  and  adher- 
ent condition,  the  nodular  fibroid  of 
the  uterus  so  closely  resembling  malig- 
nancy that  I  thought  the  danger  too 
great  to  remove  it.  The  fibroid  con- 
tinued to  grow,  and  was  forced  out  of 
the  pelvis.  This  patient  continued 
to  bleed  two-thirds  of  the  time.  Her 
condition  became  so  hopeless  that 
she  demanded  radical  operative  meas- 
ures to  remove  the  diseased  conditions 
at  any  cost  or  danger  to  life.  January 
II,  assisted  by  Dr.  Joseph  Price,  the 
operation  was  performed.  For  six 
hours  after  the  operation  no  pulse 
could  be  detected  at  the  wrist.  She 
has  made  an  uninterrupted  recovery. 
The  noeud  was  removed  on  the  ninth 
day. 


UTERINE  CANCER. 
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BY    DR.    J.    M.    BALDV, 

PHILADELPHIA. 


I  HAD  intended  to  bring  up  the 
subject  of  uterine  cancer  rather  than 
that  of  vaginal  hysterectomy.  I  have 
brought  a  dozen  specimens  illustrat- 
ing different  phases  of  the  disease. 
The  historic  symptoms  of  pain,  haem- 
orrhage and  bad-smelling  discharge, 
as  laid  down  in  the  books,  are  all  very 
well,  but  when  we  come  to  practical 
work  we  often  find  that  cancer  has 
advanced  to  a  irremedial  stage  before 
these  symptoms  appear.  The  speci- 
men which  I  hold  in  my  hand  is  one  of 
carcinoma  of  the  fundus.  Here  the 
only  symptom,  and  that  was  very  dubi- 
ous, was  a  haemorrhage  that  occurred 
after  the  menopause.  That  at  once 
made  me  suspicious,  and  here  comes  up 
the  whole  subject  of  stormy  or  irreg- 
ular menopause.  I  think  that  we  can- 
not dwell  too  much  upon  the  fact 
that  where  we  have  a  stormy  meno- 
pause we  should  always  bear  in 
mind,  cancer,  and  look  for  it.  If, 
after  the  menopause  has  been  estab- 
lished, irregular  uterine  bleeding 
begins,  a  strong  presumptive  evidence 
of  this  disease  is  established,  on 
which  we  ought  to  act;  if  no  other 
cause  for  it  can  be  found.  There  is 
only  one  treatment  for  cancer,  but  it 
is  a  question  how  far  it  is  curative. 
This  matter  of  the  treatment  of  can- 
cer of  the  interior  of  the  uterus  by 
curetting  and  the  application  of 
chloride  of  zinc,  or  intra-uterine  appli- 
cations of  any  kind,  is  simply  folly, 
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and  we  might  as  well  recognize  it  at 
first  as  at  last.  By  such  treatment 
you  will  lose  the  patient,  whereas  she 
might  have  a  chance,  had  the  only 
proper  treatment  been  instituted  at 
once,  or  as  scon  as  the  suspicion  had 
become  a  reasonable  certainty.  There 
is  nothing  to  be  expected  from  medi- 
cal treatment  or  minor  surgical  treat- 
ment. It  is  a  radical  operation  or 
nothing.  Holding  that  opinion, 
where  I  suspect  cancer  I  recommend 
vaginal  hysterectomy  at  once,  with- 
out any  further  preliminary.  In 
many  cases  I  do  not  curette  the 
uterus  to  obtain  a  specimen  for 
microscopical  examination,  for  the 
reason  that  I  have  never  as  yet  been 
able  to  find  the  pathologist  who  could 
give  me  any  definite  information 
from  the  scraping.  The  clinical 
symptoms  are  far  the  most  valuable. 
*  In  a  patient  two  or  three  years  past 
the  menopause  and  flowing  irregu- 
larly, where  no  other  cause  can  be 
found  for  the  haemorrhage,  it  is  suffi- 
cient to  get  rid  of  the  uterus  by  vagi- 
nal hysterectomy.  It  is  better  for 
her  not  to  take  a  single  chance. 

Th#se  specimens  were  all  removed 
by  vaginal  hysterectomy  with  the 
ligature.  I  have  entirely  given  up 
the  use  of  the  clamps.  I  make  an 
opening  anteriorly  and  posteriorly, 
and  tie  the  broad  ligaments  on  both 
sides  with  catgut,  stitch  the  stumps 
in  the  vagina  and  close  the  vaginal 
vault  without  drainage.  This  brings 
the  ligatures  into  the  vagina ;  where 
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they  slough  away.  It  leaves  no  raw 
surface ;  it  controls  all  the  vessels, 
and  there  is  nothing  to  remove  sub- 
sequently. It  gives  none  of  the 
theoretical  objections  of  sepsis  or 
haemorrhage  following  the  removal  of 
the  clamps,  although  these  risks  may 
be  slight. 

These  specimens  illustrate  different 
types  of  cancer.  In  this  specimen  I 
am  doubtful  whether  it  is  cancer  or 
not.  You  will,  however,  note  how 
thick  and  suspicious  the  endometrium 
is.  If  it  is  not  malignant,  it  looks 
most  suspiciously  like  it. 

This  second  specimen  is  also  a 
doubtful  specimen  of  cancer,  but  the 
subsequent  pathological  examination 
pronounces  it  undoubtedly  so.  Ulcer- 
ation and  breaking  down  have  not 
yet  begun. 

In  this  third  specimen  we  have  a 
marked  ulcerative  form  of  epithe- 
lioma occupying  the  uterus  above 
the  line  of  the  os. 

The  fourth  is  a  specimen  of  epithe- 
lioma of  the  cervix. 

Two  of  the  other  specimens  are 
interesting,  as  they  were  removed 
for  prolapse.  I  have  come  to  the 
opinion  that  in  these  cases  of  com- 
plete prolapse  after  the  menopause, 
with  large,  heavy  uteri,  measuring 
five  or  six  inches  in  length,  it  is  a 
waste  of  time  to  attempt  to  make  a 
cure  by  a  plastic  operation.  It  is  a 
simple  thing  to  open  the  cul-de-sax: 
and  tie  off  the  broad  ligaments,  and 
in  these  bad  cases  of  prolapse  I  do 
not  hesitate  to  recommend  removal 
of  the  uterus.  It  is  surprising  how 
often  you  will  remove  a  cancer  of  the 
uterus  in  these  cases.  In  this  case, 
Dr.  Guiteras  and  Dr.  Stengle  pro- 
nounced the  uterus  to  be  the  seat  of 
beginning  cancer.     The  second  case 


was  also  suspicious,  but  the  micro- 
scopical examination  did  not  prove 
that  it  was  cancerous.  The  womb 
was  prolapsed  and  there  were  all  the 
clinical  symptoms  of  cancer — pain, 
smelling  discharge  and  irregular 
bleeding.  I  removed  it  for  the 
double  reason  of  prolapse  and  possi- 
ble cancer. 

A  few  days  ago  I  removed  a  uterus 
with  a  fibroid  tumor  that  presents 
some  points  of  interest.  The  patient 
had  been  treated  by  Dr.  Massey  with 
electricity  for  a  year  and  a  half  or 
two  years.  The  patient  was  finally 
placed  in  bed  for  three  or  four 
months.  She  got  out  of  bed  to 
come  to  me  for  an  opinion,  and  was 
confined  to  bed  for  another  month 
before  she  could  come  to  the  hospital 
for  operation.  I  made  a  complete 
removal,  and  she  is  now  convales- 
cent. There  is  one  small  nodule,, 
as  you  can  see,  which  looks  slightly 
suspicious.  It  is  interesting  from 
the  point  of  view  that  it  had  been 
treated  by  electricity  so  long  by  an 
expert,  and  only  ended  in  coming  for 
this  treatment,  which  should  have 
been  applied  in  the  first  place.  It  is 
a  fair  specimen  of  what  is  happening 
to  all  the  fibroids  treated  by  elec- 
tricity in  this  city.  Unfortunately, 
some  of  them  do  not  find  their  way 
to  a  surgeon  before  they  have  sup- 
purated. I  have  made  up  my  mind 
to  refuse  to  operate  on  any  more 
fibroids  which  suppurate  during  the 
treatment  by  electricity.  This  wo- 
man came  soon  enough  to  be  saved. 
Her  operation  is  ten  days  old,  and 
she  is  perfectly  safe  and  convales- 
cent. I  amputated  at  the  neck  and 
dropped  the  pedicle,  stitching  the 
peritonaeum  over  the  stump. 
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I  WISH  to  present  the  specimens 
removed  in  a  hysterectomy  for  soft 
fibroid  of  the  womb.  The  patient, 
Mrs.  G.,  aged  57,  multipara,  first 
noticed  the  tumor  about  three  years 
ago,  since  which  time  it  has  grown 
slowly  until  recently ;  of  late,  it  has 
grown  more  rapidly.  She  menstru- 
ated regularly  until  about  a  year  ago, 
losing  a  large  amount  of  blood.  Some 
three  months  ago  she  had  a  severe 
haemorrhage,  which  almost  cost  her 
her  life.  Pain  has  been  a  prominent 
symptom  of  late.  I  saw  her  in  con- 
sultation with  Dr.  MacBride,  and  in 
view  of  her  low  vitality  recommended 
curetting  as  a  temporary  measure  to 
guard  against  a  recurrence  of  the 
bleeding.  The  tumor  was  single,  and 
filled  the  pelvis  and  projected  into  the 
abdominal  cavity.  Curetting  was 
done,  but  unsatisfactorily,  owing  to 
the  tortuosity  of  the  uterine  canal. 
Inflammation  of  the  tumor  resulted, 
but  subsided  in  about  a  week.  Further 
observation  of  the  case  convinced  me 
that  it  would  be  wise  to  remove  the 
tumor,  which  was  done.  I  determined 
to  adopt  the  method  of  tving  off  the 
broad  ligaments,  amputating  the  cer- 
vix at  the  level  of  the  vagina  and 
covering  over  the  stump  with  peri- 
tonaeum, making  it  extra-peritoneal. 
Various  modifications  of  the  method 
have  been  made  by  different  men, 
but  so  far  as  I  am  concerned.  Dr.  Baer 
deserves  the  credit  of  having  con- 
vinced me  that  the  noeud  can  be  given 
up  with  safety  and  advantage.     I  be- 
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lieve  that  it  is  wise  to  sew  the  peri- 
tonaeum over  the  stump  in  all  cases  ; 
and  that  it  is  good  practice  to  disin- 
fect the  cervical  canal  and  to  pass 
gauze  through  it,  in  certain  cases,  to 
render  drainage  through  the  cervical 
canal  more  certain — points  which  Dr. 
Baer  does  not  insist  upon,  and  which 
have  been  dwelt  upon  by  Chrobak. 
Nevertheless,  it  was  the  remarkably 
good  results  obtained  by  Baer,  and 
not  the  work  of  Chrobak,  which  made 
me  a  convert  to  the  method.  My 
single  experience  with  the  method 
was  extremely  satisfactory.  The 
broad  ligaments  are  easily  tied  off, 
the  peritonaeum  stripped  off  the  cer- 
vix in  front  and  behind,  the  tumor 
cut  away,  the  cervix  trimmed  down, 
and  the  peritonaeum  sewed  over  the 
cervical  stump,  making  it  sub-peri- 
toneal. It  takes  no  longer  to  do  this 
than  it  does  to  stitch  the  peritonaeum 
around  the  cervix  after  trimming  the 
stump  when  doing  the  operation  with 
the  serre-noeud.  The  after-manage- 
ment of  the  case  is  so  much  more 
satisfactory  that  only  one  hopelessly 
prepossessed  in  favor  of  some  other 
method  can  fail  to  admit  the  value  of 
this  one.  Another  advantage  about 
it  is  that  the  stump  is  always  the 
same — the  cervix — and  that  the  rne- 
thod  is  applicable  not  only  to  the 
simple  cases,  but  also  to  those  in 
which  the  tumor  is  intra-ligamentous. 
I  wish  to  say  in  conclusion  that  I 
cannot  speak  too  strongly  of  my 
satisfaction  in  adding  this  operation 
to  my  resources.  Mrs.  G.  made  an 
uncomplicated  recovery. 
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Case    of    Ovarian    Poly-cyst,  Removed    from    a    AA/'oman 
Suffering   from    Chronic    Bright's   Disease.^ 


BY    CHARLES    P.  NOBLE,  M.D  , 

PHILADELPHIA. 


I  PRESENT  this  specimen  of  a  large 
poly -cyst,  having  much  solid  material 
contained  in  its  walls  and  having  some 
three  gallons  of  fluid  contents,  which 
I  removed  from  a  woman  the  subject 
of  chronic  Bright's  disease,  largely  to 
say  a  few  words  about  operation  in 
the  presence  of  chronic  nephritis. 
Having  lost  several  cases  with  sup- 
pression of  urine,  upon  whom  I  had 
operated  for  inflammatory  trouble  in 
the  uterine  appendages,  I  felt  that 
chronic  Bright's  disease  was  a  bar  to 
abdominal  section.  I  have  advised 
against  operation  in  several  cases  on 
that  account,  but  knowing  that  others 
had  not  had  so  unfortunate  an  experi- 
ence, especially  when  operating  for 
cystoma,  I  determined  to  give  this 
poor  woman  the  chance  of  recovery. 
She  consulted  me  some  six  months 
ago,  the  tumor  then  being  of  large 
size,  but  owing  to  the  guarded  prog- 
nosis given  she  refused  operation, 
saying  that  she  would  live  as  long  as 
possible  with  the  tumor  and  then  have 
it  out.  She  carried  this  intention  out 
to  the  letter.     She  asked  for  operation 
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when  she  was  so  distended  that  she 
could  not  lie  down,  and  when  the 
secretion  of  urine  amounted  to  only 
six  ounces  in  the  twenty-four  hours. 
The  operation,  to  my  gratification, 
proved  easy  and  was  rapidly  done, 
some  fluid  escaping  into  the  abdom- 
inal cavity.  To  avoid  all  chance  of 
sepsis,  irrigation  and  drainage  were 
used.  The  convalescence  was  un- 
eventful, being  chiefly  remarkable  for 
the  large  amount  of  urine  secreted. 
Eighteen  ounces  were  passed  the  first 
twenty-four  hours,  as  against  an  aver- 
age of  ten.  She  has  made  a  good  re- 
covery, and  the  case  encourages  me 
to  operate  for  cystoma  even  in  the 
presence  of  Bright's  disease.  In  the 
case  of  inflammatory  disease  of  the 
uterine  appendages  I  still  believe  that 
it  is  unwise  to  operate.  Suppression 
of  urine  is  almost  sure  to  follow.  The 
reason  for  the  better  results  in  tumor 
cases  is  plain — removing  the  tumor 
removes  pressure  from  the  kidneys 
and  thus  tends  to  assist  in  restoring 
their  function.  Chloroform  was  used 
as  an  anaesthetic  because  of  its  sup- 
posed advantage  over  ether  in  being 
less  irritating  to  the  kidneys. 
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Digital  Dilatation  of  the  Pregnant  Uterus.^ 


BY    ERNEST    COPELAND,    M.D., 

MILWAUKEE,  WIS. 


On  consulting  the  various  works  on 
obstetrics,  I  find  no  successful  method 
of  rapid  dilatation  of  the  pregnant 
uterus  mentioned.  Barnes'  fiddle-bag 
dilators  probably  most  nearly  meet  the 
indications,  allowing  for  the  fact  that 
they  are  often  out  of  order  from  de- 
terioration and  rupture  of  the  rubber, 
and  that  it  requires  several  hours  to 
dilate  sufficiently  with  them  to  apply 
the  instruments  or  turn.  In  eclamp- 
sia, the  dilatation  must  be  performed 
while  the  patient  can  safely  be  kept 
under  the  influence  of  an  anaesthetic ; 
otherwise,  some  obstetricians  believe, 
more  harm  than  good  is  done  in  at- 
tempting to  deliver. 

Most  authors  agree  that  the  termi- 
nation of  labor  in  eclampsia  renders 
the  prognosis  much  more  favorable ; 
but  the  great  difficulty  has  been  that, 
in  most  cases,  the  cervix  is  not  suffi- 
ciently dilated  to  allow  the  use  of  in- 
struments or  turning,  and  some  be- 
lieve that  the  irritation  produced  by 
attempting  dilatation,  by  any  of  the 
known  methods,  works  more  injury 
than  benefit. 

Even  with  Barnes'  dilators,  several 
hours  are  required  to  produce  suffi- 
cient dilatation  to  apply  the  instru- 
ments. 

Hirst,  in  the  American  System  of 
GyncEcology  and  Obstetrics y  under  the 
head  of  Eclampsia,  says :  "If  labor 
has  come  on,  it  is  the  obstetrician's 
duty  to  deliver  as  soon  as  possible, 
abstaining,  however,  from  all  violence. 

1  Read  before  the  Milwaukee  Medical  Society,  1893. 


.  .  .  The  induction  of  labor  adds  to 
reflex  irritation,  and^  considering  the 
length  of  time  which  must  elapse  be- 
fore the  uterus  can  be  emptied,  the 
patient  may  perish  before  its  accom- 
plishment." Under  the  same  head, 
Charpentier  says :  "All  accoucheurs 
are  agreed  on  this  one  point,  that 
whenever  one  can  terminate  labor, 
either  by  the  use  of  forceps  or  turn- 
ing, without  injury  to  the  mother,  it 
will  be  best  to  do  so,  as  well  for  the 
mother  as  the  child,  i.  e.,  whenever  the 
cervix  is  dilated  or  dilatable ;  but  when 
the  cervix  is  neither  dilated  nor  dila- 
table—when, in  a  word,  labor  has  not 
commenced,  ought  one  to  artificially 
induce  labor  .^"  Authors  are  far  from 
agreed  on  this  point.  Again,  Pajot 
very  positively  condemns  the  induc- 
tion of  labor,  for  he  says:  "This  re- 
quires a  long  time;  the  disease  itself 
tends  to  induce  labor." 

Now,  by  the  method  of  digital  dila- 
tation of  the  cervix,  to  which  I  wish 
to  call  your  attention,  the  uterus  can 
be  emptied  within  two  hours — often 
in  half  of  that  time.  Such  being  the 
case,  I  think  that  most  obstetricians 
will  agree  that  the  emptying  of  the 
uterus  is  the  proper  procedure  in 
eclampsia.  I  first  adopted  this  method 
for  delivering  the  after-birth  in  mis- 
carriages, but  I  refer  especially  to 
eclampsia  because  it  is  in  these  cases 
that  the  necessity  for  rapid  evacuation 
of  the  uterus  most  often  exists. 

The  method  is  simple — the  appli- 
ances for  doing  it  are  always  at  hand. 
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MctJiod. — I  proceed  in  the  following 
manner :  After  taking  all  proper  pre- 
cautions to  render  the  parts  aseptic 
the  patient  is  put  completely  under 
the  influence  of  an  anaesthetic;  she  is 
then  placed  in  the  dorsal  position,  and 
the  index  finger  of  the  operator's  right 
hand  is  inserted  in  the  cervix.  When 
the  cervix  is  sufficiently  opened  to 
admit  two  fingers,  the  index  finger  of 
the  left  hand  is  also  introduced,  and 
the  uterus  drawn  down. 

It  is  often  of  undoubted  benefit  to 
have  pressure  from  above,  if  you  have 
an  extra  assistant.  The  fingers  are 
now  rotated  from  left  to  right  and 
right  to  left,  the  finger  of  each  hand 
completing  half  a  circle,  bringing  uni- 
form pressure  to  bear  successively  on 
each  portion  of  the  cervix ;  as  the 
cervix  dilates,  other  fingers  are  intro- 
duced until  three  fingers  of  each  hand 
are  used.  Of  course,  the  stronger  the 
fingers  the  more  rapid  will  be  the 
dilatation. 

I  would  emphasize  that  this  is  not 
simply  a  stretching  process,  but  uni- 
form distribution  of  force  successively 
to  each  portion  of  the  cervix. 

My  experience  is  that  there  is  no 
more  danger  of  lacerating  the  tissue 
than  in  a  normal  labor,  where  one 
must  resort  to  instruments  or  turning. 
When  the  uterus  is  sufficiently  di- 
lated the  case  is  conducted  as  an  or- 
dinary labor.  I  have  practiced  this 
method  of  dilating  for  several  years, 
and  have  yet  to  find  a  case  that  could 
not  be  readily  dilated.  The  following 
are  three  typical  cases  : 

Case  I. — Mrs.  F.  A.,  primip.,  aged 
17  years.  Six  months  pregnant ;  9 
P.M.  had  a  convulsion  ;  urine  found 
loaded  with  albumin,  and  granular 
casts  quite  numerous;  at  11.50  p.m. 
still  in  a  semi-comatose  condition. 


I  inserted  a  catheter  in  the  uterus 
to  bring  on  labor.  My  patient  had 
several  convulsions  before  morning. 

At  11.30  the  next  day  labor  not 
having  begun,  I  concluded  to  deliver 
her  by  rapid  digital  dilatation.  When 
I  began  the  uterus  would  admit  only 
the  end  of  the  index  finger ;  an  hour 
from  the  beginning  of  the  anaesthetic 
the  uterus  was  emptied. 

This  case  made  a  rapid  and  com- 
plete recovery.  When  I  examined 
her  several  months  after  the  cervix 
was  in  a  perfectly  healthy  condition, 
with  no  laceration. 

Case  II. — Mrs.  H.,  primip.,  aged  22 
years.  I  saw  her  for  the  first  time 
when  she  was  six  months  pregnant. 
She  was  suffering  with  a  severe  head- 
ache and  oedema  of  the  lower  ex 
tremities ;  the  urine  was  loaded  with 
albumin  and  a  few  casts.  I  prescribed 
hot  packs,  milk  diet,  and  kept  the 
bowels  very  loose.  My  patient  im- 
proved rapidly  under  this  treatment ; 
the  oedema  entirely  disappeared,  and 
the  amount  of  albumin  greatly  de- 
creased. 

She  did  well  until  the  middle  of  the 
eighth  month,  when  one  afternoon 
she  complained  to  her  husband  of  a 
very  severe  headache,  and  almost  im- 
mediately after  had  a  severe  convul- 
sion. When  I  arrived,  at  4  p.m.,  she 
lay  in  a  semi-comatose  condition.  I 
returned  to  my  office,  a  mile  distant, 
for  chloroform  and  assistance,  and  at 
6  P.M.  the  uterus  was  emptied. 

The  child  was  alive,  but  lived  only 
a  few  hours.  I  examined  this  case 
several  months  later,  and  found  the 
cervix  only  slightly  lacerated.  She  is 
again  pregnant. 

Case  III. — Mrs.  S.,  primip.,  aged  24 
years.  Convulsions  came  on  at  about 
the  eighth  month.    Digital  dilatation ; 
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forceps ;  time,  about  one  and  one-half 
hours. 

This  case  also  made  a  good  recovery. 
I  did  not  examine  her  afterward.  She 
is  again  pregnant. 

The  advantages  of  this  method  are : 

First. — The  cervix  can  be  dilated 
more  rapidly  than  by  any  other  me- 
thod that  I  know. 

Second. — You  always  have  the 
means  of  dilating  with  you,  with  no 
appliances  to  get  out  of  order. 

Third. — On  account  of  the  uniform 
distribution  of  force,  laceration  is 
scarcely  more  likely  to  occur  than  in 
a  normal  dilatation. 

DISCUSSION. 

Dr.  W.  A.  Batchelor:  I  have 
found  myself  wondering  occasionally 
why  something  of  the  kind  had  not 
been  spoken  of  in  some  of  the  books. 
As  Dr.  Copeland  says,  it  is  doubtful 
if  it  is  mentioned  in  any  of  the 
authorities.  I  had  occasion  to  look 
the  matter  up  some  three  or  four 
months  ago  in  the  case  of  a  woman 
who  was  in  a  condition  similar  to 
that  of  the  patient  described  by 
Dr.  Copeland,  and  found  nothing  on 
the  subject  mentioned  in  the  books  I 
could  get  at ;  and  (at  the  same  time 
and  other  times),  1  have  noticed  this, 
that  in  asking  other  gentlemen  about 
their  experience  with  Barnes'  bags,  I 
have  failed  to  find  anybody,  so  far, 
who  has  had  any  (or  who  had  used 
any).  That  also  struck  me  as  a  little 
peculiar.  In  the  particular  case  that 
I  had  in  my  care  the  cervix  was  not 
dilated  rapidly  as  Dr.  Copeland  sug. 
gests  and  describes,  but  attempts 
were  made  now  and  then,  and  with 
the  uterine  contractions  that  were 
coming  on  at  the  same  time,  the 
uterus  was  emptied ;  but  altogether 
26 


the  suggestion  seems  to  be  a  very 
good  one. 

Dr.  H.  M.  Brown :  I  would  sim- 
ply say  that  I  feel  indebted  to  Dr. 
Copeland  for  suggesting  this  same 
thing  to  me  some  two  years  ago,  and 
that  with  the  exception  of  sometimes 
being  bothered  to  know  which  is 
the  best  position  in  which  to  put  the 
patient  to  bring  about  satisfactory 
dilatation  I  have  never  seen  any 
reason  to  regret  having  adopted  the 
plan  in  a  number  of  cases.  If  the 
patient  lies  in  the  left  lateral  decubi- 
tus it  is  almost  impossible,  under 
ordinary  circumstances,  to  use  the 
left  hand,  and  I  would  like  to  ask 
in  what  position  Dr.  Copeland  puts 
the  patient } 

Dr.  Copeland :  In  posterior  decu- 
bitus. 

Dr.  Brown:  It  is  certainly  the 
best  possible  method  of  dilatation  in 
case  of  miscarriage,  and  particularly 
in  those  cases  where  there  has  been 
a  partial  evacuation  of  the  uterus  and 
retention  of  a  portion  of  the  placenta 
with  resulting  haemorrhage.  There  is 
no  method  or  instrument  that  I  know 
of  that  anywhere  near  as  completely 
suits  the  requirements  as  the  fingers 
in  the  uterus.  It  is  sometimes  quite 
impossible  to  get  the  fingers  of  both 
hands  into  the  uterus  without  the 
assistance  of  a  second  person,  mak- 
ing pressure  over  the  abdomen  ;  but 
after  the  dilatation  once  begins,  and 
after  the  fingers  of  both  hands  are 
once  hooked  in  under  the  cervix, 
there  is  no  difficulty  in  keeping  the 
uterus  low  enough  down  in  the  pelvis 
to  continue  dilatation  as  long  as  is 
desirable.  It  is  a  great  wonder  that 
the  method  has  not  been  adopted 
long  ago ;  but  I  believe  it  is  a  fact 
that  it  is  not  spoken  of  in  any  of  the 
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medical  reports.  I  can  say  nothing 
against  the  method  whatsoever. 

Dr.  Samuel  W.  French :  It  was 
some  three  years  ago  that,  with  Dr. 
Copeland  in  consultation  in  a  case  of 
placenta  prasvia,  I  practiced  that 
method  of  dilatation,  and  I  think  that 
in  less  than  twenty  minutes  the  cer- 
viz  was  sufficiently  dilated  to  com- 
pletely empty  the  uterus.  Of  course, 
I  know  that  that  woman  had  been  in 
labor,  and  had  had  excessive  haemor- 
rhage some  little  time  before  we  saw 
her,  but  she  was  completely  under  an 
anaesthetic.  Unfortunately,  though, 
that  case  went  to  the  bad,  as  uncon- 
trollable haematemesis  took  place 
immediately  after  the  delivery  of  the 
placenta  and  foetus,  the  reason  why  I 
cannot  tell,  although  the  family  laid 
it  to  the  anaesthetic. 

Dr.  J.  W.  Coon :  I  would  like  to 
make  inquiry  in  regard  to  the  diffi- 
culty there  might  be  sometimes 
encountered  in  introducing  both 
fingers  into  the  cervix,  providing  the 
labor  has  not  commenced,  and  the 
cervix  is  high  up.  I  have  not  tried 
that  method,  but  I  imagine  in  some 
cases  it  would  be  somewhat  difficult. 
I  would  like  to  ask  the  Doctor  if  he 
does  not  find  it  so  sometimes  ? 

Dr.  Copeland  :  I  have  never  ex- 
perienced any  difficulty ;  but  even  if 
you  should  have  difficulty  in  intro- 
ducing the  fingers  employ  Hegar's 
dilators  and  get  enough  dilatation  to 
get  two  fingers  in,  one  of  each  hand, 
then  all  difficulties  are  overcome,  be- 
cause you  can  commence  to  draw  the 
uterus  down  and  bring  it  right  in 
your  power. 

Dr.  Miles  H.  Clark  :  I  have  never 
had  occasion  to  use  any  method  in 
eclampsia ;  but  two  weeks  ago  last 
Sunday  a  case  occurred  in  my  prac- 


tice. In  this  case  the  pains  entirely 
left  in  the  first  stage,  and  the  cervix 
dilated  nowhere  near  enough  to  admit 
of  the  passage  of  the  head,  or  even 
of  the  forceps,  and  I  employed  this 
same  method  of  dilatation.  Dr.  Wal- 
bridge  gave  the  anaesthetic,  and 
inside  of  twenty-five  minutes  after 
that  the  cervix  dilated,  the  child  was 
delivered  and  after-birth  came  away, 
and  there  was  absolutely  no  tearing 
of  the  cervix ;  it  was  very  hard  and 
tense.  I  never  had  used  that  method 
before. 

Dr.  A.  J.  Burgess :  I  may  speak 
of  a  case  in  the  fourth  month  I  had 
two  weeks  ago.  I  had  not  heard  of 
this  method  before,  but  undertook  to 
dilate  with  the  fingers  without  anaes- 
thetics. The  uterus  lay  in  the  pelvis  ; 
the  index  finger  was  gotten  in  quite 
readily ;  then  I  undertook  to  get  in 
the  middle  fingers  aside  of  it ;  I  was 
partially  successful  after  some  time, 
and  finally,  with  the  left  index  finger 
and  the  right  thumb,  I  was  able  to 
get  in  and  make  a  dilatation  sufficient 
to  get  the  foetus  away  after  a  long 
time.  That  was  two  weeks  ago,  and 
the  end  of  my  right  thumb  is  still 
anaesthetic. 

Dr.  A.  J.  Puis  :  I  made  use  of  this 
method  some  two  years  ago,  when 
Dr.  Copeland  spoke  of  it  first,  in  a 
case  of  miscarriage,  about  two 
months,  I  think  it  was,  where  the 
ovum  was  in  the  cervix,  but  the  os 
was  just  large  enough  to  admit  one 
finger.  I  finally  got  in  the  tips  of 
both  fingers  and  stretched — and 
away  went  the  cervix,  quite  a  severe 
haemorrhage  following.  I  just  want 
to  make  a  note  of  this,  because  it  cer- 
tainly shows  us  what  we  must  expect 
in  such  cases.  Dr.  Copeland  means 
in  his  cases  that  you  can  put  your 
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fingers  way  up  above  the  internal  os 
and  then  dilate  ;  and  there  is  no  doubt 
of  it,  it  is  probably  the  best  method 
that  we  know  of,  except  when  you  can 
get  your  Barnes'  dilator  up  into  the 
uterus,  inflate  it  and  then  draw  it 
down ;  but  I  think  you  can  exert 
more  force  with  the  fingers  than  with 
the  dilator  ;  but  in  all  these  methods, 
and  in  this  method  especially,  it  is 
necessary  to  be  very  careful  about 
your  asepsis,  for  without  such  pre- 
caution, if  you  have  a  laceration,  you 
may  be  sure  that  septicaemia  will 
follow. 

Dr.  Copeland :  I  would  like  to 
correct  one  thing  in  Dr.  Puis'  re- 
marks, and  that  is  where  I  make  my 
distinction  between  dilatation  and 
stretching.  My  method  is  putting  in 
two  fingers  and  revolving  them  so  as 
to  bring  equal  pressure  on  all  portions 
of  the  cervix  in  succession,  running 
around  the  cervix  constantly ;  and  it 
is  in  just  that  one  thing  that  I  claim 
the  advantage  of  my  method — you  are 
not  apt  to  tear  the  cervix  any  more 
than  the  after-coming  head  is  apt  to 
tear  it,  because  the  pressure  is  con- 
stantly changing. 

Dr.  Puis :  You  could  not  well 
avoid  it  where  the  ovum  lies  in  the 
cervix. 

Dr.  Copeland  :  It  is  possible  to 
tear  the  cervix,  but  it  is  highly  im- 
probable. 

Dr.  F.  E.  Walbridge  :  This  meth- 
od, perhaps,  will  prove  to  be  some- 
thing like  new  instruments,  more  suc- 
cessful with  the  originator  of  the  plan 
than  in  other  hands.  The  successful 
use  of  the  plan  depends  somewhat 
upon  the  shape  of  the  operator's  hand, 
especially  the  length  of  his  fingers. 
For  that  reason  some  may  find  some 
diflSculty  in  using  this  method. 


Dr.  J.  S.  Barnes  :  Dr.  Copeland's 
paper  brings  to  mind  the  teachings  of 
my  professor  in  obstetrics.  His 
method  was  somewhat  different  from 
Dr.  Copeland's.  He  introduced  but 
one  hand.  His  method  was  to  intro- 
duce the  forefinger,  and  then  when 
there  was  sufficient  dilatation  he  in- 
troduced the  second  finger,  and  ro- 
tated the  fingers,  and  gradually  he 
made  a  wedge  of  all  four  fingers, 
which  he  rotated.  I  think  probably 
the  reason  for  his  employment  of  this 
method  was  that  his  fingers  were 
short  and  fat.  I  think  he  would  find 
some  difficulty  in  pursuing  Dr.  Cope- 
land's method. 

Dr.  E.  W.  Kellogg:  Is  not  this 
method  applicable  to  some  other  cases 
besides  eclampsia  ?  In  a  case  that  I 
saw  three  weeks  ago  the  physician 
that  had  it  in  charge  delivered  the 
child  all  except  the  head,  which  was 
still  retained  in  the  uterus.  It  was  a 
case  where  the  child  had  died  about 
the  fifth  month,  and  this  was  the 
eighth  month  of  pregnancy,  and  I  had 
a  good  deal  of  difficulty  in  trying  to 
dilate  the  cervix,  and  then  finally 
gave  it  up.  I  think  we  all  of  us  have 
had  a  good  deal  of  difficulty  in  keep- 
ing the  uterus  far  enough  down  in  the 
pelvis  to  insert  the  fingers.  We 
finally  waited  about  an  hour,  the  pains 
came  on  and  brought  away  the  after- 
coming  head. 

Dr.  W.  H.  Washburn  :  I  have  had 
occasion  several  times  within  the  last 
three  years  to  make  use  of  the  pro- 
ceeding, and  it  is  certainly  the  most 
valuable  method  that  we  have  of 
dilating  the  cervix  uteri.  About  two 
months  ago  I  employed  it  in  a  case  of 
miscarriage  in  the  third  month.  The 
woman  had  been  sick  for  some  days 
before  I  was  called  in  the  case,  and 
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there  had  been  a  great  deal  of  haem- 
orrhage, and  when  I  made  the  first 
examination  there  was  practically  no 
dilatation  of  the  cervix.  I  was  able  to 
introduce  one  index  finger,  that  of  the 
right  hand.  I  introduced  that  high 
up  into  the  uterus,  and  after  con- 
siderable manipulation  was  able  to 
introduce  the  middle  finger  so  as  to 
get  two  fingers  in.  As  soon  as  I  was 
able  to  do  that  I  withdrew  the  middle 
finger  and  introduced  the  index  finger 
of  the  left  hand,  the  two  index  fingers 
being  thus  back  to  back,  and  then 
made  an  effort  at  dilatation  with  these 
two  fingers.  In  the  course  of  a  very 
few  minutes  I  was  able  to  get  a  third 
finger  in,  and  in  a  few  minutes  more 
a  fourth.  I  do  not  think  I  was  en- 
gaged in  the  manipulation  to  exceed 
fifteen  minutes,  when  the  cervix  was 
dilated  enough  to  admit  of  the  passage 
of  the  foetus,  which  came  away  with- 
out the  rupture  of  the  membrane,  the 
placenta  and  embryo  in  the  sac  all 
being  delivered  at  once  ;  haemorrhage 
ceased,  and  everything  was  all  right. 
I  think  this  is  a  case  which  very  ad- 
mirably illustrates  the  value  of  the 
method ;  I  would  say  that  this  method 
Dr.  Copeland  spoke  of  to  me  some 
years  ago. 

Dr.  H.  M.  Brown  :  I  think  while 
being  placed  in  possession  of  a  means 
of  dilatation  of  the  cervix  of  the 
uterus  so  valuable  as  that  illustrated 
by  Dr.  Copeland,  we  are  placing  our- 
selves in  an  extremely  dangerous  atti- 
tude toward  a  large  number  of  cases 
which  will  be  criticised  most  severely 
by  the  public.  I  think  it  hardly 
proper  to  resort  to  chloroform  and 
forcible  dilatation  of  the  uterus  in  the 
first  stage  of  labor,  and  I  think  it  im- 
proper to  employ  this  method  in 
every  case  of  labor  that  does  not  ex- 


ploit itself  so  rapidly  as  we  think  it 
ought  to.  If  we  do  this,  we  will  lay 
ourselves  liable  to  a  vast  amount  of 
invidious  criticism.  I  see  no  reason 
why  the  obstetrician  should  interfere 
in  every  case  of  labor  that  does  not 
materialize  as  quickly  as  he  thinks  it. 
ought  to.  If  nature  is  left  alone,  in 
seven  out  of  ten  cases  where  forceps 
interference  or  the  method  recom- 
mended is  used,  nature  will  bring  the 
matter  to  a  successful  conclusion.  I 
do  not  believe  that  in  a  normal  presen- 
tation of  the  head,  and  no  eclampsia  or 
similar  complication  existing,  that  in 
the  majority  of  cases  the  medical  man 
is  authorized  to  interfere,  either  by 
dilatation,  forceps  application,  turning 
or  any  other  means. 

Dr.  M.  H.  Clark  :  With  all  due  re- 
spect for  the  opinions  of  Dr.  Brown,  I 
felt  myself  in  that  case  thoroughly 
justified  in  pursuing  the  method 
which  I  did.  A  brief  history  of  the 
case  is  simply  this  :  It  was  a  second 
child  ;  the  woman  was  weak,  anaemic ; 
the  labor  had  come  on  prematurely 
by  about  two  or  three  wrecks.  The 
labor  had  begun  with  very  slight 
pains,  indeed,  coming  on  about  ten 
minutes  apart.  The  first  night  these 
pains  lasted  about  three  hours.  That 
was  Wednesday  night.  Thursday  she 
had  no  pains  whatever.  Thursday 
night  about  12  o'clock  the  pains  re- 
turned, recurring  at  intervals  of  about 
five  minutes,  and  continuing  until 
about  6  or  7  o'clock  in  the  morning, 
Friday.  All  day  Friday  she  had  no 
pains ;  she  was  weak ;  no  appetite. 
Saturday  morning  about  3  o'clock  the 
pains  returned  and  lasted  until  6, 
recurring  at  about  the  same  intervals. 
I  saw  her  at  that  time  for  the  first 
time.  The  uterus  then  was  dilated 
about  the  size  of  a  twenty-five  cent 
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piece  or  a  little  larger,  and  the  pains 
were  accomplishing  absolutely  noth- 
ing. All  day  Saturday  the  history 
was  a  repetition  of  that  of  the  two 
previous  days.  Saturday  night  the 
pains  came  on  about  11  o'clock  and 
lasted  all  night,  until  about  7  o'clock 
Sunday  morning.  At  about  5  o'clock 
Sunday  morning  I  saw  her  again  ;  the 
uterus  was  dilated  possibly  a  little 
larger  than  a  fifty-cent  piece,  but  was 
hard  and  tense  during  each  pain,  and 
the  pain  still  accomplishing  nothing. 
All  day  Sunday  there  were  no  pains 
whatever  until  about  4  o'clock  in  the 
afternoon.  She  had  been  up  and 
about  a  little  during  the  day,  but  was 
very  weak,  and  felt  the  necessity  of 
being  confined  to  bed.  I  saw  her 
about  6.30  o'clock  in  the  evening, 
when  the  pains  were  fairly  good  as 
far  as  their  power  was  concerned,  but 
not  having  any  influence  whatever 
upon  the  dilatation  of  the  cervix. 
This  I  knew  by  an  occasional  ex- 
amination. About  10  o'clock  in  the 
evening  I  called  the  husband  aside 
and  told  him  that  the  labor  was  liable 
to  be  very  tedious  and  long,  and  ex- 
plained the  thing  exactly  to  him,  stat- 
ing the  two  alternatives,  of  letting 
nature  take  its  course  or  of  interfer- 
ence with  the  forceps,  and  he  immedi- 
ately asked  me  if  there  was  much 
danger  in  the  latter  procedure.  I 
told  him  that  there  was  no  more  than 
in  any  other  case  of  forceps  delivery, 
I  thought ;  and  he  consented,  and  re- 
quested forceps  interference.  I  sent 
for  Dr.  Walbridge  to  come  over  and 
give  the  chloroform,  and  he  agreed 
with  me  as  to  the  advisability  of  going 
on  with  the  dilatation  and  with  the 
instrumental  delivery.  I  felt  at  the 
time,  and  I  certainly  have  had  every 
reason    to   feel    since,   justified.     In 


every  other  case,  with  the  exception 
of  one,  I  have  allowed  nature  to  take 
its  course,  but  in  this  case  the  patient 
being  weak  and  anaemic,  I  did  not 
think  it  advisable  to  let  the  case  run 
any  longer.  There  was  a  perfect  re- 
covery, the  child  was  born  alive,  and 
everything  is  as  well  as  you  could 
possibly  ask. 

Dr!  F.  E.  Walbridge :  I  think  that 
no  one  present,  after  hearing  the  de- 
scription of  the  case  given  by  Dr. 
Clark,  can  criticise  the  use  of  the 
forceps  in  that  case. 

Why  we  should  stand  by  the  bed- 
side of  a  woman  and  see  her  suffer 
from  twenty-four  to  ninety-six  hours 
just  because  she  is  going  to  have  a 
baby,  when  we  know  we  can  deliver 
by  forceps  without  producing  any 
more  injury  than  by  natural  birth,  I 
do  not  understand.  I  believe  it  is  our 
duty  to  relieve  a  woman's  sufferings 
after  a  reasonable  length  of  time,  if 
things  are  not  progressing  favorably, 
just  as  much  as  it  is  our  duty  to  give 
a  dose  of  morphine  to  a  patient  when 
he  is  suffering  severe  pain. 

Dr.  H.  M.  Brown  :  The  difficulty 
is  to  decide  when  a  woman  has  been 
sufficiently  long  in  labor  to  justify  the 
use  of  artificial  delivery.  What  right 
have  we  to  risk  the  chances  of  sepsis, 
of  laceration  of  the  cervix,  of  lacera- 
tion of  the  perinseum,  of  the  intro- 
duction of  septic  material  into  the 
uterus  and  into  the  progenitalia,  un- 
less we  are  absolutely  convinced  of  its 
necessity  ?  Women  have  been  having 
babies  for  fifty  thousand  years  in  the 
old-fashioned  way,  and  I  repeat  that 
in  seven  out  of  ten  such  cases  where 
forceps  delivery  is  employed  simply 
because  the  physician  thinks  he  must 
not  stand  by  the  bedside  and  see  a 
woman   suffer,  nature,  if   allowed  to 
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take  its  course,  would  bring  matters 
out  all  right. 

Dr.  Samuel  W.  French:  I  think 
that  the  gentleman— both  of  them — 
are  talking  at  different  points.  Dr. 
Brown  makes  a  bold  and  broad  asser- 
tion in  the  matter  of  applying  forceps. 
Now,  I  believe  that  the  reasons  for 
applying  forceps  in  the  head,  high  up, 
and  the  reasons  for  applying  the  for- 
ceps in  the  head,  low  down,  are  entirely 
different.  I  agree  with  Dr.  Brown  in 
the  matter  of  applying  forceps  high 
up  under  such  conditions  as  Dr.  Clark 
has  given  us,  but  I  cannot  agree  with 
him  in  the  matter  of  applying  forceps 
where  the  head  is  low  down ;  and  I  do 
not  think  we  have  any  right  to  allow 
a  woman  in  labor  to  remain  in  that 
condition  for  more  than  three  hours 
with  the  head  low  down  in  the  pelvis. 


Dr.  Brown :  We  are  talking  about 
dilatation  of  the  cervix  and  application 
of  the  forceps  high  up. 

Dr.  A.  J.  Puis:  One  of  Dr.  Cope- 
land's  main  arguments  in  using  this 
method  of  dilatation  was  as  to  the 
necessity  of  giving  the  patient  chloro- 
form, and  if  anybody  makes  use  of 
this  method  he  must  chloroform  or 
else  he  will  get  no  results.  I  would 
like  to  ask  Dr.  Copeland  whether  he 
would  confine  the  dilatation  of  the 
cervix  uteri  to  the  pregnant  state,  or 
whether  it  would  be  employed  where 
we  have  tumors,  etc.,  in  the  uterus  ? 

Dr.  Copeland  (closing  the  discus- 
sion) :  The  subject  of  the  paper  was 
dilatation  of  the  pregnant  uterus. 
Whether  it  could  be  applied  to  tumors 
in  the  uterus  I  do  not  know,  never 
having  had  any  experience. 


Abdominal  Hysterectomy,  Illustrated  with  Specimens.^ 


BY   L.    S.    MCMURTRY,    M.D., 

LOUISVILLE,   KY. 


There  is  no  more  interesting  chap- 
ter in  pelvic  surgery  than  the  develop- 
ment of  supra-pubic  hysterectomy  for 
fibroid  tumors  of  the  uterus.  The 
classical  contribution  of  the  elder 
Keith,  in  1885,  laid  the  foundation  and 
stimulated  work  in  this  direction. 
During  very  recent  times  we  have 
seen  an  old  and  a  new  fallacy  dissi- 
pated. For  many  years  it  was  taught 
that  fibroid  tumors  of  the  uterus  were 
quite  harmless,  that  they  always  dis- 
appear at  the  menopause,  and  that 
they  are  of  no  surgical  importance. 


1  Read   before  the  Southern    Surgical  and  Gynae- 
coloirical  Association. 


No  one  can  now  dispute  the  facts,  so 
commonly  observed,  that  these  tumors 
grow  to  enormous  proportions  after 
the  menopause,  and  that  they  destroy 
life  by  haemorrhage,  pressure  and  ex- 
haustion. The  treatment  by  hypo- 
dermic administration  of  ergotin,  as 
well  as  by  electricity  and  other  ten- 
tative measures,  has  been  demon- 
strated to  be  wholly  inefficient ;  and 
more  than  this,  to  be  dangerous,  by 
inducing  peritonitis  and  adhesions. 

The  pathology  of  these  tumors  is 
now  better  understood,  and  improved 
knowledge  has  demonstrated  the 
necessity  of   radical   treatment.     Fi- 
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broicl  tumors  of  the  uterus  are  usually 
associated  with  disease  of  the  uterine 
appendages — often  suppurative — and 
this  increases  the  danger  many  fold. 
The  tumors  themselves  are  subject  to 
cystic  and  other  forms  of  degenera- 
tion, and  are  especially  prone  to 
malignant  changes. 

With  increased  knowledge  have 
come  improved  operative  methods, 
and  abdominal  hysterectomy  has 
within  a  few  years  advanced  to  a  posi- 
tion which  bids  fair  to  approach  the 
admirable  status  of  ovariotomy.  In- 
deed, there  is  every  reason  to  expect 
such  a  consummation  when  operations 
are  done  earlier  than  heretofore,  be- 
fore complications  and  degenerations 
have  rendered  the  results  uncertain. 

I  here  present  two  fibroid  uterine 
tumors  from  two  cases.  The  opera- 
tions were  both  done  during  the  past 
month.  One  is  a  large,  single,  soft 
oedematous  myoma,  resembling  in 
size  and  form  very  closely  the  gravid 
uterus.  The  other  tumor  is  a  hard, 
nodular  myoma,  which  has  undergone 
degeneration  and  suppuration.  The 
first  tumor  drove  the  patient  to  seek 
relief  on  account  of  the  severity  of 
pressure  symptoms ;  the  latter  was 
removed  in  the  midst  of  an  attack 
of  peritonitis.  Both  patients  are 
now  in  the  infirmary  in  advanced 
convalescence.  Both  pedicles  were 
treated  by  the  extra-peritoneal 
method  with  the  noeud,  and  both  pur- 
sued an  ideal  post-operative  course 
In  neither  case  did  pulse  or  tempera- 
ture pass  beyond  the  normal. 

I  shall  make  these  cases  the  text 
for  discussing  the  mooted  question  of 
the  hour  in  abdominal  hysterectomy, 
viz.,  the  best  method  of  dealing  with 
the  pedicle.  There  are  practically 
three  methods  of  treating  the  pedicle  : 


(i)  to  fix  it  in  the  lower  angle  of  the 
parietal  incision ;  (2)  to  provide 
against  haemorrhage  by  ligature  and 
suturing,  and  drop  it  as  in  ovariotomy ; 
(3)  to  completely  excise  the  cervix. 
It  is  sufficient  for  this  discussion  that 
vaginal  fixation  of  the  stump  be  con- 
sidered in  connection  with  the  second 
method. 

Total  extirpation  of  the  cervix  has 
received  a  positive  impetus  recently, 
by  the  successful  results  of  Ross, 
Reed,  Polk,  Eastman  and  Hall.  The 
intra-peritoneal  pedicle  is  the  opera- 
tion more  especially  of  the  German 
school ;  while  Bantock,  Tait  and  Price 
are  the  leading  exemplars  of  the  extra- 
peritoneal method  with  Koeberle's 
noeud.  This  was  Thomas  Keith's 
method.  That  good  results  are  at- 
tained by  skilled  operators  with  each 
of  these  methods  is  presumptive  evi- 
dence that  all  three  are  practicable. 
In  my  own  cases  (seven  in  number) 
I  have  used  the  noeud  exclusively,  and 
up  to  the  present  time  all  my  cases 
have  recovered,  and  all  the  patients 
are  in  the  enjoyment  of  health  and 
activity. 

The  great  dangers  to  keep  in  mind 
in  abdominal  hysterectomy,  besides 
sepsis,  are  shock  and  haemorrhage. 
Injury  to  bladder  and  ureters  are  ever- 
present  dangers  during  operation. 
Everything  which  prolongs  anaesthe- 
sia and  protracts  the  operation  tends 
to  beget  shock.  The  operation  with 
the  noeud  is  the  easiest  to  execute, 
and  requires  less  time ;  hence,  shock 
is  reduced  to  a  minimum.  I  pause 
here  a  moment  to  say  that  I  know 
nothing  more  remote  from  the  truth 
and  facts  than  the  common  talk  that 
this  method  is  " unsurgical,"  "crude," 
"  barbarous,"  etc. 

When  the  noeud  is  properly  applied 
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to  a  reduced  pedicle,  it  is  as  surgical 
and  elegant  as  any  operative  method 
whatever.  Scientifically  considered, 
the  noeud  is  nothing  less  than  a  wire 
ligature  adjusted  under  absolute  con- 
trol, and  guaranteeing  safety  against 
haemorrhage.  The  reduced  pedicle, 
with  the  delta  noeud  in  accurate  ad- 
justment and  collared  securely  with 
the  peritonaeum  beneath  the  wire,  is 
altogether  different  from  the  huge 
mass  as  large  as  the  leg,  encircled 
with  wire,  and  left  to  slough,  which 
seems  to  be  the  conception  of  the 
extra-peritoneal  pedicle  in  the  minds 
of  many.  No  one  who  has  not  mas- 
tered the  making  of  a  pedicle  by 
deperitonization  and  reduction,  as 
practiced  by  Price,  can  do  justice  to 
the  practical  application  of  the  noeud 
in  hysterectomy.  When  so  treated 
and  the  pedicle  brought  well  down,  it 
is  free  from  traction,  and  the  pins 
prevent  slipping.  It  is  absolutely 
under  control,  and  I  can  demonstrate 
to-day  that  it  remains  dry  and  without 
suppuration  throughout. 


This  method  is  applicable  to  all 
sizes  of  tumors,  and  is  readily  ap- 
plied in  those  cases  where  the  tumor 
rises  out  of  the  pelvis  and  lifts  with  it 
the  pelvic  peritonaeum  and  broad 
ligaments.  This  method  commends 
itself  to  confidence  by  its  results. 

The  objections  to  all  methods  which 
necessitate  ligature  of  ovarian  and 
uterine  arteries  separately,  with  ex- 
tensive suturing  at  the  floor  of  the 
pelvis,  are  that  the  dangers  of  opera- 
tion are  augmented  and  the  difficulties 
unnecessarily  increased ;  while  dan- 
gerous sequelae  and  complications  are 
invited  in  this,  as  in  all  operations,  by 
complicated  methods. 

In  conclusion,  I  would  once  more 
protest  against  the  common  practice 
of  alluding  to  the  extra-peritoneal 
method  of  treating  the  stump  as 
"crude."  Surgical  operations  are 
not  to  be  regarded  as  mathematical 
exercises,  but  should  elicit  the  appli- 
cation of  the  most  exact  knowledge 
to  the  great  purpose  of  saving  human 
life. 
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Transactions  of  the  Southern  Surgical   and   Gynaecological 

Association. 


Fifth  Annual  Meeting  held  in  Louisville,  Kentucky, 
November  75,  16  and  77,  i8g2. 


Dr.  W.  D.  Haggard,  of  Nashville, 
Tenn.,  reported  a  case  of 

EXTENSIVE  HEMATOCELE  RESULTING 
FROM  TUBAL  PREGNANCY  RUPTUR- 
ING   INTO    THE    BROAD    LIGAMENT. 

Although  the  foetus  was  not  found, 
that  it  was  a  case  of  tubal  pregnancy 
with  rupture  into  the  broad  ligament 
is  clearly  established  by  the  clinical 
history  and  post-mortem  appearances, 
summarized  as  follows:  (i)  Patient 
confessed  having  had  intra-pelvic 
trouble  previously  (presumably  gon- 
orrhoea), for  which  she  was  treated 
locally ;  (2)  at  the  time  of  the  acci- 
dent, caused  from  jumping  from  a 
wagon,  her  menses  were  past  due — as 
to  how  long  her  statements  were 
misleading  ;  (3)  there  was  a  fitful  yet 
persistent  flow  from  the  uterus  during 
her  entire  illness ;  (4)  paroxysmal, 
colicky  pains  in  lower  abdominal  and 
pelvic  regions  of  frequent  occurrence ; 
(5)  existence  of  a  tumor  above  the 
pubes,  which  she  probably  mistook 
for  a  gravid  uterus  ;  (6)  persistent 
refusal  to  submit  to  a  digital  examina- 
tion, probably  fearing  the  detection 
of  her  pregnant  state. 

Post-mortem  Appearances. — {a)  En- 
larged and  softened  condition  of  the 
uterus,  stringy  fluid  ;  {b~)  enlargement 
of  the  left  tube,  with  a  well-defined 


cavity  from  which  the  fruit  sac  es- 
caped ;  {c)  existence  of  a  deciduous 
membrane,  as  revealed  by  the  micro- 
scope ;  (</)  discoloration  of  the  rec- 
tum produced  by  blood  dissection 
around  it,  producing  constriction  and 
partial  death. 

DISCUSSION. 

Dr.  Henry  O.  Marcy,  of  Boston, 
called  particular  attention  to  the  con- 
dition of  the  endometrium.  He  said 
the  demonstration  is  ample  that  the 
primal  plan  of  placental  nutrition  in 
all  the  vertebrates,  reduced  to  a  simple 
expression,  is  a  villus  of  secretion 
(glandular,  maternal)  and  a  villus  of 
absorption  (foetal).  This,  in  the  sim- 
pler forms  of  placental  development, 
as  in  the  mare,  continues  to  the  end 
of  gestation  as  a  double  layer  of  in- 
terdigitating  villi,  the  villus  of  secre- 
tion and  absorption  being  placed  in 
close  juxtaposition,  each  covered  with 
its  independent  layer  of  epithelium. 
In  the  cow  the  placental  development 
is  of  a  much  more  complex  form,  rep- 
resented by  many  cotyledons  (the 
multiple  placenta  of  ruminants).  The 
unity  of  type  in  placental  develop- 
ment, however,  is  nowhere  departed 
from  in  the  more  complex  develop- 
ment of  the  placenta  in  women. 

In  the  very  earliest  stage  of  foetal 
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development  we  find  that  the  nutri- 
tion of  the  embryo  is  carried  on  by 
the  interdigitating  of  the  villi — the 
so-called  shaggy  coat  of  the  chorion 
— with  the  maternal  villi,  the  decidua 
vera.  At  about  the  third  month  the 
uterine  mucosa  and  foetal  villi  under- 
go atrophic  changes,  except  at  the 
serotinal  site,  and  here  develops  the 
complex  and  hitherto  little  understood 
organ  called  the  placenta,  The  foetal 
villi,  when  simple,  are  only  in  contact 
with  the  decidual  cells.  Little  by 
little  they  proliferate,  becoming  ar- 
borescent. The  decidual  membrane 
which  covers  them  is  thus  variously 
intra-folded  and  becomes  ectasic. 
This  protrusion  necessarily  takes 
place  by  the  introfiexion  of  the  walls 
of  the  vascular  structures,  which  are 
pressed  upon  by  the  proliferating 
chorial  villi,  and  the  cells  of  the  de- 
cidua are  maintained  unchanged  even 
when  the  placenta  has  completed  its 
development.  Thus,  instead  of  the 
general  belief  that  the  nutritiofn  o 
the  foetus  takes  place  through  an 
osmotic  exchange  of  the  two  bloods, 
it  is  clearly  demonstrated  that  there 
is  a  single  law  in  physiological  moral- 
ity that  the  placenta  in  all  animals  is 
glandular,  and  that  the  nutritive 
material  which  is  to  serve  for  the 
growth  of  the  foetus  in  all  the  verte- 
brates is  furnished  by  the  mother. 
In  mammals  it  is  supplied  by  the 
maternal  portion  of  the  placenta 
gradually,  to  correspond  to  the  need 
of  the  developing  foetus. 

In  extra-uterine  foetation,  as  in  the 
case  reported  by  Dr.  Haggard,  we 
have  a  beautiful  demonstration  of  a 
law  of  physiological  morality  in  the 
development  of  the  placental  cells, 
which,  as  a  thick  coat,  line  the  interior 
of  the  uterus.     It  is  the  decidua  vera 


of  pregnancy,  and  although  the  uterus 
itself  may  never  have  contained  the 
foetus,  when  demonstrated,  impregna- 
tion cannot  be  doubted. 

Dr.  James  T.  Jelks,  of  Hot  Springs, 
Ark.,  differed  with  Dr.  Haggard  in 
the  diagnosis  of  his  case  as  one  of 
extra-uterine  pregnancy.  It  was  un- 
questionably a  rupture,  but  he  did  not 
believe  that  it  was  a  rupture  into  the 
broad  ligament.  The  sac  found  was 
an  inflammatory  one,  thrown  out  by 
nature  to  wall  off  the  ruptured  mate- 
rial. It  had  evidently  been  some 
weeks  since  rupture  took  place.  As 
a  matter  of  fact,  rupture  into  the 
broad  ligament  is  a  rare  occurrence. 

We  cannot  easily  make  a  diagnosis 
prior  to  rupture,  but  after  rupture  a 
diagnosis  is  easy.  Dr.  Jelks  said  it 
was  folly  to  use  electricity  for  absorp- 
tion of  the  foetus  after  rupture.  The 
only  remedy  was  the  knife,  which 
should  be  resorted  to  promptly  and 
quickly. 

Dr.  G.  Frank  Lydston,  of  Chicago, 
said  abdominal  surgeons  were  not 
sufficiently  emphatic  and  general  in 
their  condemnation  of  the  electrician^ 
probably  because  they  did  not  insist 
with  sufficient  emphasis  upon  the  well- 
nigh  impossibility  of  making  a  correct 
diagnosis  of  extra-uterine  pregnancy 
prior  to  rupture,  or  prior,  in  certain 
exceptional  cases,  to  the  time  when 
the  foetus  was  well  developed,  and 
when  any  idea  of  using  galvanism  was 
entirely  out  of  the  question.  The 
time  had  arrived  for  the  expert  ab- 
dominal surgeon  to  sit  upon  the 
bumptious  pretensions  of  men  who 
claimed  to  make  a  positive  diagnosis 
in  the  sixth  week. 

Dr.  W.  E.  B.  Davis,  of  Birmingham, 
Ala.,  endorsed  what  had  been  said  in 
regard  to  the  infrequency  of  rupture 
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into  the  broad  ligament.  We  had  an 
analogous  condition  to  this  in  ap- 
pendicitis, in  the  inflammatory  pro- 
cess that  precedes  rupture.  A  large 
proportion  of  cases  are  walled  off  by 
in  flammatory  adhesions  before  rupture 
of  the  appendix.  The  so-called  ruptures 
into  the  broad  ligament  are  usually 
ruptures  into  the  abdominal  cavity 
which  have  been  protected  by  ad- 
hesions. 

So  far  as  the  treatment  by  electri- 
city was  concerned,  he  had  formerly 
advocated  it,  and  treated  a  few  cases 
of  ectopic  gestation  with  the  galvanic 
current,  but  it  was  bad  practice  to  use 
electricity  in  such  cases,  since  ab- 
dominal section  was  almost  devoid  of 
danger,  and  decidedly  more  reliable. 

Dr.  Haggard,  in  closing  the  discus- 
sion, said  that  the  anatomical  classi- 
fication of  pelvic  haematocele  into 
intra-  and  extra-peritoneal  renders 
the  differential  diagnosis  between  rup- 
ture of  an  ectopic  gestation  into  the 
abdominal  cavity  and  rupture  between 
the  folds  of  the  broad  ligament  much 
less  difficult,  but  does  not  render  the 
diagnosis  of  either  possible,  except 
perhaps  in  very  exceptional  cases,  and 
then  only  in  the  hands  of  an  expert 
diagnostician  before  rupture  occurs. 

In  the  case  he  had  the  honor  to  re- 
port it  was  his  opinion  that  if  the 
rupture  had  been  intra-  instead  of 
extra-peritoneal  the  woman  would 
certainly  have  perished  from  the  ex- 
treme loss  of  blood,  since  in  the  intra- 
peritoneal variety  there  was  nothing 
to  restrain  the  loss  of  blood,  while  in 
the  sub-peritoneal  variety  the  flow 
was  restrained  by  the  peritoneal  mem- 
brane, behind  which  the  blood  was 
effused.  Proof  of  the  fact  that  the 
case  was  one  of  ectopic  gestation 
could  be  found  in  the  report  of  the 


microscopist.  Dr.  Haggard  empha- 
sized the  necessity  foi'  further  study 
by  careful,  painstaking  autopsies  and 
reports  of  all  cases  resulting  in  death. 
This  would  result,  he  believes,  in 
establishing  the  fact  that  by  far  the 
greater  number  of  pelvic  haematoceles 
result  from  tubal  pregnancy ;  besides, 
this  study  would  give  us  a  clearer 
conception  of  the  relative  frequency 
of  intra-  and  extra  peritoneal  ruptures. 

THE    TREATMENT    OF    UMBILICAL    HER- 
NIA. 

By  Dr.  W.  H.  Wathen,  of  Louisville. 
He  said  the  importance  of  studying 
carefully  the  best  method  of  treating 
hernia  is  now  especially  emphasized, 
because  of  the  increased  frequency  of 
the  disease  following  laparotomy,  and 
especially  because  the  modern  methods 
of  surgery  make  the  operation  far  less 
dangerous  than  it  formerly  was.  The 
operation  for  radical  cure  of  hernia  in 
the  practice  of  the  best  surgeons, 
except  in  extreme  cases,  was  practi- 
cally devoid  of  danger,  and  the  result 
might  be  made  permanent.  Modern 
antiseptic  and  aseptic  precautions  had 
practically  excluded  the  danger  which 
formerly  arose  from  infective  peri- 
tonitis. 

The  author  said  there  were  many 
cases  of  ventral  hernia  that  could  have 
been  prevented  had  the  proper  treat- 
ment been  carried  out  in  the  closure 
of  the  abdominal  wound.  In  order 
that  there  might  be  no  hernia  follow- 
ing laparotomy  it  was  necessary  to  get 
perfect  union  by  adhesion  of  all  the 
layers  of  tissue  forming  the  abdominal 
wall — the  peritonaeum,  muscles,  the 
deep  and  superficial  fascia  and  the 
skin ;  but  especially  must  we  get 
union  of  the  layers  of  fascia,  for  unless 
this  was  done  the  other  layers  would 
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gradually  separate,  and  hernia  would 
follow.  This  could  not  be  done 
unless  we  succeeded  in  bringing  the 
cut  edges  of  the  fascia  in  even  and 
perfect  apposition  long  enough  for 
strong  union  to  occur. 

DISCUSSION. 

Dr.  V.  P.  Gibney,  of  New  York  (by 
invitation),  opening  the  discussion, 
said  he  had  learned  this  much  about 
operations  for  hernias  which  had  been 
regarded  as  radical  cures  in  the  true 
sense  of  the  term,  that  they  were  fol- 
lowed sooner  or  later  by  relapses. 
Formerly  we  were  taught  to  believe 
that  the  radical  operation  was  very 
often  recommended  in  cases  that  were 
not  manageable  by  a  proper  truss. 
The  advice  was  given  to  patients  now 
to  have  an  operation  done,  and  that  if 
the  hernia  was  not  cured  radically,  it 
could  be  held  by  a  properly  fitting 
truss.  The  views  were  changing 
somewhat  during  the  last  few  years. 
Some  of  the  difficult  cases  to  hold  with 
trusses  were  relapsed  cases,  and  with- 
out any  discredit  to  Dr.  McBurney, 
those  cases  had  relapsed  after  the 
McBurney  operation.  The  tissues 
were  very  much  relaxed,  and  it  was 
almost  impossible  to  get  a  pad  which 
would  hold  the  hernia.  The  speaker 
feared  that  many  of  our  statistics  from 
which  we  draw  our  deductions  were 
cases  that  had  been  imperfectly  fol- 
lowed, and  for  that  reason  he  felt  that 
a  discussion  on  the  subject  would  be 
prolific  of  great  good.  He  would  urge 
operators  to  be  careful  to  get  the  parts 
closely  approximated,  and  to  look  after 
the  wounds  for  a  long  time  after  they 
had  healed. 

Dr.  Howard  A.  Kelly,  of  Baltimore, 
said  his  own  largest  experience  had 
been  with  ventral  herniae,  both  um- 


bilical and  those  occurring  in  the  scar 
of  the  incision  following  an  abdominal 
operation.  These  latter  herniae  are 
almost  always  due  to  imperfections  in 
treatment  of  the  abdominal  wound,  to 
imperfect  approximation  of  its  various 
layers,  which  ought  to  be  brought 
into  accurate  apposition  immediately 
after  the  operation.  The  commonest 
mistake  was  that  of  trying  to  take  too 
many  layers  of  tissue  in  the  grasp  of 
one  set  of  ligatures,  for  very  often  one 
or  more  of  these  layers  would  slide 
above  or  below  the  other,  thus  leaving 
a  weak  place  in  the  wall,  where  the 
hernia  might  occur. 

One  of  the  most  frequent  causes  of 
hernia  was  the  glass  drainage  tube, 
which  was  to  be  looked  upon  as  a  con- 
fession of  weakness  and  imperfection 
in  our  technique.  The  longer  the 
tube  was  left  in,  the  greater  the  dan- 
ger of  subsequent  hernia. 

The  operation  for  these  herniae  is 
difficult,  but  one  of  the  most  satisfac- 
tory procedures  if  properly  performed. 
Among  umbilical  herniae  there  was  a 
certain  small  class  of  cases,  found  in 
fat  women,  in  which  we  ought  never 
to  attempt  to  cure  the  hernia  radi- 
cally;  on  the  contrary,  the  proper 
method  of  treatment,  where  the  hernia 
has  become  strangulated,  is  precisely 
the  opposite  to  an  attempt  to  make  a 
radical  cure,  obliterating  the  sac ;  it 
is  to  make  the  hernial  sac  so  large 
that  all  the  intestines  can  enter  it 
without  danger  of  strangulation,  thus 
rendering  it  harmless.  One  of  Dr. 
Kelly's  first  surgical  experiences  dealt 
with  a  striking  case  of  this  sort.  A 
stout,  elderly  midwife  was  several 
times  admitted  to  the  surgical  wards 
of  the  Episcopal  Hospital  of  Phila 
delphia,  while  he  was  resident.  She 
had  an  incarcerated  hernia  which  at 
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times  became  strangulated.  She  re- 
fused operation,  and  nothing  more 
than  rest  and  cold  applications  were 
adopted.  She  continued  under  his 
care  after  he  left  the  hospital,  and  in 
one  of  the  attacks  finally  died.  A 
post-mortem  examination  revealed  the 
fact  that  a  great  portion  of  the  intes- 
tines lay  outside  the  abdominal  cavity 
within  the  sac.  The  caput  coli  and 
vermiform  appendix  were  there  dis- 
placed up  into  the  left  hypochondriac 
region  of  the  spleen.  The  abdominal 
cavity  had  accommodated  itself  to  the 
size  of  the  few  viscera  left  in  it,  and 
was  so  contracted  that  even  after 
death  it  was  well  nigh  impossible  to 
force  the  viscera  from  the  hernial  sac 
back  again  into  the  abdomen.  The 
proper  plan  of  procedure  for  the  relief 
of  this  woman  would  have  been  to  lay 
open  the  sac  and  cut  through  the  lower 
margin  of  the  sharp  ring  forming  its 
neck  downward  in  the  linea  alba,  in 
this  way  so  increasing  the  capacity  of 
the  sac  that  strangulation  would  be 
impossible.  The  speaker  knew  of  a 
case  occurring  since,  where  a  col- 
league had  similar  conditions  to  deal 
with,  and  he  forced  the  contents  of  a 
large  hernial  sac  back  into  the  abdom- 
inal cavity,  and  then  with  difficulty 
overcame  the  tension  of  the  abdom- 
inal walls  and  closed  the  incision. 
This  patient  vomited  excessively  until 
she  died,  in  a  few  days. 

Dr.  Horace  T.  Hanks,  of  New  York 
(by  invitation),  confined  his  remarks 
to  hernise  in  the  median  line  of  the 
abdominal  wall.  His  work  had  been 
almost  exclusively  in  the  department 
of  diseases  of  women,  having  been  for 
fourteen  years  connected  with  the 
staff  of  the  Womans'  Hospital  in  New 
York.  He  had  often  been  called  upon 
to  operate  for  umbilical  hernia  (stran- 


gulated). During  the  past  five  years 
surgeons  in  New  York  had  been 
flooded  with  cases  of  ventral  hernia 
following  laparotomy.  He  believed 
that  25  per  cent,  of  all  laparotomies 
performed  during  the  years  1885,  '86, 
'87,  and  '88  had  had  ventral  hernia. 
Three  years  ago  he  presented  a  paper 
at  the  meeting  of  the  American  Gynae- 
cological Association  on  this  subject, 
urging  more  care  and  skill  in  closing 
the  abdominal  wall,  especially  insist- 
ing upon  the  absolute  necessity  of 
bringing  the  strong  fascia  or  sheath  of 
the  rectus  muscle  in  exact  apposition 
by  independent  buried  animal  sutures. 
At  that  time  he  hardly  realized  that 
so  many  good  operators  had  had  this 
accident,  but  later  he  learned  from 
Dr.  Starr,  the  house  surgeon  of  the 
Cripples'  Hospital  in  New  York,  that 
there  had  been  at  his  hospital  over 
fifty  applicants  for  trusses  for  the 
relief  of  ventral  hernia  in  one  year. 
It  should  be  remembered  that  this 
meant  fifty  of  the  very  poor  patients, 
and  certainly  did  not  include  more 
than  one-third  of  all  cases. 

Dr.  James  T.  Jelks,  of  Hot  Springs, 
Ark.,  said  to  prevent  or  cure  ventral 
hernia  the  fascia  of  the  recti  muscles 
must  be  brought  together.  In  ventral 
hernia  the  muscles  were  separated  in 
the  centre,  and  in  bringing  them  back 
there  was  a  great  deal  of  tension,  and 
we  failed  to  get  union.  If  we  took  a 
knife  and  split  the  fascia  of  each 
muscle  on  its  anterior  surface,  we 
loosened  it  and  got  rid  of  the  tension. 
We  should  split  it  far  enough  to  get 
below  and  above  the  ring  to  catch  the 
set  of  tissues  which  could  be  approxi- 
mated with  sutures.  There  was  no 
other  way  that  he  knew  of  to  bring 
the  recti  muscles  together  without  a 
ofreat  deal  of  tension. 
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Dr.  Edwin  Ricketts,  of  Cincinnati, 
said  there  were  two  points  that  had 
not  been  referred  to  in  the  discussion 
in  the  treatment  of  ventral  or  umbili- 
cal hernia.  The  first  was  in  regard  to 
the  manner  of  making  the  incision. 
He  thought  when  the  abdomen  was 
opened  and  much  attention  paid  to 
opening  into  the  linea  alba  that  these 
were  the  cases  in  which  hernia  was 
more  liable  to  make  its  appearance. 
We  should  make  a  clean  cut,  and  pay 
but  little  attention  to  the  linea  alba. 
Even  if  we  cut  through  one  of  the 
recti  muscles  on  either  side  of  the 
linea  alba,  we  had  a  better  chance  for 
a  cicatrix  than  in  bringing  the  recti 
muscles  together  without  splitting  the 
fascia.  Another  thing  was  in  regard 
to  adjusting  the  sutures.  Quite  fre- 
quently the  sutures  were  too  many, 
and  often  tied  too  tightly. 

Dr.  W.  E  B.  Davis  believes  that  in 
any  hernia  where  we  are  unable  to  re- 
duce it,  it  is  better  to  operate  whether 
strangulated  or  not.  All  cases  of 
hernia  that  could  not  be  reduced 
called  for  operative  procedures.  He 
could  not  see  the  wisdom  of  splitting 
the  fascia  in  order  to  bring  the  recti 
muscles  together,  as  suggested  by  Dr. 
Jelks.  If  we  split  the  fascia  we 
ignored  all  argument  in  favor  of  bring- 
ing it  together.  Fascia  split  in  order 
to  bring  the  abdominal  wound  to- 
gether exposed  the  injured  part  to 
hernia.  We  had  the  risk  of  three 
herniae  instead  of  one. 

Dr.  Jelks  said  he  meant  the  external 
layer  of  the  fascia. 

Dr.  Davis  (resuming)  had  been  of 
the  opinion  for  some  time  that  it  was 
better  to  make  an  incision  into  the 
abdominal  cavity  through  the  muscle 
and  not  in  the  median  line.  We  were 
thus  less  liable  to  have  hernia.     He 


does  not  believe  that  suppuration 
necessarily  means  a  predisposition  to 
hernia.  If  the  wound  was  dressed 
carefully  and  allowed  to  granulate  we 
were  not  so  liable  to  have  hernia  in 
cases  of  suppuration  as  we  had  been 
taught. 

Dr.  Redford  Brown,  of  Alexandria, 
Va.,  alluded  to  the  treatment  of  peri- 
tonitis following  hernia,  a  complica- 
tion that  might  arise  with  all  surgeons, 
A  year  or  so  ago  he  had  had  a  case  of 
strangulated  hernia  in  a  female  50 
years  of  age.  The  case  was  irreduci- 
ble, and  had  been  strangulated  for 
forty  eight  hours  or  more  He  oper- 
ated and  found  it  was  an  omental  her- 
nia, and  the  omentum  that  was  con- 
stricted was  gangrenous.  He  tied  the 
gangrenous  portion  beyond  the  line  of 
gangrene  with  a  ligature,  and  cut  it 
off.  He  supposed  he  had  removed  all 
gangrenous  tissue,  put  it  back,  closed 
the  wound,  and  the  whole  procedure 
was  antiseptic.  At  the  end  of  twenty- 
four  hours  peritonitis  supervened. 
There  were  pain  and  tenderness  in 
the  abdomen,  rise  of  temperature  to 
104-5°;  pulse  130;  tympanites  very 
great.  He  reopened  the  wound,  took 
out  the  sutures  in  toto,  opened  the 
inside  and  edges  of  the  wound,  opened 
the  canal,  took  a  No.  12  soft  catheter, 
inserted  it  in  the  peritoneal  cavity, 
and  then  connected  with  that  a  foun- 
tain syringe.  He  washed  out  the  peri- 
toneal cavity  with  boiled  water  at  1 10° 
many  times,  and  during  the  irrigating 
process  the  ligature  that  he  had  ap- 
plied came  away,  as  well  as  portions  of 
gangrenous  tissue,  showing  that  the 
gangrene  extended  beyond  the  liga- 
ture.    The  case  resulted  favorably. 

Dr.  J.  McP^adden  Gaston,  of  At- 
lanta, said  his  experience  had  been 
very  limited  in  operating  for  hernia, 
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but  the  remarks  of  Dr.  Brown  had  en- 
couraged him  to  present  an  idea  which 
he  had  been  inculcating  in  his  clinical 
lectures  for  a  number  of  years,  and 
that  was,  with  a  view  to  the  relief  of 
inguinal  hernia,  to  adopt  exactly  the 
same  process  he  did  in  operating  for 
strangulated  hernia.  His  plan  has 
been  to  bring  the  edges  of  the  sac  to- 
gether, stitch  them  from  side  to  side, 
and  in  this  way  the  canal  is  almost 
obliterated.  Dr.  Gaston  asked  what 
proportion  of  cases  the  preceding 
speakers  had  operated  on  in  which 
strangulated  hernia  had  returned. 

Dr.  A.  M.  Cartledge,  of  Louisville, 
said  that  the  aspect  of  the  subject  that 
mostly  interested  him  was  the  preven- 
tion of  ventral  hernia  after  abdominal 
section.  He  was  a  little  surprised 
that  there  were  so  few  advocates  of 
the  usual  method  of  closing  the  ab- 
dominal walls.  He  believed  there 
were  gentlemen  present  whose  prac- 
tice it  was  to  embrace  all  the  struc- 
tures from  the  peritonaeum  out  in  one 
set  of  interrupted  sutures.  And  he 
further  believed  their  results  were 
good  so  far  as  the  prevention  of  ven- 
tral hernia  was  concerned.  He  was  a 
strong  advocate  of  the  buried  sutures 
applied  elsewhere.  In  his  early  career 
he  had  one  or  two  ventral  herniae  fol- 
lowing abdominal  section,  and  believed 
they  were  due  to  a  defective  applica- 
tion of  the  interrupted  suture.  Now 
he  has  no  herniae  following  his  opera- 
tions. He  uses  interrupted  silkworm 
gut  sutures,  with  very  occasionally 
separate  suturing  of  the  peritonaeum 
with  catgut.  He  places  the  sutures 
much  closer  now  than  he  formerly  did, 
exercising  great  care  to  see  that  the 
fascia  is  not  retracted,  and  thus  failure 
to  embrace  it  in  the  suture.  He  be- 
lieves the  usual  error  is  in  placing  the 


sutures  too  far  apart ;  we  should  not 
have  them  over  one-half  inch. 

With  regard  to  the  drainage  tube 
being  provocative  of  ventral  hernia,  it 
had  not  been  in  his  experience.  We 
must  look  for  the  cause  elsewhere. 

Dr.  Cornelius  Kollock,  of  Cheraw, 
S.  C,  had  reduced  several  cases  of 
strangulated  hernia  by  aspiration, 
without  further  operation,  and  had 
experienced  no  difficulty  in  doing  so, 
except  in  cases  in  which  adhesions 
had  formed,  or  a  wad  of  omentum 
had  been  packed  between  the  intes- 
tine and  the  walls  of  the  canal. 

Dr.  L.  S.  McMurtry,  of  Louisville, 
favored  the  interrupted  suture  and 
the  use  of  a  drainage  tube  in  abdomi- 
nal surgery.  He  had  done  a  large 
number  of  abdominal  sections  from 
time  to  time,  and  of  the  entire  num- 
ber he  had  not  known  of  a  case  of 
post-operative  ventral  hernia.  In 
nearly  all  of  his  cases  he  had  used  a 
drainage  tube  as  a  routine  measure. 

He  could  not  agree  with  Dr.  Kelly 
that  the  use  of  a  drainage  tube  was 
"a  confession  of  imperfect  tech- 
nique." Surgery  was  not  to  be 
placed  upon  the  basis  of  mathemati- 
cal or  anatomical  demonstrations ; 
but  an  ideal  technique  in  any  depart- 
ment was  that  which  insured  the 
greatest  safety  to  patients  and  saved 
the  greatest  number  of  lives.  He 
believed  that  convalescence  after  ab- 
dominal .  section  was  more  prompt 
and  better  where  irrigation  was  used 
than  prolonged  sponging. 

Dr.  Henry  O.  Marcy  had  watched 
with  care  the  operations  and  the 
results  reported  during  the  last  few 
years  by  the  surgeons  of  New  York. 
In  a  recent  work  he  had  revised  them 
carefully.  He  thought  there  was 
abundant   reason   for   the   imperfect 


4i6 


SOCIETY  PROCEEDINGS. 


results  as  reported  by  Dr.  Gibney. 
He  believed  the  application  of  a  truss 
was  a  mistake  after  any  of  the  so- 
called  methods  of  cure.  It  caused 
more  or  less  rapid  absorption  of  the 
newly  proliferated  tissue,  upon  the 
contmuance  and  consolidation  of 
which  the  permanancy  of  the  cure, 
in  a  large  measure,  depended.  This 
was  especially  true  when  pressure 
had  been  applied  over  the  exceptional 
amount  of  newly-formed  tissues  about 
the  site  of  buried  animal  sutures. 
After  the  hernia  has  re-appeared,  the 
application  of  instrumental  supports 
may  be  discussed,  never  before. 

In  reply  to  Dr.  Gaston's  inquiry  as 
to  the  results  obtained  by  permanent 
closure  of  the  wound  in  the  cases 
operated  on  after  strangulation,  his 
experience  taught  him  that  they 
were  usually  equally  good  as  when 
undertaken  in  reducible  cases.  It 
was  often  easier  to  satisfactorily  deal 
with  the  peritoneal  sac  in  strangulated 
or  irreducible  cases  of  hernia. 

Dr.  Charles  A.  L.  Reed,  of  Cin- 
cinnati, read  a  paper  entitled 

SURGERY  OF  THE  URETERS,  WITH  A 
REPORT  OF  CASES. 

He  said  that  surgery  of  the  ureters 
was  one  of  the  developmental  subjects 
of  abdominal  surgery.  These  out-of- 
the-way  conduits,  exercising  functions 
that  are  vital  in  character,  were  liable 
to  diseased  conditions  which  baffled 
the  resources  of  the  diagnostician, 
and  taxed  the  ingenuity  of  the  opera- 
tor. For  purposes  of  diagnosis,  the 
physical  means  at  our  disposal  may 
be  briefly  summarized  as  follows : 
(i)  Exploration  of  the  lower  end  of 
the  ureters  by  digital  examination, 
(a)  through  the  vagina,  (b)  the  rec- 
tum, and  (c)  the  bladder.  (2)  Ex- 
ploration of  the  lower  end  of  the 
ureters  by  a   sound  passed  through 


the  urethra  and  bladder  into  the 
ureters.  (3)  Exploration  of  the  cen- 
tral portion  of  the  ureters  by  abdomi- 
nal lumbar  palpation,  an  expedient  of 
practical  value  only  in  cases  of  ex- 
treme ureteral  distention  occurring 
in  very  thin  subjects.  (4)  Explora- 
tion of  the  upper  end  of  the  ureters 
by  exploratory  nephrotomy.  Each  of 
these  several  expedients  might  be 
amplified. 

Dr.  Reed  said  that  since  catheter- 
ization of  the  ureters  had  been  popu- 
larized in  this  country,  chiefly  through 
Dr.  Kelly,  and  since  the  technique  of 
the  procedure  had  become  understood 
by  those  who  had  studied  it,  the  diag- 
nosis of  disease  within  and  surround- 
ing these  tubes  was  vastly  more  com- 
mon. The  digital  exploration  through 
the  urethra  and  bladder  was  an  easy 
expedient,  so  far  as  the  surgeon  was 
concerned,  and  often  led  to  the  elu- 
cidation of  important  pathological 
facts,  but  the  speaker  was  forced  to 
believe  that  it  was  not  without  danger 
to  the  patient.  He  had  been  forced 
into  this  belief  by  one  case  of  incon- 
tinence lasting  nearly  a  year,  and  by 
two  cases  of  weakened  power  of  re- 
tention, one  of  which  was  now  of 
quite  two  years'  standing.  Dr.  Reed 
said  that  abdominal  section  for  diag- 
nosis of  ureteral  conditions,  notably 
in  cases  of  suspected  calculus,  was 
entirely  justifiable.  He  then  reported 
a  case  of  peri-ureteritis,  stricture, 
kolpocysto-ureterotomy,  with  re- 
covery. The  second  case  was  one  of 
cicatricial  stricture  of  an  excised 
ureter,  hydronephrosis,  nephrectomy, 
remaining  ureteral  disease. 

DISCUSSION. 

Dr.  Howard  A.  Kelly,  of  Baltimore, 
drew  attention  to  his  ureteral  catheter 
and  ureteral  sounds,  described  in  the 
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American  Journal  of  Obstetrics,  Vol. 
XXV,  No.  6,  1892.  He  reported  a  case 
in  which  he  incised  a  ureter  to  get  at 
a  stricture  which  could  not  be  treated 
through  the  urethra  and  the  bladder. 
He  first  incised  the  vault  of  the 
vagina,  then  caught  and  pulled  down 
the  ureter,  split  it  open  and  stitched 
it  to  the  vaginal  wall,  and  treated  the 
ureteral  stricture  in  the  posterior  part 
of  the  pelvis  directly  through  this 
vaginal  opening  without  difficulty. 
He  had,  at  present,  two  ureteral  cases 
in  the  Johns  Hopkins  Hospital  illus- 
trating very  nicely  the  utility  of 
catheterization.  The  first  patient 
suffered  for  months  from  haematuria ; 
she  had  no  pain,  and  no  dyscrasia  to 
account  for  it.  Where  did  the  blood 
come  from }  On  catheterizing  both 
ureters,  at  the  same  time,  clear  urine 
came  through  the  right  ureter,  and 
thick  bloody  urine  came  from  the  left. 

Dr.  Edwin  Ricketts,  of  Cincinnati, 
said  the  first  case  of  abdominal  ne- 
phrectomy he  did  was  in  a  man  suffer- 
ing from  peritonitis.  He  was  at  a  loss 
to  know  what  was  the  cause  of  it.  Up- 
on opening  the  abdomen  quite  a  quan- 
tity of  fluid  escaped,  and  he  made  an 
examination  of  the  left  kidney.  About 
three  inches  below  the  kidney  he 
found  that  the  ureter  had  ruptured. 
He  removed  the  kidney  and  ligated  it 
en  masse,  and  at  the  point  of  rupture 
he  took  out  three  good-sized  stones. 
When  he  found  this  rupture,  he  was 
satisfied  as  to  the  cause  of  peritonitis. 
He  had  since  done  two  lumbar  neph- 
rectomies in  females.  Almost  three 
years  had  elapsed  since  the  removal 
of  the  kidneys.  One  of  the  patients 
was  now  teaching  school,  it  being  her 
second  year  of  work. 

Dr.  Hunter  McGuire,  of  Richmond, 
Va.,  said  that  until  recently  the  ureter 
had  been  almost  an  unexplored  portion 
27 


of  the  human  body.  Usually,  disease 
of  the  ureter  began  with  some  ob- 
struction to  the  function  of  urination. 
It  might  be  a  stone,  prostatic  enlarge- 
ment, or  the  existence  of  a  tumor. 
Last,  and  most  rare  of  all,  it  might  be 
due  to  atony  of  the  bladder — a  rarer 
condition,  in  his  experience,  than  was 
usually  supposed.  Whenever  there 
was  obstruction  to  the  function  of 
micturition,  there  was  a  strain  put 
upon  the  ureters.  He  congratulated 
Dr.  Reed  upon  being  able,  by  palpa- 
tion, to  detect  some  change  in  the 
ureter  on  one  side  of  his  patient.  He 
knew  it  had  been  suggested  and  had 
frequently  tried  it,  but  had  never 
succeeded  in  getting  any  information 
in  that  way.  Dr.  Reed  had  said  that 
the  best  way  to  get  at  the  ureters,  to 
find  out  if  there  was  stricture  or  ob- 
struction, was  through  the  vesico- 
vaginal septum.  He  thought  the  best 
way  to  do  it  was  by  a  supra-pubic 
cystotomy. 

Dr.  Joseph  Eastman,  of  Indianapo- 
lis, said  in  forty  total  extirpations  for 
cancer  of  the  uterus,  he  had  had  two 
cases  of  uretero-vaginal  fistula.  One 
was  caused  from  simply  removing 
some  necrotic  tissue  when  he  had  a 
discharge  of  urine  into  the  vagina. 
The  second  case  occurred  before  he 
learned  how  to  cut ;  first,  through  be- 
tween the  bladder  and  the  uterus, 
then  between  the  uterus  and  the 
rectum,  severing  the  mucous  mem- 
brane, surrounding  the  broad  ligament 
with  strong  ligatures,  tying  it,  reduc- 
ing the  broad  ligament  completely  to 
a  rounded  mass;  then  with  a  staff, 
grooved  on  its  concave  surface,  he 
secured  the  broad  ligament,  con- 
stricted to  a  rounded  mass.  He  then 
used  the  ligature  or  clamp,  transfixing 
the  broad  ligament  and  securing  it. 

[TO  BE  CONTINUED.] 


4i8        Xlth  INTERNATIONAL  CONGRESS  OF  MEDICINE. 


The  Eleventh  International  Congress  of  Medicine. 

Romey  Italy,  September  20^  to  October  i,  1893. 


In  a  letter  dated  Genoa,  January 
24,  1893,  the  Secretary-General  of  the 
Eleventh  International  Congress,  Pro- 
fessor E.  Maragliano,  directs  the 
undersigned  Chairman  of  the  Ameri- 
can National  Committee  to  request 
the  editors  of  the  medical  journals  of 
America  to  kindly  give  the  greatest 
possible  publicity  to  the  preliminary 
programme  and  the  regulations  eman- 
ating from  the  Italian  Central  Com- 
mittee, which  I  herewith  have  the 
honor  to  transmit. 

In  so  doing  I  take  the  liberty  of 
again  drawing  the  attention  of  the 
gentlemen  who  intend  to  participate 
in  the  Congress  to  the  following :  It 
is  the  earnest  wish  of  the  Central 
Committee  to  receive  applications  at 
an  early  date.  The  admission  fee  of 
five  dollars  may  be  sent  to  the  Treas- 
urer, Professor  L.  Pagliani,  Rome, 
Italy;  in  return  the  ticket  of  mem- 
bership will  be  forwarded.  It  is 
requested  that  a  visiting  card,  con- 
taining name  and  address,  be  sent  to 
facilitate  exact  spelling.  The  under- 
signed Chairman  offers  his  services 
to  whosoever  will  direct  him  to  for- 
ward both  application  and  fee. 

Attention  is  also  directed  to  Article 
2  of  the  regulations,  according  to 
which  papers  must  be  announced  at 
headquarters  on  or  before  June  30, 
and  abstracts  be  received  on  or  before 
July  31. 

Very  respectfully, 

A.  Jacobi,  Chairman. 

1 10  West  34^?/^  Street,  New  York. 

American  National  Committee :  W. 
T.  Briggs,  Nashville,  Tenn. ;  H.  P. 
Bowditch,  Boston,  Mass.;  S.  C.  Busey, 


Washington,  D.C.;  C.  Gushing,  San 
Francisco,  Cal.;  N.  S.  Davis,  Chicago, 
111.;  Norman  W.  Kingsley,  D.D.C., 
New  York;  Wm.  Osier,  Baltimore, 
Md.;  Wm.  Pepper,  Philadelphia,  Pa.; 
F.  Peyre  Porcher,  Charleston,  S.  C; 
Charles  A.  L.  Reed,  Cincinnati,  O.; 
D.  B.  St.  John  Roosa,  New  York; 
Alex.  J.  C.  Skene,  Brooklyn,  N.  Y.; 
James  Stewart,  Montreal,  Can.;  A. 
Jacobi,  no  West  34th  Street,  New 
York,  Chainnan. 


The  inauguration  of  the  Eleventh 
International  Congress  will  take  place 
on  September  24,  1893,  in  the  presence 
of  H.  M.  the  King  of  Italy. 

The  work  of  the  Congress  will  begin 
in  the  nineteen  sections  on  the  morn- 
ing of  September  25.  It  will  be  con- 
tinued in  accordance  with  the  arrange- 
ments to  be  made  and  published  both 
for  the  general  sessions  and  the  sec- 
tions. Some  of  the  general  sessions 
will  be  devoted  to  scientific  addresses 
delivered  by  scientists  of  all  nations. 

LIST    OF    THE    SERIES. 

1.  Anatomy. 

2.  Physiology. 

3.  General  Pathology  and  Patho- 
logical Anatomy. 

4.  Pharmacology. 

5.  Internal  Medicine. 

6.  Diseases  of  Children. 

7.  Psychiatry,  Neuropathology  and 
Criminal  Anthropology. 

8.  Surgery  and  Orthopaedy. 

9.  Obstetrics  and  Gynaecology. 

10.  Laryngology. 

11.  Otology. 

12.  Ophthalmology. 
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13.  Odontology. 

14.  Military  Medicine  and  Surgery. 

15.  Hygiene. 

16.  Sanitary  Engineering. 

1 7.  Dermatology  and  Syphilidology. 

18.  Forensic  Medicine. 

19.  Hydrology  and  Climatology. 

REGULATIONS. 

1.  The  Eleventh  International  Con- 
gress of  Medicine  will  be  inaugurated 
in  Rome,  September  24,  1893,  ^^^ 
will  close  on  October  i. 

2.  Any  physician  may  become  an 
active  member  of  the  Congress  by 
fulfilling  the  conditions  of  member- 
ship, inscribing  his  name,  and  secur- 
ing his  admission  ticket. 

3.  Scientists  of  other  professions 
who  through  their  special  studies  are 
interested  in  the  labors  of  the  Con- 
gress, may  acquire  the  rights  and 
assume  the  duties  of  active  members 
and  participate  in  the  work  of  the 
Congress,  both  by  communications 
and  discussions. 

4.  The  fee  for  admission  to  the 
Congress  is  twenty  five  francs,  or  five 
dollars.  (Money  order  or  check  to 
the  Treasurer,  Professor  Comm.  L. 
Pagliani,  Rome,  Italy.)  It  entitles  to 
a  copy  of  the  Transactions  of  the 
Congress,  which  will  be  forwarded  to 
the  members  immediately  after  pub- 
lication. 

5.  The  character  of  the  Congress  is 
strictly  and  exclusively  scientific. 

6.  The  work  of  the  Congress  will 
be  divided  among  nineteen  sections  ; 
every  member  is  requested  to  indi- 
cate, on  paying  his  admission  fee,  the 
section  for  which  he  desires  to  be 
inscribed. 

7.  The  provisional  committee  will 
arrange  the  appointment  in  the  open- 
ing session  of  the  permanent  officers. 


They  will  be  a  president,  three  vice- 
presidents,  a  number  of  honorary 
presidents  and  secretaries.  Each 
section  will  elect,  in  its  first  meeting, 
its  president  and  a  certain  number  of 
honorary  presidents,  who  shall  alter- 
nately take  the  chair  during  the 
session.  Some  of  the  secretaries  will 
be  chosen  from  among  the  foreign 
members  in  order  to  facilitate  the 
recording  both  of  communications 
and  of  discussions  in  the  different 
languages. 

8.  There  will  be  daily  sessions, 
either  general  or  sectional.  The 
times  and  numbers  of  the  general 
sessions  and  the  business  to  be  trans- 
acted in  them  will  be  arranged  by  the 
president  of  the  Congress. 

9.  The  general  sessions  are  reserved 
(a)  for  the  consideration  of  the  com- 
mon work  of  the  Congress  and  of  its 
common  interests ;  (l?)  for  addresses 
and  communications  of  general  inter- 
est and  importance. 

10.  The  addresses  in  the  general 
sessions  and  in  such  extraordinary 
sessions  as  may  be  arranged  will  be 
delivered  by  members  chosen  by  the 
committee  for  the  purpose. 

11.  Papers  for  and  communications 
to  the  Congress  must  be  announced 
on  or  before  June  30,  1893.  A  brief 
abstract  of  every  paper  and  communi- 
cation, with  their  conclusions,  must 
be  sent  to  the  committee  on  or  before 
July  31.  All  of  them  will  be  printed 
and  distributed  to  the  members  by 
authority  of  the  president.  Such  as 
arrive  after  that  date  cannot  be  ex- 
pected to  find  a  place  on  the  regular 
order  of  business,  and  will  be  accepted 
only  if  time  will  permit. 

12.  The  business  of  the  sections 
will  be  arranged  by  their  presidents, 
who  will  also  determine  the  hours  of 
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meeting,  avoiding  those  reserved  for 
the  general  sessions.  Two  or  more 
sections  may  hold  joint  meetings  with 
the  consent  of  their  presidents.  There 
will  be  no  vote  on  scientific  questions. 

13.  Fifteen  minutes  are  allowed  for 
the  reading  of  a  paper  or  communica- 
tion. In  the  discussion  every  speaker 
can  have  the  floor  but  once,  and  for 
five  minutes  only.  To  close  the  dis- 
cussion the  author  of  the  paper  is 
allowed  ten  minutes.  Additional  time 
may  be  given  him  by  the  president, 
by  special  resolution  of  the  section,  if 
the  importance  of  the  subject  under 
discussion  appears  to  require  it. 

14.  The  manuscript  of  all  addresses, 
papers  and  communications  read  either 
before  a  general  session  or  a  section 
must  be  handed  to  the  secretary  be- 
fore the  close  of  the  meeting.  A 
special  committee  on  publication  ap- 
pointed by  the  president  will  decide 
which  or  what  part  of  them  shall  be 
published  in  the  Transactions  of  the 
Congress.  Such  members  as  partici- 
pated in  the  discussion  are  required  to 
hand  to  the  secretaries  their  remarks 
in  writing. 

15.  The  official  languages  of  the 
sessions  are  Italian,  French,  English 
and  German.  The  regulations,  pro- 
grammes and  daily  bulletins  will  be 
published  in  the  above  four  languages. 
During  the  meetings,  however,  a 
member  may  be  permitted  to  use,  for 
a  brief  remark,  any  other  language 
provided  some  member  present  ex- 
presses his  willingness  to  translate 
such  remarks  into  any  of  the  official 
languages. 

16.  The  president  directs  the  dis- 
cussions according  to  the  parliamen- 
tary rules  generally  obeyed  in  similar 
assemblies. 

17.  Persons  not  classified  under  Ar- 


ticle 3,  who  are  interested  in  the  labors 
of  a  special  section,  may  be  admitted 
by  the  president  of  the  Congress. 
They  will  receive  a  special  ticket  on 
paying  their  admission  fee  ;  will  not 
be  entitled  to  a  copy  of  the  Transac- 
tions ;  and  cannot  speak  in  the  gen- 
eral sessions,  nor  in  any  section  other 
than  that  for  which  they  were  in- 
scribed. 

18.  The  president  may  invite  or 
admit  students  of  medicine  to  attend 
and  to  listen.  They  will  be  given  a 
special  admission  ticket,  free  of 
charge. 

General  Information. 

Journeys  and  Reduction  of  Fares. — 
The  provisional  committee  has  made 
arrangements  with  the  different  Ital- 
ian and  foreign  railway  and  navigation 
companies,  in  pursuance  whereof  spe- 
cial reduced  prices  have  been  granted 
on  the  steamers  and  railways  of  this 
country  and  of  the  countries  which 
the  members  of  the  Congress  are  to 
traverse. 

In  Italy  the  members  of  Congress 
will  find  tickets  for  round  trips,  start- 
ing from  Rome  ;  they  will  thereby  be 
enabled  to  visit  the  most  important 
cities  and  the  various  universities. 
In  regard  to  this  further  notice  will  be 
given. 

The  Ladies  of  the  Members  will  be 
furnished  ladies'  tickets,  which  will 
entitle  them  to  the  reduced  fares 
granted  to  the  members,  and  to  par- 
ticipate in  the  festivities  connected 
with  the  Congress. 

Festivities. — Besides  the  receptions 
which  the  kind  and  hospitable  citizens 
of  Rome  will  offer  to  the  members, 
the  Italian  colleagues  will  endeavor  to 
return  to  the  best  of  their  power  the 
kindness  they  experienced  during 
their  stay  abroad. 
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On  some  evening  yet  to  be  decided 
the  members  of  the  different  sections 
will  join  at  a  dinner  which  will  be 
given  in  one  of  the  first  hotels  of 
Rome. 

The  Italian  physicians  have  formed 
special  committees  to  show  the  most 
hearty  and  kindly  hospitality  toward 
the  foreign  colleagues. 

International  Exhibition  of  Medicine 
and  Hygiene. — On  the  occasion  of  the 
Eleventh  International  Medical  Con- 


gress an  exhibition  of  medicine  and 
hygiene  will  be  inaugurated  in  Rome, 
which  will  gather  all  that  may  practi- 
cally interest  physicians  and  special- 
ists. A  special  committee  has  already 
insured  the  co-operation  of  all  the 
most  important  manufacturers  of  the 
world. 

Hotels. — All  the  first-  and  second- 
class  hotels  of  the  Italian  capital  will 
afford  to  the  members  during  their 
stay  all  desirable  comforts. 
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The  Section  of  Gynaecology  and 
Abdominal  Surgery  of  the  Pan-Amer- 
ican Medical  Congress  of  1893,  has 
been  completely  organized  with  the 
following  list  of  officers:  Executive 
President,  Dr.  William  Warren  Pot- 
ter, 284  Franklin  Street,  Buffalo,  N. 
Y. ;  English-Speaking  Secretary,  Dr. 
Brooks  H.  Wells,  71  W.  Forty-fifth 
Street,  New  York  ;  Spanish-Speaking 
Secretary,  Dr.  E.  W.  Gushing,  168 
Newbury  Street,  Boston,  Mass.,  to- 
gether with  the  following  list  of  hon- 
orary presidents:  Dr.  Rafael  Bena- 
vides,  Lima,  Peru;  Dr.  Young  H. 
Bond,  St.  Louis ;  Dr.  Domingo  F. 
Cubas,  Havana,  Cuba;  Dr.  Clinton 
Gushing,  San  Srancisco ;  Dr.  Wm  E. 
B.  Davis,  Birmingham,  Ala. :  Dr. 
Christian  Fenger,  Chicago,  111. ;  Dr. 
Frank  P.  Foster,  New  York;  Dr. 
Thos.  H.  Hawkins,  Denver;  Dr.  Wm. 
D.  Haggard,  Nashville ;  Dr.  Edward 
W.  Jenks,  Detroit ;  Dr.  Joseph  Taber 
Johnson,  Washington ;  Dr.  Ernest  S. 
Lewis,   New    Orleans ;    Dr.   Andres 


Lopez  Martinez,  Tegucigalpa,  Hon- 
duras; Dr.  Richard  B.  Maury,  Mem- 
phis ;  Dr.  Thomas  E.  McArdle,  Wash- 
ington ;  Dr.  Lewis  S.  McMurtry, 
Louisville ;  Dr.  Roberto.  Moericke, 
Santiago,  Chile;  Dr.  Robt.  T.  Mor- 
ris, New  York  City;  Dr.  Paul  F. 
Munde,  New  York  ;  Dr.  Joseph  Price, 
Philadelphia ;  Dr.  Charles  A.  L.  Reed, 
Cincinnati ;  Dr.  John  C.  Reeve,  Day- 
ton, O. ;  Dr.  Jose  Manuel  de  los  Rios, 
Caracas,  Venezuela;  Dr.  George  H. 
Rohe,  Catonsville,  Md. ;  Dr.  James  F. 
W.  Ross,  Toronto,  Canada ;  Dr.  Al- 
bert Vander  Veer,  Albany  ;  Dr.  Milo 
B.  Ward,  Topeka ;  Dr.  Henry  P.  C. 
Wilson,  Baltimore;  Dr.  Nicholas  San 
Juan,  City  of  Mexico,  Mexico. 

The  following  is  a  list  of  the  Ad- 
visory Council :  Dr.  A.  H.  Cordier, 
Kansas  City,  Mo. ;  Dr.  J.  H.  Carstens, 
Detroit,  Mich. ;  Dr.  Edwin  Walker, 
Evansville,  Ind.  ;  Dr.  Rufus  B.  Hall, 
Cincinnati,  O. ;  Dr.  X.  O.  Werder, 
Pittsburg,  Pa;  Dr.  A.  F.  Currier, 
New   York,   N.   Y. ;  Dr.   Robert  T. 
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Morris,  New  York,  N.  Y. ;  Dr.  F.  H. 
Davenport,  Boston,  Mass.  ;  Dr.  Ely 
Van  de  Warker,  Syracuse,  N.  Y. ;  Dr. 
George  R.  Dean,  Spartanburg,  S.  C. ; 
Dr.  George  C.  Jarvis,  i8  High  Street, 
Hartford,  Conn.  ;  Dr.  Henry  T.  By- 
ford,  Chicago,  111. ;  Dr.  George  F. 
French,  Minneapolis,  Minn. ;  Dr.  J. 
F.  Y.  Paine,  Galveston,  Texas. 

It  is  desirable  that  all  those  who 
propose  to  read  papers  before  this 
section  should  nominate  their  titles 
to  the  secretaries  above-named  at  an 
early  day,  as  the  regulations  require 
that  abstracts  of  such  papers  shall  be 


in  the  hands  of  the  secretary-general 
not  later  than  July  lo,  1893. 

All  members  of  the  profession  of 
medicine  interested  are  earnestly  and 
cordially  invited  to  attend  the  meet- 
ings of  the  section  to  be  held  in 
Washington,  on  Tuesday,  Wednes- 
day, Thursday  and  Friday,  Septem- 
ber 5,  6,  7  and  8,  1893. 

By  order  of  the  Executive  President. 
Brooks  H.  Wells,  English-speaking 

Secretary. 
E.    W.    Gushing,    Spanish-speaking 

Secretary. 


OBSTETRICAL  SOCIETY  OF  PHILADELPHIA. 
Meeting  of  March  2,  1893. 


The  President,  Dr.  Barton  Cooke  Hirst,  in  the  Chair. 


REPORT     OF     cases     OF     OVARIOTOMY, 
WITH    REMARKS.       BY  M.  PRICE,    M.D. 

(See  page  393). 

discussion. 

Dr.  Harris  A.  Slocum  : 

I  would  ask  what  was  the  character  of  the 
intra-peritoneal  cyst  near  the  kidney  .'* 

Dr.  M.  Price  : 

Whether  this  was  between  the  folds  of  the 
mesentery  or  kidney  cyst  it  is  impossible  to 
say.  It  could  be  enucleated  without  a  liga- 
ture. 

Dr.  Slocum  : 

Some  time  ago  I  made  a  post-mortem  in  a 
case  where  no  cystic  enlargement  of  the 
kidney  had  been  suspected.  The  left  kidney 
was  removed,  and  presented  a  sac  with  a 
peritoneal  covering  at  its  lower  portion,  not 
communicating  with  the  pelvis  of  the  kidney. 
This  sac  was  globular,  fully  four  inches  in 
diameter,  and  presented  the  appearance 
before  removal  of  being  intra-peritoneal,  and 
full  of  urine.  On  the  surface  of  the  kidney 
were  two  small  cysts,  showing  the  mode  of 
origin  of  the  large  one  by  fondular  dilata- 
tion. Possibly  the  cyst  described  by  Dr. 
Price  might  be  of  a  similar  character. 

uterine  CANCER.   BY  J.  M.  BALDY,  M.D. 

(See  page  395.) 

discussion. 
Dr.  Charles  P.  Noble  : 

I  have  been  much  interested  in  the  speci- 
mens presented  by  Dr.  Baldy.  I  think  that 
we  cannot  say  too  much  in  regard  to  the 
subject  of  irregular  menstruation  about  the 
menopause  and  after  the  menopause,  or  to 
insist  too  strongly  that  the  old  doctrine  of 
climacteric  haemorrhage  is  false,  and  that  it 
leads  to  bad  results.  Undoubtedly  climac- 
teric haemorrhage  is  due  to  cancer,  fibroid 


tumors  or  endometritis,  and  it  requires  treat- 
ment. Until  the  doctrine  of  climacteric 
haemorrhage  is  finally  buried  we  shall  con- 
tinue to  bury  a  large  number  of  women 
having  cancer  that  otherwise  might  have 
been  cured  by  early  operation. 

While  I  am  in  favor  of  early  vaginal  hys- 
terectomy for  cancer,  I  confess  that  I  hardly 
look  upon  it  as  such  a  simple  operation  that 
I  should  do  it  for  the  suspicion  of  cancer. 
We  should  not  open  the  abdomen  for  the 
suspicion  of  anything,  but  Dr.  Baldy  probably 
did  not  mean  to  go  so  far  as  to  say  that  he 
would  operate  on  the  suspicion  of  cancer.  I 
think  that  it  does  not  appeal  to  the  good 
judgment  of  any  one  to  do  a  major  operation 
on  a  suspicion. 

As  to  the  removal  of  the  uterus  for  pro- 
lapse, I  must  say  that  I  have  never  seen  the 
plausibility  of  that  operation.  In  my  hands  I 
have  succeeded  in  curing  all  cases  of  pro- 
lapse, with  one  exception,  by  plastic  opera- 
tion, by  amputating  the  cervix  near  the  level 
of  the  internal  os,  and  doing  a  Stoltz  opera- 
tion on  the  anterior  wall,  and  an  Emmett 
operation  at  the  outlet.  I  do  not  know  how 
many  of  these  operations  I  have  done,  but 
all  the  cases  have  made  a  perfect  cure  with 
one  exception.  In  one  woman,  whose  tissues 
were  flabby  and  degenerating,  trouble  re- 
curred some  months  later.  Of  the  other 
cases,  I  do  not  know  one  that  is  wearing  a 
pessary,  and  I  have  done  dozens  of  these 
operations.  I  fail  to  see  why  we  should  take 
out  the  uterus.  This  does  not  restore  the 
pelvic  floor.  While  the  uterus  does  not 
come  out  the  pelvic  floor  does  come  out,  and 
I  do  not  see  that  the  condition  is  any  better. 
I  should  be  glad  to  hear  how  many  of  such 
operations  Dr.  Baldy  has  done,  and  what  his 
results  have  been. 

Dr.  Addinell  Hewson  : 

I  should  like  to  report  a  case  of  cancer  of 
the  uterus  which    I    removed    post-mortem 
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from  a  woman  58  years  of  age.  The  history 
was  that  of  climacteric  haemorrhage.  Three 
months  ago  I  was  called  to  see  her  for 
haemorrhage.  I  found  the  fundus  of  the 
uterus  adherent  to  the  back  part  of  the  pelvis, 
in  the  region  of  the  left  sacro-iliac  joint.  She 
informed  me  that  she  had  had  several 
haemorrhages  at  intervals  of  one  or  two 
months,  and  that  in  nearly  every  instance 
the  bleeding  had  continued  for  ten  days  and 
had  been  profuse.  Fearing  that  there  was 
cancer  of  the  fundus,  I  asked  Dr.  Davis  to 
see  her  with  me.  He  confirmed  the  diag- 
nosis of  cancer  of  the  fundus  and  it  was 
thought  inadvisable  to  do  anything  in  her 
present  condition. 

A  few  days  since  the  patient  died.  Before 
death  the  condition  was  unique.  The  woman 
passed  faecal  matter  from  the  uterus.  A 
tumor  appeared  in  the  left  iliac  fossa  and- 
extended  up  over  the  crest  of  the  ilium- 
This  did  not  show  distinct  fluctuation.  At 
the  autopsy  I  found  a  large  tumor  about  the 
size  of  a  large  orange  occupying  the  left  iliac 
fossa,  extending  over  the  crest  of  the  ilium 
and  high  up  beneath  the  peritonaeum,  en- 
croaching upon  the  iliacus  muscle  behind. the 
sigmoid  flexure  of  the  large  intestine.  The 
uterus  was  fixed  to  the  sigmoid  flexure,  and 
the  ileum  six  inches  from  its  entrance  into 
the  caput  coli  was  slightly  adherent.  Open- 
ing the  uterus,  it  was  found  that  a  growth 
occupied  the  posterior  left  lateral  aspect  of 
the  uterus  above  the  neck.  The  vagina  was 
not  implicated.  There  was  a  communication 
between  the  uterus  and  the  middle  portion  of 
the  rectum,  and  an  abscess  surrounded  the 
external  iliac  vessels  on  both  sides,  and 
extended  from  the  level  of  the  rectum  up 
into  the  false  pelvic  fascia,  partly  into  the 
iliacus  and  psoas  muscles.  The  abscess  had 
extended  not  so  much  forward  as  backward, 
and  extended  upward  in  the  neighborhood 
of  the  crest  of  the  ilium,  near  the  lumbar 
vertebrae. 

Dr.  G.  Betton  Massey  : 

Dr.  Noble  has  properly  objected  to  some 
sweeping  assertions  that  have  been  made  in 
regard  to  the  performance  of  hysterectomy 
for  suspected  cancer.  To  take  out  every 
uterus  that  is  the  source  of  an  apparent  con- 
tinuation of  the  menstruation  is  a  most  care- 
less way  to  deal  with  a  grave  subject.  In 
many  cases  such  haemorrhages  are  due  to 


haemorrhagic  endometritis,  or  to  fibroid 
growths,  and  are  easily  arhenable  to  treat- 
ment. Of  course,  where  fundal  cancer  is 
diagnosed  there  are  few  of  us  who  would  say 
that  the  knife  shall  not  be  used,  in  spite  of 
results  that  hardly  warrant  the  operation. 

In  the  fibroid  tumor  specimen  shown,  I 
fail  to  see  any  evidence  of  universal  adhe- 
sions. I  remember  the  case  very  well.  It 
was  referred  to  me  a  year  and  a  half  ago  by 
Dr.  Watson,  and  very  carefully  treated  by 
me,  though  the  patient  was  an  ignorant  and 
careless  colored  woman.  The  electrical  ap- 
plication gave  but  little  relief  from  the  press- 
ure symptoms,  and  at  no  time  was  there 
much  apparent  diminution  in  the  size  of  the 
growth,  which  was  probably  due  to  the  fact, 
well  shown  in  the  specimen,  that  the  tumor 
was  mainly  subperitoneal.  A  point  on  which 
I  wish  to  lay  special  stress,  as  refuting  one 
of  Dr.  Baldy's  remarks,  is  that  the  tumor 
was  fixed  by  adhesions  when  the  electrical 
treatment  was  begun.  It  lay  to  the  right  of 
the  median  line,  and  was  never  movable 
during  the  course  of  the  treatment.  As  it 
was  so  firmly  fixed  previously,  it  is  of  course 
nonsense  to  speak  of  the  electricity  as  the 
cause  of  the  adhesions.  The  patient  was 
quite  hysterical,  and  I  have  not  seen  her  for 
six  months,  I  doubt  if  she  had  reason  to  stay 
in  bed  three  months  recently;  the  healthy 
condition  of  the  tumor  is  self-evident. 

This  makes  the  third  case  in  which  the 
tumor  and  uterus  have  been  removed  by 
operation  out  of  nearly  one  hundred  in  which 
I  have  used  the  Apostoli  treatment.  Another 
case  had  the  ovaries  removed  before  the  treat- 
ment was  fairly  tried.  As  each  of  the  three 
died  from  the  operation,  I  rather  regret  that 
this  fourth  case  has  been  reported  so  soon  as 
ten  days  after  the  removal.  I  do  not  rush  in 
here  and  report  every  time  I  use  a  current  on 
a  case.    We  want  the  ultimate  results. 

Dr.  Joseph  Price  : 

Schroeder  calls  attention  to  the  fact  that  a 
watery  discharge  is  characteristic  of  sarcoma 
of  the  fundus.  In  my  experience  this  is 
about  the  only  form  of  malignant  disease  that 
attacks  the  fundus.  I  have  looked  in  vain 
for  the  other  forms  of  malignant  disease. 
Sarcoma  is  the  dirtiest  intra-uterine  disease 
that  we  find  as  regards  smell,  filth  and  quan- 
tity of  discharge.  The  haemorrhage  is  very 
offensive,  and  the  copious  watery  discharge 
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'is  like  the  washings  of  meat.  The  uterus  is 
large,  often  very  large.  The  disease  occurs 
in  large,  fleshy  women,  rarely  in  spare  indi- 
viduals. 

For  two  reasons  I  would  recommend  the 
removal  of  the  sarcomata  from  above,  where 
there  is  a  healthy  cervix  and  the  precise  na- 
ture of  the  disease  is  determined.  It  is  dif- 
•ficult  to  clean  the  cavity  of  the  uterus,  and 
the  fundus  of  the  uterus  is  easily  perforated. 
If  you  upset  the  uterus  you  are  almost  sure 
to  lacerate  it  and  empty  a  quantity  of  filthy 
fluid  and  debris  into  healthy  tissues.  I  have 
therefore  come  to  the  conclusion  to  remove 
such  uteri  from  above,  not  that  my  results 
have  been  bad.  I  have  had  fifty-one  vaginal 
extirpations  with  one  death,  and  in  the  second 
-series  I  hope  to  do  a  little  better.  Sarco- 
mata, I  repeat,  are  very  common  about  the 
iundus.  Dr.  Hewson  has  alluded  to  a  case 
interesting  in  this  connection.  I  have  had 
.four  cases  in  my  own  experience  where  faeces 
came  through  the  uterus  and  vagina.  In  one 
case  the  fundus  was  perforated  by  a  curette 
in  the  hands  of  a  prominent  gynaecologist. 
These  cases  require  a  great  deal  of  morphia 
to  ease  them  while  dying. 

If  I  accepted  the  counsel  of  this  evening  I 
-should  have  to  change  my  whole  practice. 
For  instance,  take  the  specimen  of  hyper- 
trophic elongation  with  prolapse  and  protru- 
sion. In  all  probability  there  was  here,  as  is 
usual,  relaxation  or  rupture  of  the  pelvic  floor, 
with  inversion  of  the  vagina  wall.  Here  am- 
putation of  the  cervix,  with  some  plastic 
operation,  will  give  you  about  a  natural  con- 
dition and  an  elastic  pelvic  floor.  With  such 
treatment  it  is  exceptional  for  protrusion  to 
again  occur.  It  would  not  be  wise  to  give  up 
the  procedures  which  we  have  elaborated  ^o 
.perfectly  for  the  relief  of  perineal  injuries- 
relaxation  of  the  vaginal  outlet,  rupture  of 
•the  pelvic  floor,  etc.,  and  from  which  our  re- 
-sults  are  so  good. 

The  indications  of  intra-uterine  mischief 
•  after  the  menopause,  as,  for  instance,  sago 
granulation,  have  been  referred  to.  The  deli 
cate  use  of  the  curette  would  remove  the 
source  of  the  haemorrhage  in  a  certain  num- 
ber of  cases.  I  do  not  mean  to  say  that  that 
condition  of  affairs  is  common.  Far  from  it. 
In  my  own  experience,  with  200  uteri  removed, 
all  of  the  evidences  of  endometritis  or  intra- 
.uterine  mischief  could  be  wiped  away  with  a 


little  piece  of  gauze.  In  not  a  single  case  of 
fibroid  tumor,  myoma,  oedematous  myoma, 
multiple  nodular  fibroma  or  cystiform  degen- 
eration of  the  fibroids  have  I  ever  found  any- 
thing in  the  cavity  of  the  uterus  indicating 
the  use  of  the  curette.  Sometimes  you  have 
some  sago  granulations,  and  the  haemorrhage 
maybe  relieved  by  the  use  of  even  the  dull 
curette. 

The  recognition  of  the  indication  is  quite 
as  important  in  uterine  disease  as  in  disease 
of  any  other  organ.  We  have  no  right  to 
practice  a  surgical  operation  or  write  a  pre- 
scription without  a  clear  recognition  of  the 
indication.  The  indiscriminate  practice  of 
oophorectomy  brought  surgery  into  disrepute; 
so  the  indiscriminate  removal  of  the  uterus 
will  do  precisely  the  same  thing.  I  would, 
with  others,  condemn  operating  for  a  sus- 
picion. 

In  conclusion.  I  want  to  allude  to  the  re- 
moval of  the  uterus  and  the  methods  of 
performing  it.  I  have  removed  the  uterus 
a  number  of  times.  I  have  seen  others 
remove  the  uterus,  and  have  seen  them 
employ  Martin's  method,  with  two  assist- 
ants dilating  the  soft  parts.  I  have  seen 
them  rupture  everything  to  the  descending 
rami  of  the  pubes.  I  have  felt  how  easy 
it  would  be  to  use  the  ligature  if  we  ruptured 
everything,  the  soft  parts  giving  an  opening 
four  inches  in  diameter.  I  admit  that  the 
uterus  can  be  removed  with  ease  by  the  liga- 
ture if  we  practice  so  much  traumatism,  but 
take  a  virgin  uterus,  with  rigid  and  small 
parts  and  the  uterus  high  up.  Tlie  last  eleven 
uteri  that  I  have  removed  have  never  been 
gravid.  This  negatives  all  the  literature  of 
Emmett  and  others  stating  that  cancer  of  the 
uterus  is  never  seen  in  women  who  have  not 
been  pregnant.  Such  literature  is  positively 
worthless.  I  cannot  practice  so  much  trau- 
matism to  begin  an  operation  of  that  charac- 
ter. I  make  a  half-moon  incision  fore  and 
aft,  opening  the  retro-peritoneal  sac,  and  then 
use  the  finger  as  a  guide,  protector  and  direc- 
tor. Then  open  anteriorly  over  the  finger  and 
apply  small  narrow  bladed  forceps.  Repeat 
this  on  the  other  side.  This  makes  a  smooth, 
rapid  and  safe  operation.  It  is  nice  to  talk 
about  an  ideal  operation,  but  the  operation 
that  gives  the  least  mortality  and  saves  the 
most  patients  is  the  ideal  operation  in  my 
opinion.     As  I  have  said,  I  have  had  fifty-one 
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vaginal  hysterectomies  with  forceps,  with  one 
death,  and  that  was  due  to  carelessness.  It 
is  our  duty  as  a  teaching  society  to  place  in 
the  hands  of  the  men  who  read  our  transac- 
tions the  safest  method  by  which  they  will  do 
the  most  good  and  the  least  mischief.  Some 
one  advocated  in  the  Society  catgut  for  every- 
thing, and  I  condemned  it.  There  are  a  num- 
ber of  men  whom  I  would  trust  to  use  catgut- 
They  are  capable  of  making  a  good  ligature 
and  .capable  of  tying  it,  but  if  you  place  such 
uncertain  material  in  the  hands  of  uncertain 
men  you  are  responsible  for  the  lives  that  are 
lost  by  haemorrhage.  Two  of  th^  men  who 
left  the  city  after  hearing  that  paper  used 
catgut  in  Kansas,  and  two  patients  died  of 
haemorrhage.  If  you  recommend  complete 
extirpation  by  the  supra-vaginal  method  you 
do  two  things :  you  place  in  the  hands  of  a  man 
with  little  experience  and  judgment  an  uncer- 
tain material,  and  you  place  in  his  hands  a 
Hagedorn  needle,  a  curved  instrument  that 
he  is  to  pass  around  the  lateral  arteries,  and 
in  many  instances  he  will  include  one  or  both 
ureters.  The  death  may  be  ascribed  to 
shock,  collapse,  heart  failure  or  something 
else,  but  I  venture  to  say  that  a  number  of 
inexperienced  operators  will  include  the  ure- 
ters in  the  method  of  complete  extirpation 
I  would  place  in  these  men's  hands  the  supra 
vaginal  extra-peritoneal  method,  which  re- 
moves a  healthy  tumor  from  a  healthy  perito- 
neal cavity  and  fixes  the  stump  outside  under 
his  inspection.  If  he  succeeds  in  removing  it 
his  patients  will  all  get  well.  I  completed 
my  first  series  of  loo  supra-vaginal  extra- 
peritoneal hysterectomies  with  six  deaths. 
Three  were  absolutely  hopeless  cases  of  can. 
cer,  two  were  pyaemic,  and  the  sixth  was  killed 
by  bad  surgery. 

Dr.  Charles  P.  Noble: 

I  simply  wish  to  add,  in  reference  to  vagi- 
nal hysterectomy  for  cancer  where  the  ap- 
pendages are  adherent,  that  I  have  about 
made  up  my  mind  that  hereafter  I  shall  finish 
the  operation  from  above.  It  is  a  simple 
thing  after  we  have  made  our  incision  in  front 
and  behind  to  feel  the  appendages ;  and,  of 
course,  in  most  cases  where  the  appendages  are 
adherent,  we  know  it  before  we  operate.  If  the 
appendages  are  adherent,  with  a  collection  of 
fluid  in  the  tubes  or  ovaries,  it  is  better  sur- 
gery to  finish  the  operation  from  above.  We 
can  ligate  the  uterine  artery  below,  and  then, 


with  a  few  ligatures  above,  tie  off  the  broad 
ligament. 

Dr.  B.  F.  Baer  : 

I  can  endorse  what  Dr.  Noble  has  just  said 
in  regard  to  the  combined  operation.  You 
may  remember  that  as  long  as  two  years  ago  I 
reported  a  case  to  the  Society  and  described 
a  method  by  which  I  ligated  the  uterine  arte- 
ries through  the  vagina,  after  separating  the 
vaginal  attachments.  The  abdomen  was 
then  opened  and  the  operation  finished 
from  above.  I  am  sure  this  is  the  most 
scientific  method,  especially  where  the  body 
of  the  uterus  is  large.  No  operation  for 
total  extirpation  in  maHgnant  disease  is  com- 
plete unless  the  tubes  and  ovaries  are  also 
removed,  especially  if  they  are  diseased.  It 
is  not  easy  to  remove  the  tubes  and  ovaries 
with  a  cancerous  uterus  per  vaginam,  and  for 
that  reason,  and  because  it  is  more  thorough, 
I  advocate  the  combined  operation. 

Regarding  the  irregular  discharges  from 
the  uterus  about  the  menopausal  age,  it  is- 
most  important  that  they  should  be  looked 
after  carefully  and  regarded  as  pathological,, 
as  at  all  other  periods  of  life.  I  have  said  a 
good  deal  during  the  last  ten  years  about 
menopausal  haemorrhage,  but  too  much  can- 
not be  said,  nor  too  often.  Women  should  be 
educated  to  submit  at  once  to  intelligent  in- 
vestigation when  abnormal  discharges  occur. 
We  would  then  see  fewer  advanced  cases  of 
cancer,  and  would  be  able  to  save  more  lives 
by  early  operation. 

I  cannot  endorse,  however,  the  view  which 
has  been  expressed,  that  we  should  remove 
the  uterus  on  a  mere  suspicion  of  cancer. 
This  is  not  necessary,  for  when  we  see  the 
case  so  early  that  we  cannot  diagnosticate 
positively  by  touch  and  sight,  there  is  plenty 
of  time  to  examine  by  the  microscope.  At 
this  early  stage  there  can  be  no  cause  for 
great  hurry,  and  by  care  we  may  be  saved 
the  chagrin  of  having  removed  a  normal 
uterus. 

I  desire  to  say  a  few  words  about  vaginal 
hysterectomy  for  procidentia.  I  am  opposed  to 
this  operation  for  complete  prolapse:  First,  be- 
cause there  is  a  better  way,  and  second,  be- 
cause the  operation  does  not  restore  the 
vagina  to  its  lost  moorings.  But  the  plastic 
operations  on  the  vagina  also  fail,  and  they 
fail  because  one  of  the  principal  factors  in  the 


OBSTETRICAL  SOCIETY  OF  PHILADELPHIA. 


427 


pathological  condition  still  exists.  This  fac- 
tor is  relaxation  and  stretching  of  the  broad 
ligaments  and  other  tissues  at  the  upper  por- 
tion of  the  vagina.  Several  months  ago  I 
planned  and  performed  a  new  operation? 
which,  I  believe,  promises  good  results.  In 
this  operation  I  opened  the  abdomen  by  a 
two-inch  incision,  and  then  shortened  the 
broad  and  round  ligaments  by  ligating,  some- 
what after  the  method  I  have  described  for 
supra-vaginal  hysterectomy.  If  the  uterus  is 
quite  small,  as  it  was  in  this  instance,  I  sim- 
ply ligate,  but  if  it  is  greatly  hypertrophied 
and  the  patient  is  about  the  age  of  the  meno- 
pause or  older,  I  make  su-pra-vaginal hyster- 
ectomy, and  thus  get  rid  of  the  super-incum- 
bent weight,  and  at  the  same  time  overcome 
relaxation. 

The  plastic  operations  upon  the  vagina 
should  be  also  performed,  as  they  were  in  this 
instance,  two  weeks  after  the  operation  to 
which  I  have  just  referred.  This  patient 
was  cured. 

Dr.  G.  Betton  Massey  : 

If  this  society  is  a  teaching  body,  and  is  to 
retain  that  position,  we  should  fortify  our 
opinions  by  presenting  statistics  when  we 
urge  radical  measures,  rather  than'  isolated 
instances.  We  hear  a  great  deal  about  the 
large  number  of  recoveries  and  the  small 
number  of  deaths  here,  but  elsewhere  we 
hear  of  many  deaths  at  the  hands  of  the 
same  men.  I  have  no  hesitation  in  making 
that  statement  here,  and  in  complaining  of 
this  manner  of  dealing  with  statistics,  though 
I  do  not  wish  to  be  considered  as  confining 
my  remarks  to  the  reader  of  the  paper  per- 
sonally. 

Dr.  J.  M.  Baldy  : 

In  answer  to  Dr.  Massey's  remarks,  I  may 
say  that  since  I  have  been  using  the  ligature 
in  vaginal  hysterectomy  I  have  not  had  a 
death. 

As  far  as  the  fibroid  tumor  is  concerned,  if 
Dr.  Massey  has  not  seen  the  patient  for  six 
months  he  has  no  right  to  question  the  state- 
ment that  she  was  in  bed  for  three  months. 
She  was  bleeding  very  freely,  and  had  been 
advised  to  remain  in  bed  by  her  physician. 
As  to  the  adhesions.  Dr.  Massey  says  he 
does  not  believe  that  there  were  adhesions, 
and  then  immediately  states  that  adhesions 
were  present  before  electricity  was  applied. 


The  statements,  to  say  the  least,  are  incom" 
patible. 

My  statement  in  regard  to  cases  in  which 
I  would  operate  where  there  was  a  suspicion 
of  cancer  was  meant  to  apply  to  cases  in 
which  the  menopause  had  been  established, 
and  in  which  bleeding  had  come  on  after- 
ward. In  these  cases  it  is  frequently  im- 
possible to  prove  that  there  is  cancer.  Even 
the  pathologist  can  give  us  no  definite  infor- 
mation from  the  specimens  supplied  by  the 
curette.  I  hold  then  that  in  such  cases  we 
should  remove  the  uterus  where  we  suspect 
cancer  from  the  presence  of  legitimate  symp- 
toms, such  as  irregular  bleeding,  for  which 
we  can  find  no  other  cause.  As  far  as  saga 
granulations  are  concerned  it  rather  amuses 
me  that  a  gentleman  who  has  repeatedly 
insisted  that  there  never  is  endometrial 
disease,  and  that  the  use  of  the  curette  is 
unjustifiable,  barbarous  and  tinkering,  and 
the  cause  of  pus  tubes,  should  assert  that 
there  are  sago  granulations,  and  that  they  are 
the  cause  of  the  irregular  bleeding  to  which 
I  refer,  and  that  the  curette  can  be  used  tO' 
cure  the  case.  His  statements  become  all 
the  more  ludicrous  when  he  follows  up  the 
statement  by  the  one  that  he  has  removed 
over  two  hundred  uteri,  and  in  not  a  single 
one  of  them  was  there  any  evidence  of  endo- 
metric  disease  which  he  could  not  wipe  away 
\Vith  tissue  paper,  excepting  where  there  was 
cancer.  My  own  experience  is  that  saga 
granulations  are  sarcomatous  or  cancerous. 
They  return  again  and  again  even  after 
curetting.  I  believe  that  in  these  cases 
malignant  disease  is  present,  and  if  I  found 
sago  granulations  I  should  remove  the  uterus 
on  the  suspicion  of  cancer.  When  one  man 
has  removed  over  two  hundred  uteri  within 
the  short  period  of  four  or  five  years  it  ap- 
pears to  me  that  a  criticism  from  him  that 
the  adoption  of  the  principle  of  operation  in 
suspicious  cases  of  malignant  disease  as  I 
have  stated,  will  bring  discredit  on  gynae- 
cology, is  a  little  ill-timed.  What  will  be  said 
of  reckless  and  pernicious  operations  in  the 
case  of  two  hundred  hysterectomies  by  one 
man  in  such  a  short  period  ? 

As  to  the  knife  not  being  used  after  cancer 
is  diagnosed,  I  recognize  that  there  is  a 
conviction  among  some  gynaecologists  that 
cancer  is  incurable  and,  therefore,  they  op- 
pose the  use  of  the  knife.  The  bulk  of  the 
profession,   however,  favor  the  use  of    the 
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knife  early.  The  patient  had  better  have 
the  chance  that  the  knife  affords,  and  if  they 
die  with  the  knife  they  at  least  die  a  com- 
paratively easy  death. 

As  to  removal  of  the  uterus  for  prolapse. 
In  the  one  case  referred  to,  the  enlargement 
is  supra-vaginal  and  not  infra-vaginal,  and  it 
would  have  been  impossible  to  have  removed 
that  cervix.  An  intelligent  glance  at  the 
specimen  and  less  desire  to  criticize  would 
have  saved  the  critic  from  falling  into  this 
notable  blunder.  Those  who  are  getting  com- 
plete cures  of  prolapse  by  plastic  operation 
are  getting  what  others  are  not,  and  from  my 
own  experience  with  bad  prolapse  cases  I 
am  unable  to  prevent  a  lingering  doubt  as  to 
these  brilliant  results.  In  one  of  these  cases 
I  had  twice  done  a  plastic  operation,  and  I 
finally  advised  removal  of  the  uterus.  There 
is  another  patient  now  under  observation  who 
has  had  ten  plastic  operations  by  different 
surgeons.  It  is  often  assumed  that  a  cure  is 
effected  because  the  patient  does  not  return. 
I  have  seen  these  uteri  remain  up  for  a  year, 
and  then  come  down  in  the  course  of  a  month 
without  apparent  cause.  Unless  you  can 
keep  track  of  your  cases  you  cannot  say  that 
they  are  cured. 

I  agree  with  the  statement  in  regard  to 
cancer  in  virgins.  I  believe  that  the  value 
of  the  literature  on  this  point  is  nil.  Cancer 
does  occur  both  in  the  cervix  and  fundus 
of  women  who  have  not  borne  children.  I 
believe  that  the  statements  in  the  books  were 
made  in  connection  with  cancer  of  the  cervix. 
Even  there  I  have  had  two  cases  of  cancer  of 
the  cervix,  in  w^hich  there  had  been  no 
chance  of  tear ;  both  in  women  under  thirty 
years  of  age. 

As  to  the  method  of  removal  of  the  uterus, 
I  do  not  know  where  anybody  could  have 
seen  such  barbarous  surgery  as  splitting  open 
the  perinaeum  and  tearing  the  labia  so  as  to 
have  an  opening  four  inches  in  diameter.  I 
cannot  conceive  where  such  work  was  seen. 
I  use  nothing  but  Sims'  retractor,  and  the 
vulvar  orifice  is  not  more  dilated  than  if  I 
did  an  operation  on  the  cervix.  Anybody 
who  would  find  it  necessary  to  have  such  an 
immense  space  in  which  to  work  had  better 
not  attempt  the  operation  under  any  circum- 
stances. 

Catgut  is  an  unsatisfactory  ligature  in  many 
respects,  but  it  has  its  advantages.  I  have 
never  met  with  an  accident  from  it  in  this 


operation,  and  this  is  about  the  only  ab- 
dominal operation  in  which  I  use  it.  It  does 
its  work  thoroughly  and  compresses  the 
vessels.  Operators  are  using  catgut  pretty 
freely  the  world  over  in  this  operation. 

As  to  the  removal  of  adherent  appendages 
from  above.  If  the  appendages  are  densely 
adherent  I  leave  them  alone.  This  will  do 
no  particular  harm  unless  they  are  cystic. 
Under  such  circumstances,  if  they  cannot  be 
enucleated  from  below,  the  combined  opera- 
tion had  better  be  made. 

Dr.  Hirst: 

exhibition  of  sterilizers. 

Dr.  Hamill: 

specimens  of  a  parovarian  cyst; 
double  ovarian  abscess;  vagi- 
nal hysterectomy. 

specimens  of  myoma  removed  by 
hysterectomy;  multilocular 
ovarian  cystoma  from  case  of 

CHRONIC  BRIGHT's  DISEASE.       BY.DR. 

NOBLE.     (See  page  398.) 
discussion. 
Dr.  B.  F.  Baer  : 

I  thank  Dr.  Noble  for  his  kind  words  re- 
garding my  method,  but  I  regret  that  he  did 
not  follow  it  literally  in  the  case  which  he 
presented  this  evening,  for  I  regard  it  as 
much  simpler  in  execution  and  more  correct 
in  principle  than  the  method  of  Chrobak, 
which  is  essentially  total  extirpation. 

At  the  last  meeting  of  the  Society  Dr. 
Cushing,  of  Boston,  in  discussing  this  subject, 
also  advocated  the  method  of  Chrobak  in 
preference  to  mine.  This  preference  is 
largely  based  upon  the  view  that  drainage 
through  the  vagina  is  necessary,  and  to 
obtain  that  the  Chrobak  method  (which  is 
really  Eastman's  method),  cauterizes  the 
cervical  canal  with  the  actual  cautery,  or 
destroys  the  tissues  of  the  canal  by  some 
other  means,  so  that  the  vagina  is  opened 
and  the  cervix  itself  almost  entirely  destroyed 
for  the  purpose  of  drainage.  This,  I  claim, 
is  wrong  in  principle  and  unnecessarily  cum- 
bersome and  mutilating.  A  drainage  ar- 
rangement in  these  cases  is  harmful,  but  if 
in  a  given  case  it  should  be  necessary,  my 
method  leaves  the  cervical  canal  in  its  per- 
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fectly  natural  state.  WJiy  should  not  the 
natural  cervical  canal  be  sufficient  for  all 
drainage  purposes  when  it  has  been  acting 
in  that  capacity  throughout  the  entire  life  of 
the  patient?  My  method  leaves  the  cervix 
perfect,  while  the  other  method  almost  en- 
tirely destroys  it.  Time  and  experience,  I 
have  no  doubt,  will  decide  in  favor  of  leaving 
the  tissues  as  nearly  as  possible  in  their 
natural  anatomical  condition. 

Regarding  the  care  of  the  peritoneal  flaps, 
I  have  distinctly  stated  in  my  paper  that  I 
am  guided  by  circumstances  in  their  manage- 
ment. If  it  seems  best  to  place  several 
sutures  for  their  coaptation  I  do  so ;  if  not,  I 
omit  the  sutures,  and  by  that  action!  permit 
any  drainage  that  might  be  necessaryto  take 
place  more  readily  through  the  cervical  canal, 
the  natural  channel.  The  fewer  foreign 
bodies  left  in  the  tissues  the  better ;  the  less 
interference  by  drainage  tubes  and  unneces- 
sary ligatures  and  sutures,  the  more  perfect 
will  be  the  result. 

Dr.  J.  M.  Baldy  : 

Although  I  have  always  contended  that 
the  extra-peritoneal  method  was  the  best,  I 
have  been  much  impressed  with  what  Dr. 
Baer  and  others  have  said,  and  with  what  I 
have  seen  him  to  do.  In  the  last  five  hyster- 
ectomies I  have  employed  the  intra-peritoneal 
method,  and  I  do  not  regret  it.  The  results 
are  perfect.  I  have  stitched  the  peritonaeum 
over  the  stump,  and  have  not  employed 
drainage.  If  the  cervical  canal  will  drain 
menstrual  fluid,  I  do  not  see  why  it  would 
not  drain  any  fluid  that  might  collect.  I 
passed  the  cautery  through  the  canal  so  as 
to  avoid  infection  of  the  wound.  I  see  no 
reason  for  draining  a  healthy  peritoneal 
cavity  where  a  healthy  tumor  has  been  re- 
moved. Dropping  of  the  pedicle  will,  I 
believe,  eventually  supplant  the  noeud,  and 
with  the  exception  of  half  a  dozen  operators 
it  has  already  done  so.  Operators  the  world 
over  are  using  some  method  of  dropping  the 


pedicle,  or  of  complete  extirpation.  I  think 
leaving  the  cervix  is  a  quicker  and  simpler 
method,  and  gives  promise  of  much  better 
results.  The  old  trouble  with  dropping  the 
pedicle  was  tying  vessels  in  the  uterine  tissue 
with  all  the  attendant  danger  of  shrinkage  " 
and  haemorrhage.  By  tying  the  vessels  in 
the  broad  ligament  we  do  away  with  this- 
objection. 

If  the  tumor  shown  by  Dr.  Noble  is  a 
sarcoma,  the  operation  should  have  been 
complete  extirpation. 

Concluding  remarks  on  presenting  speci- 
men of  fibroid  removed  by  hysterectomy. 

Dr.  Charles  P.  Noble  : 

I  should  like  to  say  that  I  do  not  consider 
this  an  intra-peritoneal  treatment  of  the 
pedicle.  I  think  that  it  is  a  mistake  to  con- 
sider it  so.  It  is  intra-peritonaeal  if  you  do 
not  sew  the  peritoneum  over  the  cervical 
stump.  If  you  sew  it  over.,  in  one  day  the 
peritonaeum  is  closed  over  and  the  cervical 
stump  is  extra-peritoneal  just  as  much  as. 
though  it  were  surrounded  by  a  serre  noeud 
and  fastended  in  the  abdominal  wound. 
This  is  entirely  different  from  the  old  method 
of  amputating  the  tumor  and  sewing  up  the 
stump.  If  there  is  any  collection  of  fluid 
about  the  stump  it  is  not  in  the  peritoneal 
cavity.  This  is  one  of  the  great  beauties  of 
the  method.  In  this  particular  case  I  was 
led  to  use  the  wicking  because  there  was 
septic  material  in  the  cervix.  I  had  curetted 
the  womb,  and  there  was  inflammation  in  the- 
tumor  following  the  curetting.  Therefore  I 
disinfected  the  cervix  with  bichloride  of 
mercury  solution  and  passed  the  gauze.  I 
should  be  guided  by  circumstances  whether 
I  always  did  this  or  sometimes  omitted  it 
What  I  wish  to  emphasize  is  that  this  is  an 
extra-peritoneal,  and  not  an  intra-peritoneal,. 
method  of  treating  the  stump.    ' 

Adjourned. 

Harris  A.  Slocum, 
Secretary, 
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It  will  not  be  the  purpose  of  this 
lecture  to  refer  to  that  larger  class  of 
cases  of  rotary  lateral  curvatures  of 
the  spine  where  that  deformity  is 
produced  by  asymmetry  of  the  legs 
or  arms,  but  attention  will  be  directed 
only  to  those  that  have  no  such 
apparent  cause,  and  therefore  would 
be  classed  idiopathic. 

Without  entering  upon  the  large 
subject  of  theoretical  aetiology,  it  may 
be  concisely  stated  that  idiopathic 
rotary  lateral  curvatures  of  the 
spine  are  produced  or  influenced  by 
two  factors,  namely :  Constitutional 
debility,  or  enfeebleness,  and  pro- 
longed maintenance  of  an  altered 
relationship  normally  existing  be- 
tween the  shoulders  and  hips. 


It  will  be  apparent,  therefore,  that 
the  prevention  of  the  occurrence,  as 
well  as  the  arrest  of  the  progress  of 
this  deformity,  will  depend  upon  the 
early  removal  of  those  conditions 
which  tend  to  the  production  and 
progress  of  this  deformity. 

In  the  group  of  illustrative  cases,^ 
photographs  of  which  are  here  given, 
constitutional  debility  was  a  con- 
spicuous element.  Scoliosis  is  first 
noticed  usually  from  about  the  age 
of  eight  to  sixteen  years,  during  that 
period  of  life  when  rapid  growth  and 
development  mark  the  transition  into 
young  womanhood.    Occasionally  the 


1  Eight  of  these  photographs  were  loaned  to  the 
Editors  of  the  "  American  Text  Book  of  Surgery," 
and  will  explain  their  presence  there  and  here. 
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same  condition  is  found  in  boys  of 
the  same  age,  but  this  is  rare,  and 
the  deformity  assumes  precisely  the 
same  character  as  seen  in  Figs.  15 
and  18. 

It  will  require  no  argument  to  im- 
press the  absurdity  of  relying  upon 
more  or  less  rigid  shoulder  braces  or 
apparatus,  or  requiring  a  patient  to 
remain  in  bed,  or  in  any  recumbent 
or  quiet  position,  when  such  proced- 
ures or  restraint  can  have  but  one 
object,  and  that  to  increase  the  en- 
feebleness  already  present.  It  would 
be  as  rational  to  attempt  to  prepare 
college  athletes  for  field  or  aquatic 
sports  by  prolonged  rest  in  bed  so 
that  they  should  become  rested,  and, 
therefore,  ready  for  the  severe  exer- 
tions to  which  they  were  to  be  sub- 
jected, or  to  permit  them  to  exercise 
once  a  week  for  an  hour  and  then  so 
encase  their  bodies  as  to  prevent 
muscular  effort,  and,  therefore, 
fatigue. 

The  constitutional  debility  peremp- 
torily demands  well-directed  hygienic 
surroundings  and  the  gradual  and 
judicious  development  of  the  entire 
muscular  system  as  well  as  the 
adjustment  of  the  clothing  to  permit 
unrestrained  action  of  those  muscles 
whose  function  it  is  to  hold  the  spinal 
column  in  the  normal  position. 

The  clinical  features  of  this  form 
of  spinal  curvature  are  well  shown 
in  the  photographs  of  the  illustrative 
cases  which  are  given  here  to  afford 
an  opportunity  of  studying  a  group 
rather  than  a  single  case.  The  gen- 
eral character  of  the  deformity  will  be 
found  to  be  the  same  in  all  of  these 
cases,  some  features  being  more 
marked  at  times,  such,  for  example, 
as  the  position  of  the  greatest  curve. 
The  existence  of  some  deviation  from 


the  normal  positions  of  the  shoulder, 
or  shoulder  blades,  is  usually  first 
observed  by  the  dressmaker,  when 
she  finds  differences  upon  the  sides 
of  the  patient,  or  the  necessity  for 
filling  in  the  dress  waist  with  cotton 
''batting  or  other  material  in  order  to 
make  the  dress  fit  nicely.  Sometimes 
there  is  observed  an  undue  promi- 
nence of  one  hip,  making  the  waist 
slanting,  and  the  skirt  is  noticed  to 
drag  upon  the  ground  upon  one  side. 
It  occasionally  occurs  that  a  careful 
mother  will  observe  the  elevation  of 
one  shoulder  and  the  undue  promi- 
nence of  one  shoulder  blade,  but  this 
rarely  occurs  until  the  deformity  has 
progressed  sufficiently  to  make  it 
markedly  conspicuous.  It  not  infre- 
quently occurs  that  the  corset  maker 
is  the  one  who  finds  out  that  the  girl 
is  crooked.  'Often  the  mother,  dis- 
tressed at  the  habitual  faulty  positions 
assumed  by  the  daughter,  will  exam- 
ine the  back  to  find  a  cause,  and  the 
characteristic  appearances  will  be 
observed. 

The  patient  standing  firmly  and 
evenly  on  both  feet,  with  the  body 
uncovered  from  the  hips  up  so  that 
a  free  inspection  may  be  made,  it 
will  be  observed  that  the  right  shoul- 
der is  higher  than  the  left,  as  shown 
in  Fig.  I  ;  that  the  right  scapula  is 
not  only  more  prominent  at  its  angle, 
but  occupies  a  position  posterior  to 
that  of  its  fellow,  as  shown  in  Fig.  12  ; 
that  the  ribs  upon  the  right  side, 
posteriorly,  are  more  or  less  bulged 
out  laterally  and  posteriorly,  as  shown 
in  Fig.  2.  Upon  the  left  side  there 
is  a  corresponding  depression  into 
which  the  left  scapula  sinks  in  pro- 
portion to  the  extent  of  the  curva- 
ture shown  in  Fig.  15,  and  that  upon 
examination  of  the  spinous  processes, 
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by  using  the  first  and  second  fingers, 
placed  one  upon  each  side,  pressing 
upon  each  side  of  the  spinous  pro- 
cesses, that  a  gradual  curvature  or 
deviation  from  the  middle  line  will  be 
observed.  The  most  convenient 
method  of  making  this  inspection  is 
to  begin  with  the  seventh  cervical 
vertebra ;  passing  the  fingers  down 
with  slow,  firm  pressure  to  the  sacrum, 
turning  the  patient  about  so  as  to 
face  you,  the  opposite  conditions  will 
be  observed  ;  that  the  bulging  of  the 
ribs  is  upon  the  left  side  anteriorly, 
with  a  corresponding  depression  of 
the  right  side.  It,  however,  not  in- 
frequently occurs  that  although  there 
may  be  a  very  considerable  amount 
of  deviation  of  the  spinal  column 
posteriorly,  there  may  be  very  slight 
deformity  manifested  in  front,  shown 
in  Figs.  23  a  and  23  b,  and  I  have 
rarely  found  it  necessary  to  examine 
the  front  of  the  body  to  confirm  a 
diagnosis. 

In  Fig.  19  b  there  is  a  conspicuous 
prominence  of  the  right  hip  in  front 
and  an  apparent  obliquity  of  the  line 
of  the  waist,  giving  the  appearance 
that  would  be  present  in  a  case  with 
the  right  leg  several  inches  longer 
than  the  left.  The  view  of  the  back, 
as  seen  in  Fig.  19  a^  will  show  the 
low  dorsal  and  lumbar  lateral  curva- 
ture, but  it  is  the  great  rotation  of 
the  lumbar  vertebrae  in  this  case  that 
so  alters  the  contour  as  to  make  the 
right  hip  unnaturally  prominent. 
The  legs  were  found  to  be  within  a 
quarter  of  an  inch  of  the  same  length, 
and  could  not,  therefore,  have  pro- 
duced the  apparent  obliquity  of  the 
pelvis.  I  say  apparent  obliquity, 
because  it  was  found  to  be  apparent 
only,  as  the  measurements  from  the 
anterior  superior  spinous  process  of 
the  ilium  demonstrated. 


It  generally  occurs,  however,  that 
no  evidence  of  curvature  is  found  in 
the  front  of  the  body,  as  well  demon- 
strated by  Fig.  23  by  where  the  con- 
tour is  even  and  regular,  as  though' 
there  were  no  abnormality.  The 
inspection  of  the  back,  however,  as- 
seen  in  Fig.  23  a,  shows  a  decided 
lateral  curvature,  and  the  prominence 
of  the  right  scapula  demonstrates  the 
presence  of  rotation.  Occasionally^ 
the  inspection  of  the  front  of  the 
body  reveals  an  apparent  enlarge- 
ment of  the  left  mammary  gland,  but 
this  is  found  to  be  due  to  the  torsion 
of  the  vertebrae  throwing  the  ribs  for- 
ward and  therefore  making  the  mam- 
mary gland  of  that  side  seem  larger 
than  its  fellow. 

The  character  of  the  curvature  is 
that  of  a  slow  or  gradual  curve  in^ 
more  or  less  of  an  S  shape,  proceed- 
ing with  great '  regularity  from  the 
pelvis  to  the  neck.  The  curvature 
may  now  be  made  more  conspicuous^ 
by  having  the  child  fold  her  arms  in 
front  and  bend  forward  from  the 
hips,  with  the  knees  straight.  In 
this  position,  by  laying  a  ruler  across 
the  back,  the  scapula  of  the  right 
side  will  be  found  to  occupy  a  differ- 
ent plane  from  that  of  its  fellow. 

Any  in-egularities  of  contour,  such 
as  unduly  prominent  hips,  as  seen  in 
Figs.  I,  12,  15,  16,  19  and  20,  will 
now  be  found  not  to  depend  upon 
unequal  lengths  of  the  legs,  but  to 
rotation  of  the  lumbar  vertebrae. 
Any  doubt  in  this  regard  may  be 
easily  removed  by  measuring  the 
length  of  the  legs,  or  by  measuring 
the  distance  from  the  floor  to  the 
great  trochanters  on  each  side  as  the 
patient  stands  erect.  The  patient, 
standing  erect,  should  be  requested 
to  slowly  bend  the  body  first  to  the 
right  side  and  then  the  left,  when  it 
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will  be  perceived  that  an  inequality 
of  freedom  of  motion  exists,  which 
will  be  made  more  apparent  by  re- 
questing the  patient  to  turn  her 
entire  body,  without  moving  the  feet, 
first  to  the  right  and  then  to  the  left. 

The  character  of  the  curvature  is, 
as  already  stated,  a  gradual  curve,  as 
shown  in  Figs,  i  and  2,  and  is  totally 
unlike  the  angular  curve  of  lateral 
deviation  sometimes  seen  in  Pott's 
disease,  an  illustration  of  which  is 
afforded  in  Fig.  3.  In  the  latter,  the 
deviation  is  that  of  two  straight  lines 
bending  at  a  single  point,  and  the 
differences  of  appearance  is  so  great 
that  it  would  appear  to  be  impossible 
to  mistake  them.  But  this  case,  No. 
3,  was  treated  for  a  time  as  scoliosis, 
while  the  case  shown  in  Fig.  28  was 
treated  for  Pott's  disease,  and  is  evi- 
dence, therefore,  of  the  possibility  of 
confusion. 

A  reference  to  the  illustrations  of 
pathological  specimens  from  the 
Mutter  Museum  of  the  College  of 
Physicians  of  Philadelphia  will  not 
only  explain  the  characteristic  curva- 
tures of  each,  but  will  plainly  show 
the  presence  of  rotation  as  an  impor. 
tant  element  of  scoliosis.  Fig.  5  will 
show  the  resulting  bone  changes  in  a 
confirmed  case  such  as  Fig.  i  was 
when  I  first  saw  the  case.  The  line 
of  the  spinous  processes  shows  the 
curve  of  the  lateral  curvature,  while 
the  positions  occupied  by  the  ribs 
upon  the  right  side  will  explain  the 
undue  prominence  of  the  right  shoul- 
der blade  so  well  shown  in  Figs,  i, 
2,  II,  12,  13,  16,  22  and  27  when  these 
patients  were  standing  in  a  relaxed 
position.  The  undue  prominence  of 
the  angle  of  the  left  scapulae,  as 
shown  in  Figs.  14,  15,  18  and  20,  is 
explained  by  the  patient's  efforts  to 
28 


stand  erect  and  hold  the  shoulders 
evenly.  By  reference  again  to  Fig. 
5  it  will  be  seen  that  in  the  rotation 
of  the  vertebrae  the  shoulder  joint  is 
carried  forward  upon  the  left  side^ 
and  any  attempt  in  confirmed  cases 
to  make  less  apparent  the  appear- 
ances of  the  shoulders  or  scapulae 
would  tend  to  throw  out  conspicu- 
ously the  angle  of  the  scapulae,  as 
already  referred  to. 

Fig.  6  is  a  photograph  of  the  front 
of  the  same  specimen  as  Fig.  5,  and 
shows  the  anterior  view  of  the  bodies 
of  the  vertebrae  and  clearly  shows  not 
only  the  lateral  curvature,  but,  as 
well,  the  rotation  of  the  vertebrae. 
Figs.  7  and  8  are  larger  views,  and 
will  show  more  in  detail  the  ultimate 
bone  changes  that  occur,  and  will  be 
perceived  to  be  such  as  would  be 
produced  by  compression  of  India 
rubber  balls.  In  the  specimens,  the 
changes  in  the  lower  lumbar  verte- 
brae are  so  slight  as  to  easily  escape 
notice,  and  are  most  conspicuous  at 
the  points  of  greatest  curvature. 
Here  the  bodies  will  be  found  to  be 
wedge  shaped,  as  though  having 
yielded  to  pressure  unequally  applied. 
The  rotation  of  the  spinal  column 
will  also  be  better  seen  in  detail  in 
these  two  specimens  by  comparing 
the  articulations  of  the  ribs  upon 
each  side.  These  changes  in  the 
bodies,  spinous  processes  and  ribs 
may  be  due  to  compression  while 
they  are  soft,  or  may  be  due  to  their 
more  rapid  growth  in  those  parts 
where  the  resistance  is  the  least,  or 
as  appears  more  probable  to  a  combi- 
nation of  these  two  elements. 

The  changes  in  the  chest  walls  as 
the  ribs  become  distorted  naturally 
produce  alterations  in  the  thoracic 
and  abdominal  cavities  in  proportion 
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to  the  severity  of  the  deformity.  Not 
alone  is  the  trunk,  i.  c,  from  the 
shoulders  to  the  hips,  shortened,  but 
the  unnatural  positions  of  the  ribs 
impairs  their  free  movement  in  res- 
piration. Fig.  6  will  clearly  demon- 
strate these  changes,  and  show  the 
enlarged  space  in  the  thorax  upon 
the  left  side  and  the  diminished  space 
upon  the  right,  and  the  reverse  of 
these  conditions  in  the  abdominal 
cavity. 

In  marked  contrast  to  those  four 
specimens  of  resulting  bone  de- 
formity. Figs.  9  and  lo  may  now  be 
studied  in  connection  with  Fig.  3  and 
its  profile,  as  seen  in  Fig.  4.  In  the 
curvature  of  Pott's  disease  the  curva- 
ture is  angular,  following  the  destruc- 
tion by  bone  disease  of  one  or  more 
vertebrae,  throwing  the  upper  part  of 
the  body  forward.  In  cases  where 
there  is  a  lateral  deviation,  as  shown 
in  Fig.  3,  it  is  undoubtedly  due  to 
one  side  of  a  body  of  a  vertebrae 
yielding  first  and  thus  throwing  the 
upper  part  of  the  trunk  to  one  side 
at  the  same  time  that  it  goes  forward. 

In  well-marked  cases  of  deformity 
there  can  be  no  difficulty  in  distin- 
guishing the  character  of  the  curva- 
ture, but  in  slightly-marked  cases 
like  Figs.  24,  28  and  29,  it  can  be 
understood  how  the  two  first  men- 
tioned were  treated  as  Pott's  disease. 
In  these  cases  of  slight  curvature  the 
diagnosis  is  often  one  of  very 
great  difficulty  and  must  be  made 
with  great  care,  as  the  curvatures 
dependent  upon  active  bone  destruc- 
tion from  inflammation  will  require 
immobilization,  whereas  rotary  lateral 
curvature  requires  active  movements 
and  freedom  from  restraint. 

The  most  pernicious  errors  occur- 
ring in  connection  with  scoliosis  are : 


{a)  That  the  patient  will  outgrow 
the  slight  deformity  present  at  the 
beginning,  and,  therefore,  requires  no 
attention. 

{b)  That  shoulder  straps  or  braces 
of  any  kind,  especially  when  re-en- 
forced with  pads,  will,  by  concealing 
the  deformity,  be  efficacious  in  its 
correction. 

{c)  That  any  of  the  so-called  plans 
of  treatment  will  correct  all  cases. 

id)  That  as  it  is  a  curvature  of  the 
spine  it  is  to  be  considered  to  be 
amenable  to  the  same  plans  of  pro- 
cedure as  are  applied  to  curvatures 
produced  by  tubercular  ostitis  or 
Pott's  disease. 

{e)  That  being  a  spinal  curvature  it 
is  hopeless  to  try  to  do  anything  for  it. 

(/)  That  its  occurrence  cannot  be 
prevented. 

{a)  That  a  patient  will  not  only  not 
grow  out  of,  but  will,  more  or  less  rap- 
idly, grow  into  a  permanent  defor- 
mity is  a  matter  of  experience.  Such 
an  assurance  was  given  to  the  case 
shown  in  Fig.  ii,  which  at  the  age  of 
18  had  become  confirmed  beyond  pos- 
sibility of  correction. 

Ignoring  its  existence  made  it  nec- 
essary to  increase  the  application  of 
pads  in  the  clothing  to  keep  it  con- 
cealed, and  as  these  became  oppres- 
sive, and  as  the  patient  did  not  out- 
grow the  deformity,  it  was  deemed 
wise  to  have  an  additional  profes- 
sional opinion,  which  was  now  of  no 
avail. 

There  is  no  deformity  more  insidi- 
ous in  its  progress  than  scoliosis,  for 
its  growth  is  very  slow,  and  without 
pain  or  inconvenience  it  seizes  the 
patient,  whose  hopefulness  and  nat- 
ural languor  tend  to  postponement  of 
inspection  and  the  application  of 
rational  measures  of  relief. 
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(b)  That  shoulder  straps  or  braces 
of  any  kinds,  especially  when  rein, 
forced  with  pads,  will,  by  concealing 
the  deformity,  be  efficacious  in  its 
correction. 

What  a  blessing  it  would  be  if  all 
shoulder  straps  could  be  strapped 
upon  their  originators  and  makers  to 
make  them  prove  the  assertions  so 
freely  made  to  cure  those  conditions 
which  are,  I  believe,  made  worse  by 
their  use. 

In  a  clinical  lecture  entitled,  "  A 
Demonstration  of  Some  of  the  Causes 
of  Rotary  Lateral  Curvature,"  pub 
lished  in  the  Journal  of  the  American 
Medical  Association,  April  2,  1892,  I 
^howed  the  manner  in  which  the  head 
and  shoulders  are  held  erect  in  nor- 
mally constructed  bodies.  "  The  pres- 
ence of  correlation  of  muscular  force 
prevents  a  normal  body  from  being 
deformed,  and  I  believe  its  re-estab- 
lishment will  correct  deformity  if  ap- 
plied rationally  and  prior  to  serious 
bone  deformity." 

"  The  spinal  column  is  made  up  of 
a  number  of  small  bones  or  vertebrae 
so  arranged  that  they  tilt  on  one  an- 
other at  the  will  of  the  person,  by  the 
exertion  of  muscular  force  in  the  de- 
sired direction.  What  holds  up  this 
movable  spinal  column  is  the  action 
of  muscles,  which  by  contracting  force 
each  vertebra  against  its  fellow,  mak- 
ing the  column  rigid." 

If  the  normal  spinal  column  is  capa- 
ble of  being  held  in  an  erect  position 
by  muscular  exertion,  it  is  rational  to 
believe  that  when  the  shoulders  droop 
because  a  girl  is  feeble,  that  that  fee- 
bleness will  not  be  improved  by  con- 
structing a  derrick  to  hold  those 
shoulders  in  their  proper  places.  That 
the  use  of  supports  will  produce  an 
atrophy  from  disuse,  and  although  the 


muscular  strength  was  not  sufficient 
to  hold  the  shoulders  the  time  would 
speedily  come  when  they  could  not 
hold  the  added  weight  of  the  shoulder 
braces.  The  progressive  atrophy  would 
then  require  more  or  less  extensive 
braces  or  supports,  rendering  it  pos- 
sible to  dispense  with  muscles  for 
the  purpose  for  which  they  were 
made. 

Fig.  21  shows  a  brace  that  is  in 
common  use ;  it  is  a  combination  of 
steel-bound  corset,  shoulder  straps, 
and  padding  combined,  and  when  ap- 
plied it  certainly  conceals  all  appear- 
ance of  a  deformity.  The  deficiency 
upon  the  left  side,  posteriorly,  being 
well  concealed  by  the  heavily-quilted 
pad,  while  a  similar  arrangement  in 
front  performs  a  similar  office. 

In  the  illustrative  cases  may  be 
found  confirmation  of  the  statements 
already  made. 

Fig.  I  had  worn  braces  for  seven 
years. 

Figs.  II,  12,  14,  16,  20,  22,  23,  and 
28  had  all  worn  braces  of  more  or  less 
elaborate  construction  for  periods  ex- 
ceeding four  years,  and  the  appear- 
ances of  their  backs  will  best  tell  the 
benefit  or  disadvantage  to  be  derived 
from  dependence  upon  such  plan  of 
procedure. 

{c)  That  any  one  so-called  plan  of 
treatment  will  correct  all  cases.  The 
various  plans  advocated  at  various 
times  by  various  writers  may  be 
grouped  under  the  headings  of  oper- 
ative, section  of  muscles,  now  obso- 
lete ;  prolonged  recumbency,  in  either 
recumbent  or  prone  positions  ;  me- 
chanical, by  some  form  of  brace  or 
apparatus  ;  gymnastic,  by  any  of  the 
many  methods. 

It  would  be  just  as  proper  to  treat 
all  cases  of  pneumonia,  or  any  other 
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disease,  on  exactly  the  same  plan  as  it 
would  be  to  treat  all  spinal  curvatures 
alike.  There  can  be  no  doubt  that 
cases  have  been  benefited  or  cured  by 
the  plans  referred  to,  but  it  is  safe  to 
say  that  there  must  have  been  many 
that  were  injured  by  the  injudicious 
application  of  a  single  favored  method, 
to  the  exclusion  of  all  else. 

When  it  is  recognized  that  the 
bones  must  be  softer  than  natural  in 
those  patients  who  have  rotary  lateral 
curvature,  and  that  the  erect  posture 
is  sometimes  prejudicial,  that  faulty 
positions  are  thereby  induced,  it  will 
be  apparent  that  a  careful  combina- 
tion or  skillful  application  of  such  of 
those  plans  as  are  required  should  be 
resorted  to.  That  to  prevent  further 
bone  deformity  by  rigid  restraining 
apparatus  increased  atrophy  of  mus- 
cles is  apt  to  be  induced,  and  that  the 
attempt  to  increase  the  muscular 
power  too  vigorously  may  increase  the 
bone  deformity,  and  thus  it  will  be 
apparent  that  great  care  and  discern- 
ment is  required  to  proceed  on  the 
safe  course. 

(d)  That  being  a  spinal  curvature 
it  is  considered  to  be  amenable  to  the 
same  plan  of  procedure  as  are  applied 
to  curvatures  produced  by  tubercular 
ostitis,  or  Pott's  disease.  This  error 
has  already  been  shown  in  reference 
to  improper  use  of  braces. 

{e)  That  being  a  spinal  curvature 
it  is  hopeless  to  try  to  do  anything 
for  it,  is  unwarranted,  in  view  of  the 
many  absolute  cures  that  have  oc- 
curred in  cases  where  the  deformity 
was  recognized  in  time,  that  is,  prior 
to  the  occurrence  of  serious  bone 
changes.  Even  after  such  changes 
have  occurred  the  progress  of  the  de- 
formity cannot  only  be  arrested  but 
often  corrected  in  part,  if  not  abso- 
lutely. 


Fig.  27  a  will  show  the  conditions 
present  in  a  case  that  was  again  pho- 
tographed two  years  later  and  shown 
in  27  b,  while  Figs.  24  and  28  show 
cases  that  have  been  corrected  with 
such  slight  remaining  evidence  of  the 
previously  existing  deformity  that  it 
is  difficult  to  believe  that  they  ever 
were  deformed. 

It  is  not  the  province  of  this 
lecture  to  speak  of  the  treatment 
after  a  deformity  has  occurred,  but 
rather  to  attempt  to  refute  the  last 
error  referred  to,/  That  its  occur- 
rence cannot  be  prevented. 

(/)  The  attention  attracted  by 
physical  culture  during  the  past  few 
years  clearly  shows  that  its  necessity! 
was  apparent  for  other  reasons  than 
in  the  prevention  of  rotary  lateral 
curvature.  A  similar  enthusiasm  has 
been  elicited  in  the  subject  of  dress 
reform,  and  these  two  subjects, 
properly  applied,  will  be  all  that  will 
be  required  to  prevent  rotary  lateral 
curvature,  because  the  proper  hygi- 
enic surroundings  will  naturally  ac- 
company them. 

It  is  a  mistake  to  depend  upon 
gymnastic  apparatus  of  any  kind; 
although  they  may  often  prove  an  in- 
centive, they  are  never  essential. 
The  human  form  contains  all  the 
apparatus  that  can  be  required  for  its 
own  development,  and  it  needs  simply 
a  knowledge  of  how  to  obtain  the  best- 
use  of  it.  There  are  many  so-called 
systems  of  gymnastics  without  ap- 
paratus, known  as  the  German  goose- 
step  drill,  the  Dio  Lewis,  the  South 
Kensington,  Swedish,  and  they  are 
very  ingenious  in  their  conception 
and  execution. 

A  wealth  of  information  may  be 
obtained  from  such  works  upon  this 
subject  as  Schreiber's  *^  Massage  and 
Exercise ; "    Blakie,    "  How    to    Get 
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Strong;"  Checkley,  "A  Natural 
Method  of  Physical  Training  ; "  Har- 
telius,  "Home  Gymnastics,"  and 
other  similar  books. 

Of  great  importance  is  the  matter 
of  dress  for  such  exercises,  and  I  have 
found  the  skirt  to  be  so  much  in  the 
way  of  free,  unrestrained  movements 
that  I  have  adopted  a  suit,  made  in 
one  piece,  consisting  of  very  full 
trousers  going  below  the  knee,  and  a 
very  full  blouse  open  in  the  back. 
At  the  neck,  waist  and  knees  elastic 
bands  assist  in  holding  this  garment 
so  that  it  will  not  drag,  and  at  the 
same  time  to  avoid  restraint.  A  pair 
of  dark  stockings  and  loose,  soft  slip- 
pers completes  the  costume,  as  shown 
in  Fig.  25.  The  material  should  be 
preferably  of  dark  flannel,  to  absorb 
the  perspiration  and  protect  the  body 
from  changes  of  temperature. 

The  most  convenient  time  for  exer- 
cises is  upon  rising  and  upon  retiring, 
and  should  other  times  be  required  an 
hour  and  a  half  after  breakfast  or 
dinner  will  be  found  most  beneficial. 
To  obtain  the  greatest  benefit  from 
exercises  a  cold  shower-bath  with  a 
quick,  hard  rubbing  should  always 
follow,  and  where  this  is  too  severe 
for  a  delicate  patient  a  sponge-bath, 
or  even  the  rubbing  only,  may  be  re- 
sorted to.  If  this  is  followed  with 
a  prolonged  rest  of  half  an  hour  to  an 
hour,  with  or  without  sleep,  the  pa- 
tient will  be  refreshed  and  not  apt  to 
become  over-fatigued.  Prudence  dic- 
tates the  advisability  of  covering  the 
patient  warmly  after  the  exercises  to 
avoid  chilling. 

The  most  satisfactory  results  are 
usually  obtained  by  giving  the  patient 
prescribed  exercises  to  occupy  a  given 
time,  and  to  add  to  them  as  the  indi- 
cations of  the  case  warrant,  thus 
making  them  progressive. 


When  a  patient  has  been  taught  the 
value  of  self-resistance  in  exercise  she 
will  have  within  her  control  a  method 
of  obtaining  exercises  that  will  dis- 
pense with  gymnastic  appliances  and 
at  the  same  time  avoid  the  risk  of 
over-straining.  The  resistance  will 
naturally  be  not  of  so  many  actual 
pounds  but  of  a  character  adapted  to 
meet  the  individual  requirements. 
This  may  be  illustrated  by  the  use  of 
the  hand. 

If  the  arm  is  held  in  front  of  the 
body  and  flexed  at  the  elbow  and  the 
flexor  muscles  of  the  forearm  are 
brought  into  play  to  lift  the  hand  or 
flex  it,  the  action  will  require  very 
slight  effort  upon  those  flexor  mus- 
cles, simply  enough  to  raise  the 
weight  of  the  hand.  The  exercise  is 
therefore  confined  to  the  flexors,  while 
the  extensor  muscles  remain  largely 
inactive.  If  the  patient  is  now  in- 
structed to  contract  the  extensor 
muscles  at  the  same  time  the  flexors 
are  contracted  and  to  repeat  the  exer- 
cise already  given,  it  will  be  apparent 
that  the  flexor  muscles  will  require 
greater  exertion  than  when  the  hand 
was  raised  without  impediment.  The 
effect  of  this  can  be  seen  by  watching 
the  flexor  tendons  at  the  wrist,  which 
are  not  especially  apparent  when  the 
extensor  muscles  remain  passive,  but 
come  into  marked  prominence  when 
the  resistance  of  the  extensors  is 
applied. 

Every  group  of  muscles  in  the 
body  has  opposites  or  opposing  mus- 
cles which  can  be  taught  to  resist  the 
action  of  those  muscles,  and  in  so 
doing  increase  the  strength  of  both 
groups.  The  well-known  method  of 
showing  the  development  of  the  bi- 
ceps muscle  is  illustrative  of  this  re- 
sistance, for  the  biceps  is  made  to 
contract  and  assume  its  much-sought 
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contour,  either  by  the  resistance 
afforded  by  the  contraction  of  the  tri- 
ceps or  by  grasping  in  the  hand  some 
fixed  article  that  will  enable  the  bi- 
ceps to  forcibly  contract. 

The  advantages  to  be  derived  from 
gymnastics  depend  upon  the  inter- 
mittent character  of  the  exercises  as 
well  as  the  avoidance  of  fatigue  and 
over-exertion.  In  evidence  of  this  it 
is  but  necessary  to  refer  to  the  scriv- 
ener's palsy  and  the  blacksmith's 
atrophy.  The  great  variety  of  move- 
ments adapted  to  physical  culture  and 
training  give  ample  scope  for  the 
selection  of  those  that  will  be  the  best 
adapted  and  most  easily  accomplished 
by  the  patient,  and  it  is  a  matter  of 
interest  that  over  three  thousand  such 
movements  have  been  devised. 

A  very  simple  prescription,  appli- 
cable to  a  very  weak  girl,  may  be 
given  as  an  illustration  of  what  these 
movements  mean : 

Lying  flat  upon  back,  arms  at  sides. 

1.  Movements: — Both  arms  raising 
and  full  stretching  upward.  Five 
times  without  resistance. 

2.  Repeat  with  resistance.     Once. 

3.  Right  leg  raising  straight  with- 
out resistance.     Five  times. 

4.  Repeat  with  resistance.     Once. 

5.  Both  arms  stretching  upward  and 
sideways.     Five  times. 

6.  Repeat  with  resistance.     Once. 

7.  Left  leg  raising  straight  without 
resistance.     Five  times. 

8.  Repeat  with  resistance.     Once. 

9.  Both  legs  raising  straight — touch 
fingers  to  toes — without  resistance. 

10.  Repeat  with  resistance.    Once. 

11.  Arise  to  sitting  position  without 
use  of  arms. 

12.  Recline  with  resistance. 

13.  Both  legs  raising  and  open  side- 
ways without  resistance. 


14.  Repeat  with  resistance. 

15.  Both  legs  raising  with  knees 
bent — touch  knees  to  chin  without 
resistance. 

16.  Repeat  with  resistance. 

A  brief  explanation  may  make  these 
simple  movements  clearer : 

In  the  first  movement  the  arms, 
fully  extended,  start  from  the  sides  of 
the  body,  are  slowly  raised  and  carried 
above  the  head,  and  then  brought 
down  into  the  position  from  which 
they  started. 

2.  Requires  no  explanation  further 
than  the  movement  is  necessarily 
very  much  slower  because  of  the 
resistance. 

3.  In  order  to  afford  a  complete  rest 
to  the  muscles  just  in  action  the  right 
leg  is  now  brought  into  play,  and  the 
intermittent  character  of  applied 
mecano-therapy  is  demonstrated. 

While  these  movements  and  exer- 
cises might  appear  to  be  directed  to- 
ward improvement  of  the  legs  and 
arms  they  will,  upon  reflection,  be 
found  to  act  most  upon  the  muscles  of 
the  trunk.  The  muscles  of  respira- 
tion are  greatly  affected  by  the  arm 
movements,  especially  when  they  are 
performed  with  resistance.  In  the 
leg  exercises  the  abdominal  muscles 
are  especially  developed,  and  thereby, 
by  their  opposites,  are  affected  in- 
directly when  the  same  movements 
are  performed  with  resistance. 

If  the  entire  body  is  made  stronger 
and  the  faulty  positions  referred  to 
are  carefully  avoided,  the  tendency  to 
assume  them  will  disappear.  The 
rational  procedure  of  making  a  weak 
girl  stronger,  instead  of  increasing 
her  enfeebleness,  would  naturally  in- 
dicate that  while  it  was  eflicacious  in 
the  prevention  of  the  occurrence  of 
the  deformity  that  it  was  also  appli- 
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cable  in  the  correction  of  similar 
curvatures  already  existing. 

That  such  is  the  case  is  well  attested 
by  those  whose  attention  is  directed 
to  the  prevention  and  correction  of 
deformities,  but  unfortunately  its 
limits  of  full  usefulness  are  narrowed 
to  those  cases  that  have  not  gone  so 
far  as  to  have  the  resulting  perma- 
nent bone  deformity. 

Many  of  these  confirmed  cases  can 
be  benefited  or  restrained  by  the 
judicious  resort  to  mechanical  appara- 
tus, the  efficiency  of  which  depends 
upon  frequent  adjustment  to  meet  the 
changes  that  occur. 

Frequent  visits  to  girls'  schools 
where  a  pretense  of  calisthenics  or 
the  advantage  of  a  gymnasium  are 
offered,  it  has  been  found  that  an 
hour  once  or  twice  a  week  was  all 
that  was  deemed  expedient  to  devote 
to  the  subject.  The  possible  benefit 
derived    from    such    inadequate   en- 


couragement to  become  strong  was 
vitiated  by  improper  clothing  and 
disregard  to  the  faulty  positions  at 
the  desk  or  table,  in  sitting  and  in 
lying. 

If  a  girl  is  too  weak  to  hold  her 
shoulders  erect  and  in  the  proper 
position — if  she  is  so  feeble  as  to  re- 
quire recumbency  or  shoulder  braces, 
she  should  be  taken  to  Annapolis  or 
West  Point  and  see  the  transformation 
that  so  often  occurs  in  the  slouchy, 
slovenly  carriage  of  the  new  cadet. 
His  erect,  graceful  and  manly  bearing 
is  in  marked  contrast  to  that  before 
his  training  began.  What  is  accom- 
plished in  the  cadet  can  just  as  effi- 
ciently be  gained  by  the  school-girl, 
with  the  result  of  preventing  rotary 
lateral  spinal  curvature,  as  well  as  a 
host  of  other  malformations  and  at- 
tendants upon  the  enfeebling  methods 
now  too  frequently  resorted  to. 
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New  York  Academy  of  Medicine — Section  on  Paediatrics. 


Dr.  Henry  D.  Chapin,  Chairman. 
Meeting  of  March  9,  1893. 


Dr.  Wm.  L.  Stowell  reported  a 
case  of  pneumonia  in  a  young  child 
followed  after  ten  days  by  empyema. 
Cultures  made  from  the  pus  revealed 
the  diplococcus  of  pneumonia  in  large 
numbers,  but  no  other  germ.  Com- 
pression of  the  lung  had  been  very 
complete.  Upon  operation  by  free 
incision,  forceps  introduced  in  the 
pleural  cavity  for  four  inches  did  not 
touch  the  surface  of  the  lung.     The 


lower  lobe,  in  which  there  had  been 
no  consolidation,  rapidly  expanded. 
The  upper  lobe,  to  which  the  consoli- 
dation had  been  confined,  expanded 
very  slowly.  As  the  consolidation 
cleared,  however,  the  lung  expanded 
satisfactorily. 

The  meeting  was  devoted  to  a  dis- 
cussion on 

CATARRHAL  PNEUMONIA. 

Dr.  Henry  Koplik  read  a  paper  on 
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bacteriology.     He  gave  a  brief  review 
of  the   history   of    the   subject,  and 
described  the  diplococcus  lanceolatus 
of    Frankel.      This    germ   was   first 
proved  to  be  the  exciting  cause   of 
croupous  pneumonia.     It  is  now  dem- 
onstrated   beyond    question    that   it 
may  also   be  the   exciting  cause   of 
catarrhal  pneumonia.     It  is  a  germ  of 
great  importance,  not  only  because 
of  its  relation  to  pneumonia,  but  also 
from  its  power  to  cause  suppuration 
in  other  localities  than  the  lungs.     It 
frequently  causes  empyema,  pericar- 
ditis, meningitis,  and  arthritis.     It  is 
not  destroyed  by  drying,  and  hence 
may  be  conveyed  by  dry  and  pulver- 
ized sputa ;  is  very  tenacious  of  life  ; 
houses  may  readily  become  infected, 
and    one    person    after    another    be 
stricken    with   the    disease.     It   has 
been  proved  that  it  may  pass  by  the 
placental  circulation  from  the  mother 
to  the  foetus,  and  has  been  found  in 
the  milk  of  mothers  suffering  from 
pneumonia.      It     is     probable     that 
streptococci  and  other  pus-producing 
germs  sometimes  act  as  the  exciting 
cause   of    pneumonia.     Considerable 
evidence  exists  that  pneumonia  some- 
times   is    conveyed    by   direct    con- 
tagion. 

Dr.  Francis  Delafield  spoke  upon 
the  subject  of 

PATHOLOGY. 

It  is  a  well-recognized  fact  that  the 
ordinary  form  of  pneumonia  in  chil- 
dren is  catarrhal;  in  adolescence, 
broncho  and  lobar  pneumonia  occur 
with  equal  frequency.  In  the  adult, 
the  lobar  form  is  the  rule,  bronchial 
pneumonia  being  the  exception.  It 
is  now  proved  that  the  same  germ  is 
concerned  in  the  production  of  pri- 
mary broncho  and  lobar  pneumonia ; 
in  secondary  pneumonia  a  streptococ- 


cus is  more  commonly  found.     The 
extraneous    causes,  as    exposure    to 
cold,  are  also  the  same  in  the  two 
forms.     Why  then  do  young  children 
have  one  form  and  adults  the  other.? 
The   explanation   must  obviously  be 
sought  in  the  character  and  structure 
of  the  lungs  in  children  and  adults. 
Study  of  the  lesions  shows  them  to 
be  of  two  classes,  essential  and  acces- 
sory.    It  is  neccessary  for  a  complete 
understanding  of  pneumonia  in   the 
child   that    the   differences   between 
these  lesions  should  be  appreciated 
clearly.      The    essential    lesions   are 
always    present.     The    inflammation 
involves  the  walls  of  the  bronchioles 
and    the    air    passages   immediately 
surrounding  them.     It  is  not  only  an 
exudative  inflammation,  but  what  is 
of  more  importance,  it  is  productive. 
The   exudation  is  poured  out   as  in 
croupous  pneumonia,  but  in  addition 
to  this  there  is  a  marked  increase  in 
the  connective  tissue.     These  are  the 
only   essential    lesions    of    catarrhal 
pneumonia.      Of    all    the    accessory 
lesions,  general  catarrhal  bronchitis 
is  by  far  the  most  important.     It  is 
hard    to    get    rid  of    the   idea   that 
catarrhal  pneumonia  may  be  present 
without  bronchitis,  but  it  is  a  fact. 
Consolidation  of  lung  due  to  exuda- 
tive pneumonia  may  or  may  not  be 
present ;  areas  of  atalectasis  are  fre- 
quently present.     It  is  not  an  essen- 
tial  lesion.      Fibrin   on    the   pleura, 
dilatation  of  the  bronchi,  and  inflam- 
mation of  the  bronchial  glands  may 
one  or  all  be  present,  but  are  acces- 
sory and  not  essential  lesions.     If  the 
essential    lesions   only   are    present, 
the  only  signs  of  pneumonia  will  be 
rapid  and  imperfect  breathing.    Rales 
and  consolidation  may  not  be  present. 
If  fibrin   is   present,  crepitant   rales 
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will  be  heard ;  if  bronchitis,  moist 
rales ;  if  there  is  consolidation,  bron- 
chial breathing ;  if  the  consolidation 
is  diffuse,  physical  signs  may  be 
lacking  for  days  or  weeks.  The 
exudative  inflammation  tends  to  rapid 
recovery;  the  productive  inflamma- 
tion is  of  much  longer  duration; 
complete  recovery  does  not  take  place 
as  rapidly,  and  cough  and  expectora- 
tion and  physical  signs  frequently 
persist  for  long  periods  of  time.  The 
productive  inflammation  tends  to  be- 
come chronic,  and  this  is  not  infre- 
quently the  case  with  bronchial 
pneumonia. 

Dr.  Joseph  E.  Winters  read  a  paper 
upon 

SYMPTOMATOLOGY. 

Catarrhal  pneumonia  is  almost  in- 
variably secondary  bronchial  catarrh. 
When  the  diagnosis  of  capillary  bron- 
chitis is  made  we  have  even  then 
pneumonia.  The  early  diagnosis  in 
young  children  must  usually  be  made 
by  rational  symptoms  rather  than  by 
physical  signs.  Auscultation  and  per- 
cussion frequently  render  but  little 
-assistance  during  the  first  few  days. 
It  is  common,  however,  to  find  very 
fine  rales  long  before  evidence  of  con- 
solidation can  be  obtained.  They  are 
most  frequently  heard  between  the 
angles  of  the  ribs  and  the  spinal  col- 
umn. If  the  child  fears  to  cough,  or 
if  the  cough  appears  to  give  pain, 
there  is  suspicion  of  pneumonia,  espe- 
cially if  the  cough  changes  from  the 
ordinary  cough  of  bronchitis  to  a  short, 
hard,  dry  hack.  Increase  in  fever 
is  also  an  important  sign.  Change 
in  the  character  of  respiration  is  very 
distinctive.  Inspection  shows  the  in- 
spiration to  be  short  and  quick  and 
the  expiration  to  be  prolonged.  Re- 
cession at  the  base  of  the  chest  also 


occurs,  the  respiration  being  labored 
and  difficult.  The  child  is  uncomfort- 
able when  placed  in  a  prone  position 
and  insists  upon  being  raised  erect. 
It  is  characteristic  of  pneumonia  that 
a  child  who  has  resisted  examination 
becomes  apathetic  and  listless,  and  a 
physical  examination  is  made  without 
resistance.  It  is  always  important  in 
every  suspected  case  that  a  careful 
history  of  the  progress  of  the  attack 
should  be  elicited. 

Dr.  A.  Jacobi  read  a  paper  upon 

TREATMENT. 

Catarrhal  pneumonia  is  almost  in- 
variably preceded  by  bronchial  catarrh 
and  prophylaxis  consists  in  the  pre- 
vention and  cure  of  bronchitis.  Ca- 
tarrhal pneumonia  is  accompanied  in 
the  early  stages  as  a  rule  by  less 
marked  constitutional  signs  than  the 
lobar  form.  There  is  less  danger  in 
the  early  stages,  but  in  the  latter 
stages  the  danger  becomes  great.  It 
is  prolonged  and  the  child  dies  from 
exhaustion  and  the  effects  of  long- 
continued  fever.  No  definite  rules 
can  be  laid  down  for  the  treatment  of 
this  disease.  Perfect  rest  and  quiet 
must  be  insisted  upon,  and  all  sources 
of  excitement  and  worry  must  be  re- 
moved if  possible.  He  must  be  iso- 
lated and  kept  apart  from  other  chil- 
dren. The  diet  should  receive  special 
attention.  It  should  be  stimulating 
but  easily  digested.  The  sources  of 
danger  are  three :  high  temperature, 
heart  failure,  and  exhaustion  and 
suffocation.  No  definite  rule  can  be 
laid  down  as  to  the  degree  of  tem- 
perature which  should  receive  atten- 
tion. Persistent  high  temperature 
disintegrates  tissue.  It  is  tolerated 
by  some  persons  better  than  by  others. 
An  intermitting  temperature  is  less 
dangerous  than  a  lower  temperature 
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whxh  continues  without  remissions. 
The  use  of  antipyretics  must  depend 
upon  the  conditions  present.  It  is 
certain  that  antipyretics  more  fre- 
quently lower  the  temperature  than 
save  life.  Quinine  still  remains  an 
important  antipyretic  agent  and  acts 
best  when  the  temperature  intermits, 
and  should  be  administered  during 
the  intermission.  Internally  it  may 
be  given  satisfactorily  in  simple  elixir, 
from  one  to  thirty  grains.  The  pow- 
der and  elixir  should  be  prescribed 
separately  to  be  administered  when 
needed.  The  tannate  is  a  very  weak 
preparation.  When  administered  by 
rectum  the  dose  should  be  50  per 
cent,  larger  than  when  given  by  the 
mouth.  Cold  is  by  all  means  the  best 
antipyretic.  Most  cases  are  benefited 
by  cold  sponging.  When  the  ex- 
extremities  are  cold  and  the  heart 
action  is  weak  even  cold  sponging 
must  be  used  cautiously.  The  cold 
bath  must  never  be  given  when  such 
symptoms  are  present.  Cold  packing 
may  be  employed  by  encircling  the 
chest  from  the  axillar  to  the  thighs 
with  a  towel  wrung  out  of  cold  water ; 
this  is  to  be  continued  from  twenty 
to  forty  minutes.  Feeble  and  anaemic 
babies  do  not  tolerate  cold,  be  the 
temperature  ever  so  high.  The  author 
has  long  used  cold  as  an  antipyretic. 
He  referred  to  lectures  delivered  by 
him  in  1870  advocating  this  mode  of 
treatment. 

The  heart  usually  requires  treat- 
ment in  all  cases  of  pneumonia,  but 
in  the  lobar  form  it  is  demanded 
much  earlier  than  in  catarrhal. 
Stimulation,  however,  should  not  be 
delayed  too  long,  lest  the  case  get  be- 
yond control.  A  stimulant  is  needed 
which  dilates  the  arterioles  as  well  as 
stimulates  the  heart.  Alcohol  does 
not  fulfil  this  requirement.     Digitalis 


has  this  power  and  restores  the  equi- 
librium more  certainly  than  alcohol. 
When  it  is  needed,  the  action  de- 
manded is  usually  an  immediate  one. 
A  few  large  doses  should  therefore 
be  given  so  that  the  action  may  be 
quick  and  decisive.  A  few  doses  are 
sometimes  all  that  are  required.  The 
doses  usually  given  are  too  small. 
When  the  peripheral  circulation  is 
insufficient  nitro-glycerine  is  some- 
times demanded,  in  doses  ranging 
from  one-five  hundredth  to  one-one 
hundredth  of  a  grain.  A  general 
mustard  bath  should  also  be  employed 
to  produce  a  powerful  derivative 
action.  Strychnia  and  camphor  are 
also  valuable  stimulants  under  certain 
conditions.  The  latter  may  be  dis- 
solved in  five  parts  of  sweet  almond 
oil.  The  method  of  treatment  by 
strychnine,  aconitine  and  digitaline, 
like  a  ready-made  coat,  will  not  fit 
every  case.  Vapor  when  used  should 
fill  the  whole  room.  Inhalers  as  a 
rule  cause  more  annoyance  than  good. 
Chloride  of  ammonia  internally  is 
of  but  little  value.  Twenty  grains 
evaporated  by  heat  frequently  give 
much  relief.  For  pleuritic  pain  poul- 
tices may  be  employed  on  the  chest,, 
but  blisters  should  never  be  used. 
Morphine  in  small  doses  is  sometimes- 
demanded.  For  irritable  harsh 
cough  hot  fluids  may  be  given,  but  an 
opiate  in  some  form  is  usually  de- 
manded. If  nephritis  develops  avoid 
digitalis  and  alcohol  and  give  nitro- 
glycerine. The  position  of  the  child 
should  be  frequently  changed  to  avoid 
hypostatic  congestion.  When  the 
pneumonia  is  of  the  interstitial  type,, 
in  which  the  symptoms  and  signs  are 
very  persistent,  the  same  rules  should 
be  followed,  but  iodides  and  digitalis- 
should  also  be  administered  per- 
sistently for  months. 
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Treatment  of  Diphtheria. 


Gros  {Munche7ier  medicinisclie 
Wochenschrift,  1890,  No.  16)  uses  pure 
syrup,  to  which  is  added  a  one-tenth 
to  three-tenths  per  cent,  thymol  solu- 
tion.   According  to  the  severity  of  the 


case  he  uses  every  four  to  ten  minutes 
a  few  drops  of  cognac.  He  employs 
no  local  treatment.  His  results  have 
been  very  satisfactory. 


Methylen  Blue  in  Diphtheria. 


Beyer  {Medical  News,  March  7, 
1891)  recommends  insufflations  of 
methylen  blue  with  2  per  cent,  sugar. 
In  fifty  cases  of  pronounced  pharyn- 
geal diphtheria  so  treated,  the  larynx 


was  not  involved  and  no  deaths  oc- 
curred. When  infection  of  the  larynx 
or  nose  previously  existed  the  results 
were  less  favorable. 


The  Treatment  of  Diphtheria  with  Chloride  of    Iron. 


ZiNNis  {Archivio  Italiano  di  Pedia- 
tria,  March,  1890),  since  1879,  has 
treated  his  diphtheria  patients  exclu- 
sively with  liq.  ferri  (thirty  drops  to 
twelve  ounces  of  water  as  a  gargle). 
In  a  few  especially  difficult  cases  he 
has  used  this  medicament  in  a  stronger 


solution  (one  to  eight),  applied  with  a 
camel's  hair  pencil.  He  praises  the 
remedy  which  "  thins  the  membrane^ 
hastens  the  separation,  and  hinders 
the  spread  from  the  pharynx  to  the 
larynx."  He  reports  two  cases  illus- 
trating the  use  of  the  remedy. 


Submembranous  Treatment  of  Pharyngeal  Diphtheria. 


Seibert  {New  York  Medical  Jour- 
naly  December  6,  1890)  uses  a  Pravaz 
syringe,  terminating  in  a  plate  pro- 
vided with  five  one  centimetre  long 
hollow  needles.  With  this  instru- 
ment he  makes  injections  into  the 
tissue  of  the  diseased  tonsil,  in  order 
to  combat  the  micro-organisms  in  the 
deeper  tissues.     The  injections  with 


an  ordinary  syringe,  as  recommended 
by  Huebner,  have  been  abandoned  as 
unsatisfactory.  The  reason  for  this, 
Seibert  believes,  is  the  single  puncture 
being  insufficient.  From  seven  cases 
treated  by  Seibert,  in  which  he  in- 
jected two  drops  of  chlorine  water^ 
six  recovered. 
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The  Therapeutic  Value  of  Oxygen  in  Scarlatina. 


Grestwell  {Archiv.  fur  Kinder- 
keilktmde,  Band^xv,  Heft  I  und  2),  has 
treated  nineteen  cases  of  scarlatina 
by  inhalations  of  oxygen  and  oxy- 
genated water  internally.  The  oxy- 
genated water  proved  itself  to  be 
an  agreeable  and  thirst-quenching 
remedy,  willingly  taken  by  the  chil- 
dren, and  appeared  to  moderate  the 


fever  and  the  delirium.  The  inhala- 
tions of  the  pure  oxygen  were  given 
every  two  hours,  and  in  severe  cases 
every  hour  or  half  hour  for  several 
days  and  nights  and  one-seventh  cubic 
foot  administered  each  time.  The 
surprising  results  of  this  therapy  are 
illustrated  by  the  report  of  two  cases. 


Hemi-Hypertrophia  Dextra. 


A  THIRD  case  of  this  peculiar  con- 
dition is  added  to  medical  literature 
by  Tilames,  Jr.,  of  Amsterdam 
{Miinch.  med.  Woch,  January  25,  1893). 
The  case  was  one  of  true  hypertrophy 
of  the  right  side,  that  entire  half  of 
the  body  exceeding  in  all  its  measure- 
ments the  left  side.  The  patient  was 
in  good  health,  has  no  pain  or  any  ap- 
parent intellectual  weakness.  The 
difference  in  the  two  sides  was  not 


noticed  until  she  began  to  walk,  which 
was  tardily  at  the  age  of  three  years, 
though  there  is  a  difference  of  an  inch 
and  a  half  in  the  length  of  the  limbs 
at  present.  Nothing  connected  with 
the  family  history,  or  the  gestation 
before  her  birth,  throws  any  light 
upon  the  aetiology  of  this  condition, 
and  the  only  theory  which  the  author 
advances  is  that  there  is  some  central 
nervous  complication. 


Vulvo-vaginitis  in  Children. 


Williams,  of  Baltimore  {Maryland 
Medical  Journal^  June  11,  1892),  cites 
eight  cases  of  leucorrhoea  in  little 
girls  seen  in  the  dispensary  practice 
at  Johns  Hopkins  Hospital.  The 
children  varied  in  age  from  two  to 
eight  years.  The  vaginal  discharge 
had  been  present  from  one  day  to  a 
year.  Five  of  the  cases  were  ex- 
amined as  to  the  presence  of  micro- 
organisms; of  these  four  contained 
what  appeared  to  be  gonococci.  He 
believes  that  most  cases  are  infec- 
tious, and  in  all  probability  of  gonor- 
rhoeal  origin.  The  most  frequent 
mode  of  infection  he  believes  to  be 
that  indirectly  from  the  mother,  or 


some  other  member  of  the  family,  by 
means  of  the  general  use  of  the  same 
toilet  articles,  or  by  the  children  play- 
ing with  each  other's  genitals.  Wil- 
liams insists  upon  the  most  scrupu- 
lous cleanliness  in  the  treatment  of 
his  cases  to  prevent  re-infection.  The 
treatment  comprises  the  use  of  iodo- 
form suppositories  and  the  application 
of  silver  nitrate  solution,  thirty  grains 
to  the  ounce.  The  nitrate  of  silver 
is  best  applied  to  the  vagina  twice  a 
week  on  a  tuft  of  cotton  twisted  upon 
the  end  of  a  probe.  The  genitals 
should  be  frequently  cleansed  with 
castile  soap  and  warm  water,  and  then 
dusted  with  boracic  acid. 
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Dr.  Jonsberg  {Norsk.  Magazin  f. 
Laegevidenskaben,  1890,  p.  96)  treated 
during  three  summer  months  sixteen 
patients  suffering  from  diphtheria,  on 
an  island  inhabited  by  fishermen. 
The  disease  occurred  in  the  month  of 
May  with  ten  cases,  and  from  these 
six  were  infected  during  June,  July 
and  August,  two  new  cases  occurring 
every  month.  The  only  known  source 
of  infection  was  a  dairy,  tended  by  a 
girl  who  had  suffered  with  a  severe 
throat  trouble,  but  who  had  not  been 
under  a  physician's  observation.  Six 
of  the  patients  had  drank  milk  from 
the  dairy  and  were  seized  in  from  four 
to  ten  days  with  the  disease.  Three 
had  visited  the  milkmaid  during  her 


illness.  The  seven  other  cases  oc- 
curred in  the  course  of  eleven  weeks 
in  different  parts  of  the  island  without 
contact  with  the  infected  cases  or 
with  each  other. 

From  the  study  of  these  cases 
Jonsberg  believes  that  diphtheria  is 
not  a  contagious  disease,  and  that  in 
the  last  cases  the  disease  had  a 
miasmatic  origin.  Even  a  very  firmly 
carried  out  isolation  did  not  succeed 
in  controlling  the  epidemic  and  much 
less  a  disinfection  of  the  infected 
dwellings.  The  disease  was  not  con- 
trolled until  the  privies  of  all  the 
houses  were  cleansed  and  their  con- 
tents removed  and  the  wells  richly 
strewn  with  carbolic  acid. 


Milk  as  a  Source  of  Diphtheria. 

Gazette  des  H6pitaux,  November,  iggo. 


The  attention  given  in  England,  by 
the  hygienists  and  bacteriologists,  to 
the  possibility  of  conveying  infectious 
diseases  through  milk,  such  as  typhus, 
scarlet  fever  and  diphtheria,  has  led 
M.  Klein  to  experiment  upon  the 
transferrence  of  diphtheria,  by  inject- 
ing subcutaneously  the  diphtheritic 
virus,  in  cows.  It  has  been  observed 
that  milk  may  become  dangerous 
without  being  mixed  with  diphtheritic 
human  products,  as  the  epidemics  in 
London  in  1878;  Yorktown  and  Cam- 
berley,  1886;  Enfield,  1888;  and 
Barking,  1888,  have  shown.  In  one 
of  these  epidemics  an  eruption  at- 
tended, having  its  seat  in  the  udders 
of  the  cows.     Klein  found  that  the 


inoculated  cows  were  sick  on  the 
second  day,  there  was  fever,  no  desire 
to  take  food,  and  a  soft,  painful  tumor 
at  the  point  of  injection,  that  reached 
the  size  of  the  fist  on  the  eighth  day. 
During  the  second  week  the  cows 
began  to  cough,  and  upon  the  udders 
appeared  a  pustular  eruption.  From 
this  time  the  milk  contained  diph- 
theria bacilli  in  pure  state. 

These  experiments  render  the  possi- 
bility of  diphtheritic  infection  of  the 
cows  and  the  transmission  of  the  dis- 
ease through  the  milk  very  probable. 
The  new  sources  of  infection  are  not 
limited  to  the  milk,  but  the  dung  also- 
is  dangerous. 
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Diphtheritic  Paralysis  of  Nearly  All  the  Respiratory  Muscles, 
Especially  the  Diaphragm,  in  a  4-Year-Old  Child. 


Rachel  {Archiv.  fur  Kinderheil- 
kiinde,  Band  5,  Heft  i  und  2,  1892) 
describes  a  case  of  diphtheritic  par- 
alysis distinguished  by  its  affection 
of  the  respiratory  muscles.  About 
three  weeks  after  recovery  from  diph- 
theria, the  patient,  a  4-year-old  child, 
first  noticed  weakness  of  the  gluteal 
muscles.  A  few  days  later  dyspnoea 
occurred  suddenly,  with  a  peculiar 
manner  of  breathing.  With  every  in- 
spiration the  entire  abdomen  was 
drawn  in;  during  expiration  it  was 
also  exactly  the  opposite  of  normal 
breathing.     This  indicated  a  paralysis 


of  the  diaphragm,  which  was  drawn 
up  by  the  abdominal  contents,  the 
respiration  taking  place  only  by  the 
scalenius  and  intercostal  muscles. 
The  accessory  muscles  of  respiration 
at  the  shoulders  were  also  paralyzed. 
The  arms  and  legs  were  also  involved. 
The  heart  was  normal,  no  irregularity 
or  rapidity  of  the  pulse  beat,  and  no 
fever.  This  condition  lasted  for  ten 
days,  and  then  slowly  subsided.  The 
treatment  consisted  in  large  doses 
of  strychnine,  hypodermically,  and 
Faradization  of  the  phrenic. 


Four  Cases  of  Paralysis  of  the  External  Rectus  after  Diphtheria, 


Stanford  {^Lancet,  January  3, 
1 891),  reports  four  cases  of  paralysis 
of  the  external  rectus  following  diph- 
theria. The  patients  all  complained 
of  squint  and  double  vision,  with 
more  or  less  weakening  of  vision, 
weakness  of  the  limbs,  and  walked 
with  a  tottering  gait.  The  paralysis 
of  the  eye  muscles  began  from  four 
to  seven  weeks  after  the  primary  dis- 
ease and  lasted  from  four  weeks  to 


half  a  year.  In  one  case  the  superior 
rectus  and  the  recti  interni  were  also 
involved.  The  pupils  reacted  in  all 
cases  promptly  to  light  and  conver- 
gence. The  accommodation  was 
sympathetically  involved  in  three 
cases,  and  in  one  of  these  completely 
paralyzed.  The  patella  reflex  was 
perceptibly  diminished,  and  reached 
its  normal  condition,  at  the  earliest, 
in  three  months. 


The  Treatment  of  Croup. 


Brothers  {New  York  Medical 
Journal,  January  18,  1890)  employs 
emetics  in  those  cases  of  croup  caused 
by  simple  laryngitis.  As  prophylactic, 
the  avoidance  of  cold  or  of  operations 
upon  the  tonsils  or  in  the  mouth  dur- 
ing the  winter  months.  In  the  cases 
of  true  croup  with  deposit  of  mem- 
brane, he  uses  the  steam  atomizer  so 
strongly  advocated  by  Jacobi.     With 


this  the  internal  use  of  mercury  is 
most  valuable,  especially  in  the  form 
of  the  sublimate.  For  the  weak  heart 
he  gives  large  doses  of  alcohol.  If 
the  croup  has  spread  to  the  larynx  he 
believes  the  best  results  to  follow 
O'Dwyer's  intubation.  In  nineteen 
cases  treated  by  Brothers,  eight  were 
intubated  and  recovered ;  of  these 
four  were  under  3  years  of  age. 
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A  Remedy  for  Diphtheria  in  the  Mirror  of  Cellular  Pathology. 


GuNTZ  {Allgrneiner  Wiener  me dicin- 
ische  Zeitimg^  189 1,  No.  52)  believes 
to  have  found  in  bichromate  of  potash 
a  means  of  destroying  the  diphtheria 
germ  without  injuring  the  human 
body.  In  the  form  of  a  carbonized 
mineral  water  the  author  has  used  this 
remedy  for  ten  years  with  good  result, 
not  only  in  diphtheria,  but  also  in 
syphilis.  The  bichromate  of  potash 
is  conveyed  into  the  stomach  in  the 
form  of  chromic  acid  water.  After  the 
oxygen  has  been  given  off  from  the 
bichromate  to  the  alkaline  blood,  the 
chyle  and  the  tissues,  green  chromic 
oxide  appears  in  the  urine,  an  indica 
tion   that   the   bichromate  of  potash 


has  given  up  oxygen  to  the  blood  and 
tissues. 

As  according  to  Virchow  the  bacte- 
rial infection  does  not  exert  its  inju- 
rious action  upon  the  blood,  but  to  the 
tissues,  Glintz  considers  a  local  disin- 
fecting therapy  to  be  rational.  For 
the  same  reason  the  use  of  chromic 
acid  water  the  further  development 
of  the  diphtheria  germs  in  the  tissues 
is  to  be  hindered,  deepef  than  can  be 
reached  by  local  application,  and  their 
destruction  in  the  blood. 

Beside  the  antibacterial  properties 
of  bichromate  of  potash  it  possesses 
those  of  blood  formation. 


Etherization  in  Croup. 


Betz  (  Wiener  niediciniscJie  Presse, 
No.  21,  1891)  recommends  etheriza- 
tion in  croup,  from  the  view  that 
there  are  cases  of  croup  in  which  the 
catisa  letalis  is  alone  the  pathologico- 
anatomical  changes  in  the  larynx,  but 
is  to  be  sought  in  the  nervous  system. 
He  reports  the  case,  to  illustrate,  of  a 
13-months-old  child,  in  which  on  ac- 
count of  very  threatening  symptoms 
of  croup  tracheotomy  was  advised. 
Betz  ordered  : 

B.    yEther  sulph.,  f^j. 

Aether  acet.,  TTt  xx. 

Menthol,  gr.  ij. 

Every  quarter  of  an  hour  three 
drops  to  be  inhaled  from  a  small 
handkerchief.  His  purpose  was  to 
produce   a  local    anaesthesia   in   the 


larynx  and  to  occasion  a  general  nar- 
cosis, in  order  to  quiet  the  child,  and 
to  control  the  spasmodic  muscular 
contractions  of  the  diaphragm  and 
intercostal  muscles,  and  thereby  pro- 
duce easier  respiration.  After  two 
hours  the  child  was  quieter,  appeared 
somewhat  dull,  but  the  stenosis  had 
partially  disappeared.  The  etheriza- 
tion was  now  continued,  three  to  four 
drops  every  half  hour.  After  twenty- 
four  hours  the  child  was  out  of 
danger. 

If  the  etherization  is  a  means  of 
loosening  the  pseudo-membrane  is  yet 
to  be  observed.  It  should,  however, 
be  used  as  a  palliative  remedy  when 
tracheotomy  or  tubage  is  not  prac- 
ticable. 
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Antagonism  Between  Erysipelas  and  Diphtheria. 


Babtschinsky  (  Wienermedicinische 
Presse,  1890,  No.  11)  reports  the  fol- 
lowing observation.  His  son  was  suf- 
fering from  a  severe  attack  of  diph- 
theria, antl  rapidly  approaching  death 
when  suddenly  erysipelas  occurred, 
which  appeared  only  to  render  death 
more  speedy.  The  condition  of 
the  patient  grew  worse,  the  weak- 
ness was  gr^at,  yet  on  the  follow- 
ing day  he  began  to  gain  in  strength. 


The  patient  continued  to  improve,  andJ 
recovered.  Since  then  Babtschinsky 
has  inoculated  fourteen  cases  of 
severe  diphtheria  with  erysipelas  cocci. 
Twelve  of  these  recovered  and  two- 
died.  In  one  house  he  treated  five 
children  for  diphtheria  by  inocula- 
tion, and  all  recovered,  while  a  sixth 
member  of  the  family  who  was  treated 
otherwise  died. 
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My  Recent  Ureteral  Work.^ 


BY    HOWARD    A.    KELLY, 

Professor  of  Gy^icecology  and  Obstetrics  in  the  Johns  Hopki7is  University^ 

Baltimore. 


INTRODUCTORY. 

I  HAVE  elected  to  bring  before  you 
this  evening  my  practical  experience 
in  ureteral  work,  because  I  know  of 
no  subject  within  the  wide  range  of 
gynaecology  at  the  present  time  more 
deserving  of  our  close  critical  atten- 
tion, for  two  reasons,  firsts  the  emi- 
nently valuable  practical  results  attain- 
able by  an  intelligent  application  of 
the  knowledge  already  in  hand,  and 
second^  because  the  imm.ediate  future 
is  destined  to  evolve  new  facts  of  par a- 
m,ount  importance,  and  to  the  credit  of 
our  past  history  we  ought  to  be  among 
the  pioneers. 

Let  me  fix  your  attention,  therefore, 
on  the  subject  in  hand  by  reminding 
you  for  a  moment  of  the  anomalously 


^  Read  before  the  Philadelphia  Obstetrical  Societyi 
April  6,  1893. 
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important  position  occupied  by  the 
ureters  in  the  animal  economy.  Their 
function  is  that  of  transmitting  the 
fluid  excrement  from  those  vitally- 
important  emunctories,  the  kidneys. 
Disease  of  one  of  these  delicate  tubu- 
lar excretory  conduits  affects  its 
lumen,  interferes  with  transmission 
of  the  urine,  and  thus  involves  the 
corresponding  kidney.  Complete 
stoppage  of  the  ureter  quickly  destroys 
the  functional  value  of  its  kidney.  A 
serious  affection  of  both  ureters  is 
incompatible  with  prolonged  life. 

The  gynaecologist  has  a  three-fold 
reason  for  his  interest  in  this  field  ad- 
joining his  own  territory.  In  the 
first  place,  definite  causal  relations 
often  exist  between  pelvic  diseases  and 
ureteral  and  kidney  affections.  Thus  a 
tuberculous  bladder  is  an  initial  stage 
of  a  tuberculous  ureter.     Cancer  of 
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the  uterus  often  destroys  life  by 
uraemia  induced  by  pressure  on  the 
ureters. 

I  have  observed  in  my  own  work  the 
association  of  a  pyosalpinx  choking  the 
pelvis  on  the  left  side  with  an  extensive 
pyelonephrosis  of  the  same  side. 

I  have  seen  death  occur  from  the 
pressure  of  a  large  myoma  upon  both 
ureters.  Both  kidneys  were  very 
greatly  enlarged  (17x7x5^  cm.  and 
iyx6x4}4  cm.)  and  filled  with  puru- 
lent foci.  The  ureters  were  dilated 
above  and  slightly  adherent  to  the 
tumor  (vide  Johns  Hopkins  Hospital 
Reports,  Vol.  H,  Nos.  3  and  4,  Gynae. 
cology,  p.  168).  Dr.  Arthur  Johnstone 
has  observed  and  reported  a  similar 


Dr.  Skene  was  stimulated  to  write 
his  valuable  paper  on  "  Injuries  to  the 
Ureters  During  Labor,"  in  the  Pfvc.  of 
the  Amer.  Gyn.  Soc.^  Vol.  XV,  p.  149, 
by  a  death  from  involvement  of  the 
left  ureter  in  a  tear  during  labor  com- 
ing under  his  observation. 

A  distinguished  Boston  surgeon  cut 
off  a  piece  of  a  ureter  in  removing  an 
ovarian  tumor. 

In  enucleating  an  enormous  cysto- 


FiG.  7— Relation  of  ureters  at  pelvic  brim. 

effect  from  the  pressure  of  an  ovarian 
tumor.     Cplate  I,  Fig.  i). 

A  death  from  the  pressure  of  an 
ovarian  tumor  on  the  ureter  is  re- 
ported by  Bert  {videYxov(\v[i€(! ?>  JaJires- 
bericht,  Vol.  IV,  p.  684).  (Plate  I, 
Fig.  2). 

I  have  observed  in  a  little  girl  a 
large  right  hydro-ureter  coursing  over 
the  anterior  face  of  a  retro-peritoneal 
sarcoma  which  filled  the  pelvis  and 
expanded  into  the  abdomen. 


Fig    8.— Sketch  showing  danger  of  ligating  ureter. 

myoma  I  ligated  the  ureter,  and  in 
another  case,  in  attempting  an  abdomi- 
nal hysterectomy  for  cervical  cancer, 
I  ligated  the  left  ureter  low  down  on 
the  pelvic  floor. 

These  are  a  few  illustrations  which 
might  be  multiplied  many  times. 

The  gynaecologist  has  a  further 
quickening  interest  in  ureteral  work  in 
that  the  ureter  is  accessible  to  explora- 
tion, and  a  special  skill  and  tact  are 
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reqtdred,  which  he  has  already  devel- 
oped in  his  work. 

Lastly,  the  gynaecological  fiel^  has 
been  so  rapidly  narrowing  and  tend- 
ing to  crystalize,  that  it  is  refreshing 
to  find  close  by  a  new  and  interesting 
field  oi  investigation,  one  ivJiich  brings 
with  it  as  zvell  a  large  part  of  the 
domain  of  renal  pathology,  up  to  the 
present  often  approached  by  the 
gynaecologist  with  an  apology. 

ANATOMY    OF    THE    URETERS. 

The    ureters    are   flattened    white 


10  or  12  cm.  long, while  the  abdominal 
portion  is  from  12  to  15  or  more. 

The  most  inaccessible  portion  is 
that  nearest  the  kidney,  where  it  lies 
concealed  by  the  ribs,  from  4  to  4.5 
cm.  from  the  median  line,  and  about 
the  same  distance  posterior  to  the 
anterior  face  of  the  vertebral  col- 
umn.    (Plate  II,  Fig.  3). 

The  middle  part  of  the  abdominal 
portion  lies  from  2.5  to  3  cm.  from  the 
median  line,  on  the  psoas  muscle,  on 
a  plane  on  a  level  with  the  anterior 
faces  of  the  vertebral  bodies.     The 


Ureter  in  relation  to  mesosigmoid. 


cords  about  .5  cm.  in  diameter,  from 
25  to  30  cm.  in  length,  extending  from 
the  pelvis  of  each  kidney  high  up  in 
the  loins  under  the  vaulted  arch  of  the 
thorax  down  to  their  embouchure  in 
the  urinary  bladder. 

Each  ureter  is  naturally  and  for 
practical  purposes  divided  into  two 
parts — an  abdominal  and  a  pelvic 
portion — by  the  bend  over  the  common 
iliac  artery  at  a  plane  about  3  cm. 
above  the  brim  of  the  superior  strait. 

The  pelvic  portion  is  not  more  than 


ureter  crosses  the  psoas  obliquely  to 
the  internal  iliac  artery  at  or  just 
above  its  bifurcation,  where  it  is  about 
3  cm.  from  the  middle  of  the  promon- 
tory of  the  sacrum.  The  course  is  thus 
obliquely  downward  and  inward,  ex- 
hibiting a  slight  inward  convexity,  and 
always  with  marked  convexity  for- 
ward, due  to  its  course  over  the 
psoas. 

The  ureters  lie  in  the  loose  cellular 
tissue  back  of  the  peritonaeum  and 
partly  under  the  caput  coli  and  the 
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ascending  colon  on  the  right,  and 
descending  colon  and  sigmoid  flexure 
on  the  left  side. 

The  abdominal  ureter  holds  no  rela- 
tions to  important  vessels  until  joined 
somewhere  about  or  above  the  middle 
of  its  course  by  the  ovarian  vessels, 
artery,  and  vein,  which  cross  it  to 
descend  into  the  pelvis  along  its  outer 
border.  At  the  brim  of  the  pelvis  on 
the  right  side  the  ureter  lies  just  be- 
hind the  peritonaeum,  where  it  can  be 
seen  with  the  ovarian  vessels.  The 
peritonaeum  can  be  incised  at  this 
point,  and  the  ureter  thus  easily  laid 
bare.  (Plate  II,  Fig.  4;  Plate  III, 
Fig.  5;   Plate  I,  Fig.  6.) 

On  the  left  side  the  relations  of  the 
ureter  to  the  sigmoid  flexure  and  the 
rectum  depend  entirely  upon  the 
length  of  the  meso-sigmoid  and  the 
variable  position  over  the  superior 
strait  at  which  the  rectum  enters  the 
pelvis.  Thus  in  one  case  the  ureter 
lies  behind  the  sigmoid  veins  and 
arteries,  and  in  another  directly  be- 
hind the  intestine.     (Fig.  9). 

After  crossing  the  psoas  it  crosses 
the  common  iliac  artery  obliquely 
above  its  bifurcation,  dropping  into 
the  pelvis  at  this  point.  The  pelvic 
portion  of  the  ureter  usually  lies  at 
first  to  the  inner  side  of  the  internal 
iliac  artery,  occasionally  it  lies  to  the 
outside,  it  is  again  crossed  by  the  ova- 
rian vein  and  artery,  which  leave  it  at 
an  acute  angle  just  above  the  brim  of 
the  pelvis  (the  brim  as  made  by  the 
muscle,  and  not  the  bony  pelvis).  The 
pelvic  portion  of  the  ureter  descends 
to  the  floor  of  the  pelvis  in  the  loose 
cellular  tissue  in  a  forward  direction, 
it  passes  directly  under  the  uterine 
artery  and  the  base  of  the  broad  liga- 
ment, alongside  the  upper  lateral  vag- 
inal wall,  and  finally  curves  in  over 


the  anterior  vaginal  wall,  following  its 
uppermost  converging  folds,  and  ter- 
minates in  the  bladder,  where  the  two 
ureteral  orifices  are  connected  by  the 
inter-ureteric  ligament.  (Figs.  11,12, 
13). 

PALPATION  OF  THE  URETERS. 

I  have  thus  dwelt  upon  the  course 
and  the  relations  of  the  ureters  that 
I  may  be  able  to  demonstrate  clearly 
the  feasibility  of  palpating  them 
more  extensively  than  has  ever  been 
done.  The  ureter  can  be  palpated 
through  the  anterior  vaginal  wall  from 
its  terminus  in  the  bladder  up  to  the 
point  where  it  passes  beneath  the 
broad  ligament.  It  is  rolled  in  the 
loose  cellular  tissue  under  the  index 
finger,  or  often  better  bimanually  un- 
der two  fingers,  or  in  advanced  preg- 
nancy on  the  head  of  the  child  like  a 
narrow  tape  or  flattened  cord,  with- 
out hardness.  It  must  not  be  mis- 
taken in  this  position  for  the  ob- 
turator artery  or  nerve,  or  the  upper 
border  of  the  levator  ani,  or  fibres 
of  the  obturator  muscle,  or  the  rim 
of  the  foramen. 

A  diseased  ureter  becomes  nodular 
and  thickened,  and  is  peculiarly  prone 
to  be  mistaken  for  a  cellulitis  or  an 
adherent  ovary.  I  have  demonstrated 
this  fact  on  numerous  occasions  for  a 
number  of  years. 

A  large  percentage  of  cases  under 
treatment  to-day  for  cystitis  and  for 
irritable  bladder  are  in  reality  tender 
thickened  ureters,  and  an  intelligent 
palpation  will  detect  the  tube  now 
hard  and  cord-like,  bringing  out  the 
characteristic  complaint  of  intense 
desire  to  urinate.  One  patient  in 
whom  I  persisted  in  making  the 
examination  was  actually  forced  to 
urinate  on  my  hand. 

An  enlarged  ureter  can  easily  be 
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further  palpated  per  rectum  behind 
the  broad  ligament,  and  followed  from 
there  up  over  the  posterior  pelvic  wall, 
as  I  was  also  able  to  demonstrate  only 
last  week  on  a  case  in  the  hospital. 
I  have  found  that  t/ie  normal  ureter 
can  also  be  traced  and  minutely  exam- 
ined in  the  iipper  part  of  the  pelvic 


the  rectum,  on  the  catheter,  and  any 
alterations  in  its  calibre  noted  almost 
as  minutely  as  when  laid  bare  by  dis- 
section. 

At  the  pelvic  brim  the  ureter  can 
also  be  felt  per  rectum. 

It  can  be  felt  at  the  brim  less  dis- 
tinctly through  the  anterior  abdominal 


Fig.  II.— Pelvic  portion  of  ureter  from  below. 


course  by  introducing  a  ureteral  catheter 
through  the  tirethra  and  bladder  into 
the  ureter y  and  carrying  it  up  to  or  over 
the  brim  of  the  pelvis.  When  an  inflex- 
ible catheter  is  thus  carried  over  the 
brim,  the  ureter  is  displaced  up- 
ward and  straightened  out.  It  can  now 
be  palpated  almost  as  plainly  through 


wall,  where  it  can  also  be  followed  for 
6  or  8  cm.  up  toward  the  kidney,  while 
the  catheter  remains  in  place. 

My  landmark  for  the  upper  portion 
of  the  pelvic  ureter  is  the  internal  iliac 
artery,  which  can  readily  be  felt  per 
rectum. 

In  some  cases  the  artery  can  be  pal- 
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pated  up  to  the  common  iliac  artery. 
Close  along  the  inside  of  this  artery 
the  ureter  can  be  felt ;  if  nothing  is 
felt,  the  conclusion  that  this  portion  of 
the  ureter  is  not  enlarged  is  safe. 

Among  the  efforts  made  to  locate 
the  abdominal  portion  of  the  ureters 
by  surface  landmarks,  I  know  none 
which  have  thus  far  proven  satis- 
factory. 

My  oivii  method  is  to  locate  the  pro- 
montory of  the  sacrinn  by  pressure 
tJirough  the  abdominal  wall,  and  from 
this  to  locate  the  point  at  which  the 
ureter  enters  the  pelvis  from  3  to  2^2 
cm.,  outside  of  and  a  little  below  the 
promontory;  by  pressing  deeply  at  this 
point,  the  fingers  at  once  recognize 
the  pulsations  of  the  common  iliac 
artery,  a  sign  that  the  correct  spot 
has  been  found.  A  large  ureter  can 
be  felt  at  this  point  through  thin  walls. 
The  patient  will  always  complain  of 
severe  pain,  and  often  of  a  desire  to 
urinate  when  a  sensitive  or  inflamed 
ureter  is  touched.     (Plate  IV,  Fig.  14.) 

A  woman  entered  my  office  last 
week  complaining  of  old-standing 
bladder  trouble,  for  which  she  said 
she  had  taken  in  the  past  year  hun- 
dreds of  injections.  I  found  no  evi- 
dence at  all  of  bladder  disease;  the 
ureters  were  found  thickened  and 
tender  through  the  vagina,  and  on 
pressing  through  the  abdomen  upon 
this  point  she  at  once  complained  of 
severe  pain,  not  felt  either  inside  or 
just  outside  a  certain  spot.  Upon 
asking  what  kind  of  pain  it  was,  with- 
out any  hint  as  to  my  expectation,  she 
replied  it  was  accompanied  with  a 
strong  desire  to  urinate.  The  left 
side  exhibited  the  same  peculiarity  in 
lesser  degree. 

I  have  also  palpated  the  tJiickened  pel- 
vic nreter  after  incising  the  vault  of  the 


vagina,  when  I  was  able  to  follow  it 
up  to  the  posterior  wall  of  the  pelvis. 
/  palpated  the  ureter  four  years  aga 
through  an  abdominal  incision  made 
for  the  purpose  of  examining  into  the 
condition  of  the  whole  ureter. 

A  direct  examination  of  the  ureter 
from  a  point  four  or  five  centimeters 
below  the  pelvic  line  up  into  the  ab- 
domen to  the  kidney  is  easily  made 
through  an  abdominal  incision,  but 
being  part  of  the  technique  of  certain 
procedures  to  be  described  later,  will 
not  be  dwelt  upon  here. 

CATHETERIZATION,   SOUNDING    AND 
DILATING. 

By  catheterization  of  either  ureter 
we  are  able  to  secure,  isolated,  the 
urine  from  the  respective  kidney  of 
that  side,  containing  evidence  of 
disease  of  the  ureter,  pelvis  of  the 
kidney,  or  the  kidney  itself  above 
the  catheter,  according  to  the  micro- 
scopic character  of  its  sediment,  as- 
sociated with  the  history  and  physical 
signs.     (Plate  IV,  Figs.  16,  17,  18.) 

I  observe  the  following  routine  in 
catheterizing  :  First  all  tJie  urifie  in 
the  bladder  is  drazvn  off  and  put 
to  one  side,  then  tJie  bladder  is  dis- 
tended zvith  150  to  200  cc.  (about  six 
ounces^  of  a  methyl-blue  solution.  It 
is  now  evident  that  if  the  catheter 
enters  the  ureter  in  the  catheteriza- 
tion and  clear  urine  is  discharged 
by  the  catheter  it  does  not  come 
from  the  bladder.  There  is  one 
possible  source  of  error — when  the 
lower  part  of  the  ureter  is  so  dis- 
tended that  the  water  from  the  blad- 
der backs  up  into  it  and  so  escapes- 
through  the  catheter;  this  will  be 
obviated  by  carrying  the  catheter  still 
higher  up.  I  have  noted  this  peculiarity 
twice. 
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There  are  two  ways  of  introduc- 
ing the  catheter  :  the  usual  method 
is  the  one  followed  by  Pawlik,  by  re- 
tracting the  posterior  vaginal  wall  and 
introducing  the  ureteral  catheter  into 
the  bladder,  and  turning  its  point 
forward  and  trying  to  introduce  it  by 
observing  the  play  of  the  point  of  the 
catheter  over  the  anterior  wall,  as  it 
seeks  the  ureteral  orifices  in  the 
ureteral  folds  described  by  Pawlik  in 
his  admirable  work^  which  I  have  here. 
The  ureters  lie  a  little  above  or  in  the 
upper  part  of  this  fold,  one  or  two 


during  an  extensive  cauterization,  thus 
avoiding  injury  of  the  ureter,  which 
was  dangerously  close  to  the  infec- 
tion, and  which  could  now  be  distin- 
guished by  touch  so  long  as  the 
catheter  remained  in  place. 

In  unilateral  disease  I  have  found 
the  urine  from  one  kidney  alkaline 
and  from  the  other  acid. 

Hcemattiria. — In  two  cases  treated 
within  the  past  six  months  the 
patients  had  been  weakened  and  ren- 
dered profoundly  anaemic  by  a  pro- 
longed persistent  haematuria  of    un- 


FiG.  12.— Pelvic  portion  of  ureter  from  side. 


centimetres  to  the  right  and  left  of 
the  median  line. 

Carcinoma.  —  Neighboring  inflam- 
matory trouble  and  neoplasms  distort 
the  normal  relations  of  the  ureteral 
orifices,  and  catheterization  may  prove 
difficult.  In  a  case  examined  a  few 
weeks  ago  I  found  the  orifice,  after  a 
long  search,  high  up  to  the  left  on  the 
anterior  face  of  a  prominent  ridge  in 
the  bladder.  The  patient  had  a  can- 
cerous infiltration  of  the  left  para- 
metrium, and  I  introduced  the  ureteral 
catheter  and  left  it  in  place  as  a  guide 


V.  Langenbeck's  Archiv.,  Band  xxxiii,  Heft  3. 


certain  origin.  Proceeding  to  cathe- 
terize  the  ureters  for  the  purpose  of 
making  a  diagnosis  as  to  its  source,  I 
collected  and  preserved  the  urine  in 
the  bladder,  which  was  of  a  deep  red 
color,  due  to  the  presence  of  large 
numbers  of  red  blood  corpuscles.  The 
bladder  was  washed  out  and  the  blue 
aniline  solution  injected.  A  catheter 
was  then  introduced  into  each  ureter 
and  in  one  case  from  the  right  and  in 
the  other  from  the  left  catheter,  red 
drops,  apparently  of  pure  blood,  were 
discharged  at  intervals,  while  from 
the  opposite  catheter  clear  urine 
flowed.      Upon    mixing    the    two    I 
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secured  a  fluid  of  the  same  shade  of 
red  as  that  drawn  from  the  bladder 
before  injecting  the  aniline. 

Hydro-ureter.  —  In  another  case, 
while  clear  urine  flowed  at  intervals 
of  a  few  seconds  drop  by  drop  from 
the  catheter  in  the  right  kidney,  no 
urine  at  all  flowed,  during  ten  min- 
utes, from  the  left.  I  then  persisted 
in  my  attempt  to  get  the  catheter, 
which  was  introduced  as  far  back  as 
the  posterior  pelvic  wall,  up  over  the 
brim.  Finally  it  passed  an  obstruc- 
tion, and  there  at  once  followed 
a  discharge  of  lOO  cc.  of  turbid 
lemon-yellow  urine,  demonstrating 
that  I  had  passed  a  stricture  and 
tapped  a  hydro-ureter.  The  stricture 
was  dilated  by  bougies  shortly  to  be 
exhibited,  but  the  patient  left  the 
hospital  before  she  was  cured. 

Kolpo-ureterotofny  for  Treatment  of 
Stricture  of  the  Ureter. — In  another 
instance  ^  I  demonstrated  a  tight  stric- 
ture posterior  to  the  right  broad  liga- 
ment and  a  hydro-ureter  above  this, 
and  as  I  could  not  then  treat  a  tight 
stricture  in  this  position  through  the 
bladder,  I  introduced  a  sound  into  the 
ureter  and  cut  down  upon  it  in  the 
vault  of  the  vagina,  just  in  advance 
of  the  cervix,  laid  the  ureter  open  for 
about  one  centimetre,  and  sutured  it 
to  the  vaginal  mucosa  by  means  of  a 
delicate  needle  and  fine  silk,  making 
an  artificial  uretero-vaginal  fistula. 
From  this  position  through  the  fistula 
I  dilated  the  stricture  at  several  sit- 
tings, finally  even  carrying  in  uterine 
dressing  forceps.  The  stricture  over- 
come, the  edges  of  the  fistula  were 
denuded  and  the  opening  closed  by 
silk  sutures  without  difficulty.  The 
patient  was  relieved  for  some  months. 


^  Johns  Hopkins  Hospital  Report  in  Gynaecology, 
No.  I,  Article  xiv,  Bait.,  Sep.,  1890. 


but  her  old  pains  came  back,  requir- 
ing eventually  the  performance  of  a 
ureterectomy  removing  the  kidney 
with  the  ureter  down  below  the  pel- 
vic brim.  When  this  patient  re- 
turned to  me,  three  and  a  half  years 
later,  I  found  that  the  ureter  was  not 
lessened  in  calibre  at  the  point  where 
it  had  been  laid  open,  but  that  there 
was  a  long  tubular  stricture  back  of 
the  broad  ligament,  extending  up 
toward  the  pelvic  brim,  and  on  pass- 
ing this,  a  steady  flow  of  turbid,  yel- 
lozu,  watery  fluid  escaped  in  a  continu- 
ous stream,  amounting  in  all  to  about 
120  cc.  in  five  minutes,  demonstrating 
tJie  presence  of  hydro-ureter. 

The  bite  of  the  stricture  on  the  sound 
in  this  case,  as  in  the  first,  was  plainly 
recognized  by  eight  or  ten  physicians 
present,  who  took  hold  of  the  catheter 
and  pulled  on  it,  perceiving  clearly 
that  it  was  fixed. 

The  examination  of  this  fluid  was 
entrusted  to  Dr.  Russell,  of  the 
gynaecological  staff,  who  found  numer- 
ous tubercle  bacilli,  dernonstrating  the 
existence  of  a  tuberculoits  ureteritis, 
probably  associated  with  a  tuberculous 
nephritis.  Urine  from  the  opposite 
kidney  contained  no  bacilli,  and  was 
normal  except  for  some  blood  corpus- 
cles, which  were  supposed  to  come 
from  trauma  from  the  catheter. 

Eiilarged  Spleen  Mistaken  for  Kid- 
ney.— A  case  recently  in  the  private 
ward  is  this :  Miss  J.  came  complain- 
ing of  a  tumor  discovered  in  her  left 
side.  At  the  first  examination,  relying 
upon  a  tympanitic  percussion  note 
over  the  mass  and  the  location  of 
the  tumor  between  the  umbilicus  and 
the  posterior  lumbar  region,  together 
with  the  presence  of  splenic  dulness 
in  its  normal  position,  I  thought  the 
tumor  was  a  kidney.     Her  urine  was, 
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moreover,  alkaline.  I  catheterized 
both  ureters.  The  left  catheter  passed 
well  back  toward  the  loin  instead  of 
forward  into  the  tumor,  and  it  moved 
but  slightly  on  pushing  the  tumor 
about,  and  an  equal  amount  of  normal 
acid  urine  was  drawn  from  both  kid- 
neys. There  was  presumptively  no 
renal  disease.  A  more  careful  examina- 
tion proved  it  to  be  a  leucocythaemic 
spleen. 


be  an  enlarged  right  kidney.  The  im- 
portant questions  were  "Does  the  pus 
come  from  this  kidney  } "  "  Is  the 
other  kidney  sound  enough  to  do  the 
work  of  two  if  the  right  is  removed  ?  " 
After  emptying  and  washing  the 
bladder  clean  and  injecting  the  ani- 
line solution  I  passed  catheters  into 
both  kidneys.  From  the  left  came 
pure,  clear  urine.  On  the  right  side 
nothing   came  after  waiting  for  ten 


r 
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FiG.  13.— Pelvic  port 

Pyelonepkrosis. — A  case  which  has 
just  gone  home  from  the  common 
ward  was  this :  Mrs.  G.  was  losing 
flesh  and  feeling  utterly  prostrated, 
but  without  any  pain  or  definite  com- 
plaint. I  found  a  large  quantity  of 
pus  constantly  in  the  urine.  In  the 
right  groin  was  a  fluctuant  swelling, 
not  tender  on  pressure,  believed  to 


ion  of  ureter  from  above. 

minutes.  The  catheter  was  with- 
drawn, and  a  little  pus  found  in  the  eye. 
It  was  reintroduced  and  carried  higher, 
passing  a  stricture  below  the  brim  ren- 
dering well  up  into  the  abdomen,  when 
drops  of  pure  p7is  at  once  began  to  flow 
into  the  collecting  vessel.  I  then  with- 
out  fear  cut  dozvn  into  the  right  kidney 
and  opened  a  large  abscess^  letting  out 
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about  500  cc.  of  pus  and  removing  a 
large  calculus  choking  the  pelvis,  pro- 
jecting into  the  ureter  and  into  the 
kidney  substance,  and  a  number  of 
smaller  calculi,  which  I  show  here. 

The  patient  made  a  rapid,  uninter- 
rupted convalescence,  and  now  passes 
clear  urine.  She  went  home  some 
weeks  ago. 


Fig.  19.— Case  of  ureteral  instruments. 
THE   URETERAL    SOUND. 

A  solid  sound  is  of  advantage  in 
searching  for  ureteral  calculi.  The 
accompanying  graduated  sound  is  in- 
tended to  measure  the  distance  of  a 
stone  from  the  urethra,  as  well  as  to 
sound  for  stone  in  the  pelvis  of  the 
kidney. 

URETERAL    BOUGIES. 

Bougies  bulbous  behind  the  tip  in  a 


graduated  series  such  as  are  here 
shown  are  valuable  in  dilating  stric- 
tures in  the  lower  half  of  the  ureter. 
Simple  strictures,  however,  will  rarely 
be  found.  They  will  almost  always 
be  associated  with  calculus,  pyelo- 
nephrosis  or  multiple  strictures  involv- 
ing the  whole  ureter,  or  tuberculous 
infiltration  or  fibrous  thickening  of 
the  whole  ureter. 

I  have  devised  the  instruments  here 
shown,  and  use  them  in  my  clinic  at 
the  Johns  Hopkins  Hospital. 

In  order  to  carry  the  ureteral  catheter 
or  sound  over  the  brim  of  the  pelvis,  it 
is  not  necessary  to  use  a  flexible  instru- 
ment. This  can  be  effected  by  first 
filling  the  bladder  with  sufficient  fluid 
(150-200  cc),  to  distend  its  folds 
and  introduce  the  catheter  into 
the  ureter,  and  then  drawing  off 
all  the  contents  of  the  bladder,  a 
finger  introduced  into  the  rectum 
high  up,  gently  lifts  the  catheter  and 
assists  it  over  the  brim  and  on  up 
into  the  abdomen.  This  manoeuvre 
is  rendered  possible  by  the  loose  cel- 
lular tissue  in  which  the  pelvic  organs 
lie,  allowing  a  wide  displacement 
of  bladder,  ureter  and  broad  ligament 
without  injury.  The  contracted  blad- 
der can  be  lifted  up,  while  it  is  im- 
possible to  displace  the  full  bladder 
in  this  way. 

ESTIMATION   OF    THE    QUANTITY    OF 
URINE    FROM    EACH    KIDNEY. 

One  of  the  valuable  uses  of  the 
ureteral  catheter  is  in  determining 
the  functional  activity  and  value  of 
both  kidneys,  as  well  as  the  condition 
of  the. urine.  In  one  case  of  tuber- 
culous ureter  I  drew,  as  I  have  stated,, 
acid  urine  from  the  right  ureter,  and 
alkaline  urine  from  the  diseased  left 

V 

side. 
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I  always  make  the  urine  drawn  the 
basis  of  a  calculation  of  the  day's 
secretion  of  urine.  If  it  is  drawn 
from  but  one  kidney,  it  must  be  re- 
membered that  but  half  the  full 
amount  is  called  for  in  the  calculation. 
/  leave  the  catheter  in  place  a  definite 
nnmber  of  minutes,  ten  or  fifteen,  or 
even  thirty,  and  every  drop  of  urine 
escaping  is  caught  in  a  minim  or  cubic 
ce7ttimetre  graduate,  and  the  twenty- 
four  hours  iLrine  is  calculated  from  this. 
In  numerous  instances,  to  my  sur- 
prise, this  has  amounted  to  precisely, 
or  close  to^  1500  cc.  About  half 
a  cc.  a  minute  from  each  kidney,  or 
one  cc.  from  both  is  the  normal 
quantity.  That  is  60  cc.  an  hour,  or 
in  twenty-four  hours  24  x  60=1440 
cc,  in  the  neighborhood  of  three 
pints.  The  urine  does  not  begin  to 
escape  from  the  catheter  at  once; 
sometimes  it  is  three  or  four  minutes 
before  beginning.  Time  must  be  al- 
lowed for  it  to  fill  the  lumen  of  the 
catheter  before  it  begins  to  run  out, 
and  the  urine  in  the  catheter  must  be 
added  to  that  collected. 

The  catheter  is  kept  from  collect- 
ing fluid  from  the  bladder  during  its 
introduction  into  the  ureter  by  coat- 
ing the  metal  plug  which  stops  the  end 
with  a  little  vaseline,  thus  rendering 
it  air-tight.  As  soon  as  it  is  in  the 
ureter  the  plug  is  withdrawn. 

The  urine  flows  by  gushes  at  inter- 
vals of  ten  or  fifteen  or  thirty  seconds. 
It  is  evident  from  this  that  the  urine 
collects  in  the  pelvis  of  the  kidney, 
passes  into  the  ureter,  and  is  forced 
down  by  a  peristaltic  wave  more  or 
less  rythmic  in  character.  It  would 
appear  to  inspection  like  a  little  bolus 
being  swallowed.  It  is  thus  forced 
into  the  bladder  in  intermittent  jets, 
as  observed  in  the  margins  of  vesico- 


vaginal fistula.  By  this  examination 
I  have  found  one  kidney  secreting  no 
urine  in  a  case  now  in  my  ward,  while 
the  other  is  doing  all  the  work. 

Here  is  a  metal  case  containing 
the  necessary  instruments  for  ure- 
teral investigation,  two  catheters,  for 
simultaneous  catheterization  of  both 
ureters,  bougies,  and  two  graduates 
marked  in  minims  and  cubic  centi- 
metres, serving  to  collect  the  urine 
in  separate  vessels  and  affording  the 
means  of  estimating  immediately  the 
quantity  secreted  in  twenty-four  hours. 

I  do  not  present  here  in  this  number 
of  the  Annals  that  portion  of  my  paper 
entitled  "Ureterectomy,"  or  extirpa- 
tion of  the  ureter,  as  I  have  not  yet 
secured  satisfactory  pictures  of  the 
steps  of  the  operation,  and  wish  also  to 
be  able  to  give  a  full  report  of  the 
pathological  condition  of  the  kidney 
and  ureter  removed. 

DESCRIPTION   OF   FIGURES. 

Fig.  I. — The  large  central  bilobed  tumor  is 
the  myoma  uteri.  Above,  at  the  angles,  are 
the  enlarged  kidneys.  The  intimate  attach- 
ments of  the  lower  portion  of  the  ureters  to 
the  tumor  are  well  shown.  The  right  ureter 
appears  sacculated  just  above  its  attachment, 
the  left  is  enlarged  throughout  almost  its 
whole  extent.  For  complete  autopsy,  see 
Johns  Hopkins  Hospital  Report  in  Gynae- 
cology, No.   I,  Article  HI,  Bait.,  Sept.,  1890. 

Fig.  2.— Enormous  "  fibro-cystic  "  (cysto- 
myoma)  tumor  of  the  uterus  in  a  mulatto. 
The  patient  had  hydro-  and  pyelo-nephrosis 
before  the  operation.  At  the  operation  enu- 
cleating the  mass  the  left  ureter  was  tied. 
For  full  autopsy  see  Johns  Hopkins  Hospital 
Report  in  Gynaecology,  No.  2,  m  print. 

Fig.  3. — Dissection  of  a  negress  by  the 
writer,  showing  the  topographical  relations 
of  the  abdominal  portion  of  the  ureters. 
The  abdominal  walls  are  turned  back  by  a 
crucial  incision,  and  the  intestines  lifted  out. 
The  left  kidney  in  this,  as  in  each  of  three 
cases  dissected,  lay  lower  than  the  right. 

The  ureters,  U,  U,  U,  can  easily  be  traced 
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from  the  pelvis  of  each  kidney  coming  for- 
ward over  and  crossing  obHquely  the  psoas 
muscle,  and  passing  over  the  common  iliac 
arteries  immediately  above  the  bifurcation,  to 
enter  the  pelvis  close  to  the  inner  side  of  the 
internal  iliac  artery.  The  ovarian  veins  [V] 
and  arteries  [A]  are  seen  crossing  in  front  of 
the  ureters  on  the  psoas.  The  entrance  of 
the  left  vein  into  the  left  renal  is  especially 
well  shown. 

Fig.  4. — The  position  at  which  the  ureters 
are  to  be  located  on  the  pelvic  brim.  The 
sigmoid  flexures,  SS,  with  the  lax  meso  sig- 
moid, is  pulled  over  to  the  right,  and  the  fol- 
lowing structures  are  evident,  though  faintly 
-outlined,  through  the  peritonaeum,  at  the  pel- 
vic brim  on  the  left. 

Ps.  is  the  psoas  muscle,  Ar  the  external 
iliac  artery,  and  Ur.  the  ureter,  and  Ov  v 
the  ovarian  vessels  crossing  the  brim  into  the 
pelvis,  Ov  is  the  left  ovary,  and  U  the 
uterus,  R  the  rectum,  and  B.  the  bladder. 

Fig.  5. — The  right  ureter,  U,  is  here  ex- 
posed by  an  incision  in  the  peritonaeum  at  the 
brim  of  the  pelvis.  Here  the  sigmoid  flexure 
is  held  well  over  to  the  left,  while  the  caput 
coli  is  drawn  to  the  right.  P  locates  the 
promontory  of  the  sacrum. 

Fig.  6.  — The  right  ureter  shown  in  Fig.  5, 
brought  forward  from  the  cellular  tissue 
on  a  needle,  showing  its  position  and  rela- 
tion more  distinctly. 

Fig.  7. — A  sketch  from  nature  of  the  rela- 
tions of  the  uteters  to  the  vessels  at  the  pelvic 
brim. 

Fig.  8.  -The  right  half  of  the  pelvis.  In 
this  case  drawn  from  nature  the  ovarian  ves- 
sets  were  simply  picked  up  above  the  brim  of 
the  pelvis  as  if  for  ligation.  The  ureter  was 
found  grasped  with  the  vessels,  showing 
the  danger  of  ligating  the  ureter  in  this 
position. 

O.  V,  ovarian  vessels. 

Ur,  ureter. 

P,  sacral  promontory. 


T,  Fallopian  tube. 

O,  ovary. 

U,  uterus. 

S,  symphysis. 

Fig.  9. — The  left  ureter  is  exposed  by  draw- 
ing the  sigmoid  flexure  io  the  right,  and  in- 
cising the  peritonaeum  over  the  common  iliac 
artery  just  above  the  bifurcation. 

Fig.  10. — The  meso-sigmoid  is  here  drawn 
to  the  left,  showing  the  impossibility  of  expos- 
ing the  left  ureter,  which  is  covered  by  it  in 
this  position,  without  cutting  the  sigmoid 
vessels. 

Fig.  II. — Diagram  made  directly  from  sub- 
ject, looking  into  pelvis  from  below,  to  show 
the  relations  of  the  left  ureter  to  the  iliac  ves- 
sels, ovarian  vessels  and  uterine  artery. 

Fig.  12. — Same  subject  as  Fig.  11,  looking 
into  pelvis  from  side  showing  same  relations. 

Fig.  13.— Same  subject  as  Figs.  11  and  12, 
looking  into  pelvis  from  above. 

Fig.  14. — The  landmarks  for  locating  the 
ureters  at  the  brim  of  the  pelvis  through  the 
skin.  Straight  line  indicates  the  promontory 
of  the  sacrum.  X  X  the  position  of  the 
ureters. 

Fig.  15. — The  course  of  the  ureters  indi- 
cated on  the  skin  of  the  abdomen.  The  ab- 
domen has  been  opened  and  the  line  of  the 
ureters  projected  on  the  skin  by  direct  exam- 
ination and  measurement.  The  abdomen  is 
then  held  closed  by  the  hand  above,  while 
the  subject  is  photographed.  The  left  kidney 
is  lower  than  the  right. 

Fig.  16. — Catheterization  of  the  left  ureter. 
Some  thirty  minims  of  urine  has  been  col- 
lected in  the  minim  glass.  The  time  during 
which  the  urine  is  flowing  is  carefully  noted. 

Fig.  17. — Both  ureters  catheterized  simul- 
taneously. 

Fig.  18. — Ureteral  catheters. 

Fig.  19. — Case  containing  ureteral  instru- 
ments. Two  catheters  and  two  bougies  for 
dilating  strictures,  as  well  as  two  glasses 
measuring  minims  and  cubic  centimeters. 
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Fig.  I.— Dilatation  of  Ureters  and  Pyelonephrosis  due  to  Myoma.    (See  page  459  ) 
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tie.  2.— Cystomyoma  Uteri.  (See  pajre  459.) 


Fig  6.— Right  Ureter  at  Brim,  Peritonaeum  Incised  and  Ureter  Lifted  up  on  Needle. 

(See  page  460.) 
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Plate  III. 
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Plate  IV. 


Fig.  14.— Landmarks  on  the  Skin  for  the  Transit  of  Ureters  from 
Abdomen  into  Pelvis. 


Fig.  15.— Course  of  Ureters  on  Skin  of  Abdomen. 


Fi( .    1  itheterizing  the  Ureters,  one  Catheter. 


Fig.  17.— Catheterizingtlie  Ureters,  two  Catlieters. 
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Plate  V. 


Fig.  I.— MoUuscum  Contagiosum. 


Fig.  2.— Impetigo  Contagiosa. 


Fig.  3  —Ichthyosis. 


[See  page  502]. 
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Report   on  the   Progress  of  Gynaecology  and   Obstetrics  in 

Germany. 


BY  DR.  GEBHARD, 

Assistant  Physicimt  at  the  Royal  University  Clinic  for  Women  in  Berlin. 


In  the  realm  of  practical  obstetrics 
during  the  past  year  the  operation  of 
symphysiotomy,  which  had  so  long 
fallen  into  desuetude,  at  least  in 
Germany,  was  suddenly  revived,  and 
with  results  so  successful  that  they 
seem  to  have  secured  for  it  a  per- 
manent place  among  the  obstetrical 
operations. 

Symphysiotomy,  which  was  in- 
vented by  the  French  surgeon  Sigault 
in  the  year  1777,  was  attended  with 
such  disastrous  results  in  the  pre- 
antiseptic  period  that  it  never  was 
generally  accepted,  and  in  Germany 
it  has  long  been  completely  aban- 
doned. It  was  only  in  Italy  that  this 
operation  was  performed  continu- 
ously, if  only  occasionally. 

During  the  last  ten  years  Morisani 
has  published  four  articles,  giving  the 
results  of  symphysiotomy,  which  were 
so  admirable  that  Spinelli  and  Pinard 
performed  the  operation.  Encour- 
aged by  the  published  results  of  these 
authors  two  German  surgeons,  Leo- 
pold, of  Dresden,  and  Freund,  of 
Strasburg,  undertook  the  new  opera- 
tion, almost  simultaneously,  in  the 
course  of  the  past  year. 

Operation. — The  procedure  is  car- 
ried out  according  to  Leopold  in  the 
following  manner :  The  patient  is 
placed  on  her  back,  on  a  table,  with 
the  buttocks  projecting.  The  instru- 
ments requisite  for  forceps  delivery,  or 
version,  are  placed  in  I'eadiness.  .  Two 
assistants  hold  the  legs,  each  with 
one  hand  below  the  knees,  and  press 


the  trochanters  firmly  together  with 
their  other  disengaged  hands.*  An 
incision  is  now  made  in  the  skin,  be- 
ginning at  the  upper  border  of  the 
symphysis  and  extending  to  within 
one  centimeter  (two-fifths  of  an  inch) 
above  the  clitoris.  The  soft  parts- 
are  severed  down  to  the  joint,  like- 
wise thei  nsertions  of  the  recti  mus- 
cles, but  only  so  far  as  to  permit  the 
passage  of  the  finger  under  the  sym- 
physis. 

The  index  finger  of  the  left  hand  is- 
now  passed  between  the  bladder  and 
the  symphysis,  downward  along  the 
posterior  wall  of  the  latter ;  protected 
and  guided  by  the  finger  a  probe- 
pointed  hooked  knife  is  passed  under 
the  symphysis,  and  the  latter  is  slowly 
divided  from  behind  forward. 

The  legs  having  previously  been 
widely  separated  and  the  pressure  on 
the  trochanters  being  slightly  relaxed,, 
the  ends  of  the  bones  should  immedi- 
ately separate  from  three  even  to 
seven  centimeters  (sixth-tenths  inch 
to  one  and  one- half  inches).  Then 
the  forceps  are  applied  to  the  high- 
lying  head,  which  is  easily  extracted. 

Now  the  assistants  press  the  tro- 
chanters firmly  together  again  and 
the  ends  of  the  bones,  with  the  soft 
parts,  are  drawn  together  with  sutures 
of  silver  wire  and  strong  silk,  and  the 
wound  is  closed.  A  pelvic  girdle  is 
worn  for  three  weeks. 

Leopold  holds  that  it  is  unnec-" 
essary  to  divide  the  inferior  liga- 
mentum  arcuatum,  since  the  narrow- 
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ing  of  the  entrance  of  the  pelvis  is 
usually  caused  by  too  great  a  projec- 
tion of  the  upper  portion  of  the  sym- 
physis. 

It  has  happened  to  other  operators, 
however,  that  during  forced  extrac- 
tion of  the  head  the  ligamentum  ar- 
cuatum  was  suddenly  torn  through ; 
it  seems  to  us,  therefore,  that  it  would 
be  better  to  divide  the  ligamentum 
arcuatum  carefully  and  slowly,  to- 
gether with  the  symphysis,  in  order 
that  the  sudden  separation  of  the 
bones,  which  follows  the  tearing  of 
the  ligament,  may  not  give  rise  to 
rupture  of  the  ilio-sacral  articulation. 
Miillerheim  describes  the  technique 
of  the  operation  at  the  clinic  of 
Freund  at  Strasburg.  This  differs 
only  in  a  few  points  from  that  of 
Leopold. 

Miillerheim  advises  that  immedi- 
ately after  the  division  of  the  carti- 
lage an  Esmarch  rubber  tube  be 
passed  snugly  around  the  pelvis  at 
the  line  between  the  crests  of  the  ilia 
and  the  trochanters,  and  that  this  be 
drawn  tight,  in  order  that  by  its  elastic 
pressure  it  may  prevent  a  sudden 
separation  of  the  symphysis  and  rup- 
ture of  the  ilio-sacral  articulations. 
Instrumental  delivery  was  not  re- 
quired in  the  cases  described  by 
Miillerheim,  since  the  head  descended 
spontaneously  into  the  lesser  pelvis 
within  a  few  minutes  after  the  section 
of  the  symphysis. 

Several  symphysiotomies  by  various 
operators  followed  these  successful 
attempts.  Thus  Desiderius  v.  Velitz, 
of  Pressburg,  reported  a  symphysi- 
otomy, successful  both  as  to  mother 
and  child,  which  he  performed  exactly 
according  to  the  rules  laid  down  by 
Leopold. 

Zweifel,  of  Leipsic,  likewise  re- 
ported a  symphysiotomy.     He  recom- 


mends that  a  metallic  catheter  be  in- 
troduced into  the  urethra,  and  that 
the  bladder  be  pressed  back  by  it  be- 
fore the  finger  is  passed  down  on  the 
posterior  surface  of  the  symphysis. 

A  considerable  enlargement  of  the 
pelvic  entrance  was  not  obtained  until 
the  whole  symphysis,  with  the  liga- 
mentum arcuatum  inferius,  was  sev- 
ered. Nevertheless,  the  extraction 
of  the  head,  for  which  Tarnier's  for- 
ceps were  employed,  was  very  difficult. 

The  rubber  tube,  which  Zweifel  at- 
tempted to  use  around  the  pelvis  ac- 
cording to  Miillerheim's  recommenda- 
tion, soon  had  to  be  taken  off  again, 
since  it  did  not  fulfill  its  purpose,  but 
kept  slipping  up  and  became  a  hin- 
drance. The  operation  was  very 
bloody,  and  it  was  difficult  to  control 
the  haemorrhage.  Zweifel  recom- 
mends that  after  the  operation  the 
patient  be  laid  on  slings  (Schwebe) 
since  lifting  her  about,  when  the 
urine  or  faeces  are  passed,  causes 
great  pain.  Toerngren,  of  Helsing- 
fors,  has  published  in  German  two 
cases  of  symphysiotomy,  of  which 
one  ended  fatally,  the  patient  dying 
on  the  second  day  of  paralysis  of  the 
heart.  This  author  also  is  of  the 
opinion  that  it  is  not  always  sufficient 
to  sever  the  symphysis  in  its  upper 
portion,  leaving  the  ligamentum  ar- 
cuatum intact. 

From  all  these  publications  it  is 
evident  that  symphysiotomy  is  an 
operation  which  certainly  makes  it 
possible  in  cases  of  narrow  pelvis  to 
accomplish  delivery /^r  vias  naUtrales 
and  to  spare  the  life  of  the  child. 
The  results  obtained  up  to  this  time, 
which  are  almost  surprisingly  favora- 
ble, show  that  the  operation  is  indi- 
cated in  a  comparatively  large  num- 
ber of  cases. 

To   be  sure,  it   is  not  yet  known 
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whether  among  the  women  operated 
upon  there  will  not  occur  cases  of 
severe  injury  of  the  sacro-iliac  joints 
which  may  lead  to  complete  loss  of 
the  ability  to  walk.  If,  however,  the 
prop-nosis  remains  favorable  after 
further  experience,  the  question  arises 
as  to  how  far  the  new  operation  can 
compete  with  Cassarean  section. 

Leopold  is  of  the  opinion  that,  in 
consideration  of  the  good  results  ob- 
tained up  to  the  present  time,  the  need 
of  the  Caesarean  section  will  be  very 
materially  limited,  so  that  this  opera- 
tion will  be  confined  to  the  cases  in 
which  it  has  always  been  employed, 
namely,  those  of  absolute  pelvic  con- 
traction (six  centimeters  or  less  of 
conj.  vera  with  the  foetus  at  full  term). 
V.  Velitz  is  of  the  same  opinion. 

Kaltenbach,  of  Halle,  has,  in  a  lec- 
ture, also  emphasized  the  fact  that  the 
absolute  indication  for  Caesarean  sec- 
tion will  remain  hereafter  as  hereto- 
fore, but  that  on  the  other  hand  the 
relative  indications  will  almost  en- 
tirely disappear,  if  further  favorable 
♦experiences  confirm  the  efficacy  of 
symphysiotomy. 

We  believe  that  we  may  add  that 
symphysiotomy  is  an  operation  which 
will  be  received  with  the  greatest 
gratification,  both  in  the  interest  of 
the  life  of  the  child  and  on  account  of 
saving  the  mother  from  injury,  espe- 
cially in  the  cases  which  are  so  fre- 
quent, where,  in  a  primipara„with  a 
moderately  flat  pelvis  and  a  conju. 
gata  diag.  of  ten  to  ten  and  a  half 
centimeters,  the  os  uteri  is  completely 
dilated  and  the  head  of  the  living  child 
is  still  above  the  pelvic  inlet.  In  re- 
gard to  symphysiotomy,  perhaps  men- 
tion should  be  made  of  the  experi- 
ments on  the  cadaver  which  Bier- 
mer,  of  Breslau,  has-  performed.     He 


severed  the  symphysis  in  the  dead 
body  and  separated  the  opening  to  the 
extent  of  seven  centimeters.  When 
this  was  done  he  found  that  the  con- 
jugatae  divergentes  were  widened  one 
to  one  and  one-quarter  cm.,  the  trans- 
verse diameter  of  the  pelvic  inlet  was 
increased  three  to  three  and  one-half 
cm.,  and  the  oblique  diameter  like- 
wise three  to  three  and  one-half  cm. 

He  found,  further,  that  in  the  non- 
puerperal pelvis  rupture  of  the  ilio- 
sacral  articulations,  by  forced  sepa- 
ration of  the  ends  of  the  symphysis, 
occurs  much  sooner  than  in  the  pelvis 
of  the  puerperal  woman. 

In  the  field  of  bacteriology  the 
gonococcus  question  has  excited  the 
most  lively  interest  of  the  gynaecolo- 
gists. Since  Bumm,  of  Wuertzburg, 
demonstrated  the  specific  virulence 
of  the  gonococciby  experimental  cul- 
tivation, and  by  the  inoculation  of 
human  beings,  attention  has  been 
directed  more  and  more  to  careful 
bacteriological  examination  of  the 
inflammatory  products  of  the  uterine 
appendages,  such  as  perimetritis,  para- 
metritic abscesses,  and  the  pus  of  pyo- 
salpinx. 

In  the  first  place,  it  could  be  estab- 
lished that  the  assertion  of  Bumm 
that  the  gonococcus  is  unable  to  invade 
unabraded,  flat  epithelium  is  false ;  it 
was,  therefore,  no  longer  possible  to 
reject  the  theory  that  gonococci  alone 
can  excite  a  suppurative  peritonitis 
where  there  is  no  mixed  infection  with 
staphylo-  and  strepto-cocci.  The  work 
of  Wertheim,  of  Prague,  brought  a 
complete,  and,  on  the  whole,  quite 
satisfactory  explanation  of  all  ques- 
tions involved.  This  work,  although 
written  in  Austria,  should  be  reckoned 
as  a  part  of  the  progress  of  German 
science,  especially  since  it  has  been 
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published  in  Berlin  in  the  ArcJiiv  d. 
Gyncekologie.  In  order  to  understand 
the  immense  change  which  this  work 
has  caused  in  the  whole  subject  of 
the  investigation  of  gonorrhoea,  it  is 
desirable  to  describe  the  condition  of 
our  knowledge  before  the  appearance 
of  the  work. 

It  had  been  placed  beyond  doubt 
by  clinical  observation  that  inflamma- 
tion of  the  uterine  appendages  could 
be  excited  by  gonorrhoeal  infection. 
It  was  also  assumed  that  the  so-called 
ascending  gonorrhoea  makes  its  way 
through  the  uterus  and  the  tubes  to 
the  peritonaeum.  Invasion  of  the  sub- 
mucous tissues  of  the  tubes  by  the 
gonococci  has  been  declared  by  Bumm 
to  be  impossible.  The  cultivation  of 
gonococci  from  tubal  pus  could  not 
be  accomplished  by  the  methods  of 
plate  cultivations,  since  the  only  way 
known  for  cultivating  the  gonococci 
was,  according  to  the  method  of  Bumm, 
on  coagulated  human  blood  serum. 
In  order  to  demonstrate  the  presence 
of  gonococci,  therefore,  we  were  lim- 
ited to  a  careful  study  of  cover-glass 
preparations ;  although  this  was  car- 
ried out  with  the  greatest  care  by 
numerous  investigators,  the  number 
of  cases  in  which  gonococci  were 
found  in  tubal  pus  remained  very  lim- 
ited, only  thirty-two  such  cases  being 
reported. 

In  seventy-two  cases  no  micro  or- 
ganisms were  found,  and  in  some 
others  there  were  staphylo-cocci, 
strepto-cocci,  pneumonia-cocci,  and 
undetermined  varieties  of  bacteria  and 
saprophytes.  The  cases  in  which  the 
examination  gave  no  results  might  be 
explained,  as  it  was  thought,  by  the 
assumption  that  the  gonococci  had 
been  destroyed  in  the  long  stagnant 
pus.     In  peritonitic  abscesses,  which 


had  developed  in  consequence  of  gon- 
orrhoea, it  was  never  possible  to  de- 
monstrate gonococci.  It  was  sup- 
posed by  Bumm,  Saenger,  Gerheim 
and  others  that  peritoneal  affections 
always  result  from  a  mixed  infection 
of  gonococci  with  pyogenic  micro- 
organisms. Menge  alone,  in  an  essay 
based  on  the  work  in  the  clinics  of 
A.  Martin,  Berlin,  declared  that  the 
question  was  yet  unsettled.  This  was 
the  extent  of  our  knowledge  when 
Wertheim  published  his  work  on  as- 
cending gonorrhoea  in  women. 

At  the  German  Gynaecological  Con- 
gress, at  Bonn,  in  1891,  Wertheim  had 
already  published  a  method  by  means 
of  which  it  is  possible  to  cultivate 
gonococci  on  plates.  The  steps  of 
the  method  are  as  follows :  First,  the 
pus  or  other  matter  containing  gono- 
cocci is  thoroughly  mixed  in  test 
tubes  with  sterile,  fluid,  human  blood- 
serum  ;  then  to  the  blood-serum,  which 
has  been  thus  infected,  a  sufficient 
amount  of  meat-peptone-agar  to  fill 
the  tube  is  added,  this  substance  hav- 
ing first  been  dissolved  by  heat,  and 
then  again  cooled  down  to  104°,  F.j 
to  one  part  of  blood-serum  there  are 
two  or  three  parts  of  meat-peptone- 
agar  ;  when  these  are  mixed  the  fluid 
is  poured  out  on  plates.  In  twenty- 
four  hours,  in  a  thermostat,  colonies 
of  gonococci  are  then  formed,  from 
which  pure  cultures  can  be  produced 
on  agar  mixed  with  blood-serum,  and 
coagulated  in  test  tubes,  laid  slanting. 
By  means  of  these  pure  cultures 
Wertheim  demonstrated  some  biologi- 
cal facts  concerning  the  gonococcus- 
Before  the  appearance  of  Wertheim's 
work,  I  also  examined  the  peculiarities 
of  the  gonococcus  in  regard  to  cul- 
tures, using  Wertheim's  method,  and 
I  published  the  results  in  the  Berlin 
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klin.  Wochejzschrift,  1892,  No.  2.  First, 
he  was  able  to  show  that  the  gono- 
coccus  grows  well  on  ordinary  agar, 
that  is,  without  the  admixture  of  se- 
rum, although  this  only  occurs  in  test 
tubes,  never  on  plates. 

Afterward  he  inoculated  some  of 
his  pure  cultures  on  the  human 
urethra,  and  in  a  few  days  typical 
gonorrhoea  appeared,  in  the  secretions 
from  which  characteristic  gonococci 
were  present. 

Wertheim  concludes  from  inocula- 
tions of  animals  that  suppurative  peri- 
tonitis can  be  produced  by  gonococci. 
He  introduced  minute  quantities  of  a 
culture  in  agar  into  the  peritoneal 
cavities  of  white  mice,  and  on  exami- 
nation after  death  he  found  a  circum- 
scribed suppurative  inflammation  of 
the  peritonaeum,  in  the  products  of 
which  pure  cultures  of  gonococci 
could  be  demonstrated. 

He  injected  an  emulsion  contain- 
ing gonococci  under  the  skin  of  his 
own  arm,  and  got  at  this  place  a  vio- 
lent phlegmonous  affection. 

By  these  experiments  it  was  shown 
that  gonococci  alone  are  able  to  excite 
purulent  inflammation  both  on  serous 
membranes  and  in  connective  tissue. 
These  facts  agree  with  the  conditions 
which  he  found  in  extirpated  Fallo- 
pian tubes.  Out  of  fifteen  cases  in 
which  he  examined  the  pus  of  pyosal- 
pinx  he  found  ten  where  pure  cultures 
of  gonococci  were  present,  four  where 
there  were  no  micro-organisms  at  all, 
and  one  where  the  streptococcus  py- 
ogenes was  present. 

By  collection  of  all  the  facts  which 
have  been  published  concerning  ex- 
aminations for  bacteria  in  cases  of 
purulent  salpingitis,  or  pyosalpinx, 
Wertheim  showed  that  not  a  single 
case  existed  which  can  be  used  to  sup- 
30 


port  the  theory  of  mixed  infection. 
He  was  able,  moreover,  to  demon- 
strate by  microscopical  preparations 
that  the  gonococci  may  invade  the 
peritonaeum  both  by  way  of  the  ab- 
dominal end  of  the  tube  and  also 
through  the  wall  of  the  latter,  and 
may  thus  excite  a  specific  gonococcus- 
peritonitis. 

Finally,  he  was  able  to  prove  that 
gonococci  can  work  their  way  from 
the  tubes  through  the  walls  of  the 
latter,  and  through  the  connective 
tissue  of  the  broad  ligament  as  far  as 
the  ovary,  infecting  the  tissues  of  this 
organ  and  exciting  ovarian  abscesses, 
the  pus  of  which  contains  gonococci. 

These  are  the  essential  results  of  the 
work  of  Wertheim,  which  has  seemed 
to  me  to  merit  description  at  some 
length,  since  it  has  led  to  a  complete 
revolution  in  our  views  concerning 
gonorrhoea  in  women. 

In  conclusion,  it  seems  proper  to 
refer  to  a  monograph  which  Doder- 
lein,  of  Leipsic,  published  last  year 
concerning  "  The  Vaginal  Secretion 
and  its  Significance  in  Regard  to 
Puerperal  Fever,"  since  the  work  is 
of  practical  pathological  importance. 

The  author  examined  the  secretions 
of  195  pregnant  women,  and  could 
distinguish  two  sorts  of  secretion,  one 
normal  and  one  pathological. 

T\\Q  nor7Jial  secretion  was  found  in 
55to  P^r  cent,  of  all  the  cases.  It  is 
a  whitish,  friable  substance,  of  the 
consistency  of  coagulated  milk,  with- 
out admixture  of  mucus.  It  is  de- 
rived, as  Doderlein  thinks,  from  the 
superficial  layer  of  the  vaginal  mucous 
membrane,  the  cells  of  which  when 
cast  off  and  mixed  with  lymphatic 
fluid  form  a  white  mass,  like  porridge. 
The  reaction  of  the  normal  vaginal 
secretion  is  intensely  acid,  and  this  is 
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the  chief  characteristic  of  normal  se- 
cretion. The  acid  is  lactic  acid,  and 
it  is  derived  from  the  tissue  changes 
produced  by  a  definite  species  of  bacil- 
lus which  is  always  present  in  normal 
secretion,  and  is  called  by  Doderlein 
**  vaginal  bacillus."  He  has  obtained 
it  in  pure  cultures  by  the  following 
method :  A  small  particle  of  the  un- 
mixed secretion  is  carried  by  the  pla- 
tinum wire  into  meat-juice  peptone- 
broth,  with  I  per  cent,  of  sugar,  and 
the  vessels  containing  the  broth  are 
placed  for  twenty-four  hours  in  a  ther- 
mostat. From  these  inoculations  of 
agar  are  made,  which,  like  the  broth, 
contain  i  per  cent,  of  sugar,  and  be- 
sides have  3  per  cent,  of  glycerine. 

If  no  contamination  had  taken  place 
pure  cultures  of  vaginal  bacilli,  capa- 
ble of  developing  lactic  acid,  soon 
grew  in  the  thermostat  in  the  glasses 
which  had  been  thus  treated. 

Besides  this  species  of  bacillus  the 
author  found  in  the  normal  secretion, 
in  a  large  number  of  cases,  a  scizo- 
myce  (yeast  germ  hefe-pilz),  which 
he  recognized  as  the  germ  of 
thrush  (soor-pilz)  which,  as  is  known, 
grows  in  acid  nutrient  media.  He 
found  other  micro-organisms,  both 
saprophytic  and  pathogenic  in  normal 
secretions,  but  only  quite  rarely,  and 
he  is  of  the  opinion  that  the  vaginal 
bacilli,  inasmuch  as  they  produce 
acid,  render  the  vagina  unfitted  for 
the  growth  of  other  germs,  and  there- 
by protect  it  from  infection.  The 
author  was  able  to  support  this 
opinion  by  an  experiment.  He  intro- 
duced the  staphylococcus  pyogenes 
aureus  into  the  vagina  of  a  virgin  in 
which  the  vaginal  bacilli  were  present, 
and  he  observed  that  as  early  as  the 
fourth  day  the  staphylococci  had  per- 
ished in  the  acid  secretion. 


The  pathological  secretion  differs 
from  the  normal  by  being  very  fluid 
and  yellowish-white ;  it  contains  nu- 
merous pus  corpuscles.  Its  reaction 
is  faintly  acid  neutral,  sometimes  even 
alkaline ;  at  any  rate,  in  comparison 
with  the  normal  secretion,  its  acidity 
is  diminished.  In  the  pathological 
secretion,  moreover,  the  vaginal  bacilli 
are  supplanted  by  various  other  sapro- 
phytic and  pathological  micro-organ- 
isms. (Doderlein  found  streptococci 
eight  times  in  the  vaginal  secretions.) 
The  author  assumes  that  the  patho- 
logical secretion  is  caused  by  an  in- 
creased afflux  of  alkaline  tissue  fluids^ 
such  as  is  occasioned  by  excess  in 
vefiercy  by  pessaries  and  by  gonor- 
rhoeal  cervical  catarrh.  The  practical 
conclusions  which  he  deduces  from 
his  results  are  as  follows : 

Since  the  normal  secretion  con- 
tains no  pathological  micro-organisms, 
and  by  its  constant  acid  reaction  is  a 
prophylactic  against  infection  after 
labor,  it  in  itself  presents  no  danger 
of  auto-infection.  The  pathological 
secretion,  on  the  contrary,  since  it 
may  contain  streptococci,  as  was 
proved  to  be  the  case  in  eight  in- 
stances, may  be  a  source  of  infection 
for  puerperal  fever. 

The  possibility  that  it  may  lead  to 
an  infection  of  the  uterine  cavity  is 
at  any  rate  increased  by  frequent 
digital  examination.  The  author, 
therefore,  advises  that  vaginal  ex- 
ploration be  limited  as  far  as  possible, 
especially  in  cases  of  faintly  acid, 
neutral,  or  even  alkaline  reaction  of 
the  vaginal  secretions. 

He  believes  especially  that  there  is 
no  considerable  danger  of  infection 
from  the  vaginal  secretion  in  physio- 
logical labors,  in  private  houses,  where 
everything  is   orderly   and   clean,   if 
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every  outside  infection  can  be  ex- 
cluded by  omitting  vaginal  examina- 
tion, or  by  limiting  it  as  far  as  pos- 
sible. In  lying-in  hospitals,  to  be 
sure,  things  are  very  different. 

Here  examinations  are  required  for 
purposes  of  education.  But  just  on 
this  account  the  author  recommends 
a  strict  separation  of  the  pregnant 
women  with  normal  secretions  from 
those  with  pathological  ones.  The 
distinction  in  this  respect  can  easily 
be  made  by  means  of  litmus  paper. 
Parturient  women  with  normal  secre- 
tions can  be  subjected  to  tlie  exami- 
nations of  the  students  without  dan- 
ger, while  on  the  contrary  those  with 
pathological  secretions  either  must 
be  spared  such  examinations,  or  the 
danger  must  be  removed  by  a  suitable 
local  treatment  of  the  vagina.  A 
useful  means  for  this  purpose  is 
thorough  irrigation  of  the  vagina 
with  solution  of  lysol,  which  should 
be  employed,  if  possible,  for  several 
days  before  labor,  and  should  be  fre- 
quently repeated.  In  persons  who 
are  brought  into  the  institution  al- 
ready in  labor  it   is   no   longer  pos- 


sible to  determine  the  condition  of 
the  vaginal  secretion,  since  the  reac- 
tion to  litmus  paper  is  altered  by  the 
cervical  mucus  which  escapes  during 
labor.  The  possibility  that  patho- 
genic germs  are  present  in  these 
cases  requires  vaginal  disinfection  in 
all  such  cases  in  the  opinion  of  the 
author.  Acting  on  the  assumption 
that  the  lactic  acid  present  in  normal 
secretion  prevents  the  growth  of 
foreign  germs,  Doderlein  attempted 
to  change  the  pathological  secretions 
of  pregnant  women  into  normal  ones 
by  systematic  treatment  with  solu- 
tions of  lactic  acid.  For  this  purpose 
the  vagina  of  such  pregnant  women 
as  had  pathological  secretions  were 
irrigated  three  times  daily,  each  time 
with  a  pint  of  a  i  per  cent,  solution 
of  lactic  acid.  The  change  from  a 
pathological  to  a  normal  secretion 
generally  occurred  under  this  treat- 
ment between  the  third  and  four- 
teenth day ;  in  a  few  cases  the  treat- 
ment was  not  successful,  for  as  soon 
as  the  irrigations  were  discontinued 
the  secretions  again  assumed  a  patho- 
losfical  character. 


Complications  Following  Abdominal  Section.^ 


BY   J.    M.    BALDY,  M.D. 


I  WILL  only  report  a  few  cases  of 
complications  which  have  occurred  in 
my  work  during  the  past  winter  and 
which  have  been  to  me  rather  unusual, 
as  you  are  all  waiting  anxiously  to  hear 
Dr.  Kelly's  paper,  which  is,  as  you 

1  Read  before  the  Obstetrical  Society  of  Philadelphia 
May  6,  1893. 


know,  the  paper  of  the  evening.  I 
have  met  with  none  of  these  compli- 
cations  before.  The  two  cases  which 
I  desire  first  to  speak  of  were  both 
pulmonary  cases.  One  of  them  died 
before  a  pneumonia  had  time  to  de- 
velop. It  was  a  case  of  acute  con- 
gestion.     Here   is   the  temperature 
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sheet.  The  patient  was  operated 
upon  February  6,  and  she  died  on  the 
7th.  She  died  with  the  lungs,  in 
every  portion,  filled  with  rales.  The 
trouble  began  almost  as  soon  as  the 
patient  came  from  under  the  influence 
of  the  ether.  The  respirations  ran 
up  to  forty  per  minute,  and  she  died 
in  from  twenty  four  to  thirty- six 
hours.  The  post-mortem  showed 
nothing  wrong  excepting  in  the  lungs. 
They  were  intensely  engorged  and 
filled  with  serum,  which  ran  out  in 
streams  from  the  cut  surfaces.  The 
other  portions  of  the  body  were 
normal. 

In  the  second  case  the  operation 
was  done  on  the  23d.  The  tempera- 
ture began  to  rise  at  once,  and  by  the 
24th  had  reached  101°.  On  the  25th 
it  was  103°,  and  on  the  27th  105°, 
although  in  the  meantime  it  had  gone 
as  high  as  106°.  In  that  case  there 
was  double  pneumonia,  and  nothing 
that  was  done  seemed  to  give  any 
relief.  The  patient  simply  went  from 
bad  to  worse,  and  nothing  would  stop 
the  progress  of  the  disease. 

I  would  not  dwell  upon  these  cases, 
excepting  that  at  the  same  time  we 
had  in  the  hospital  six  or  seven  other 
cases  of  lung  complication  in  patients 
not  operated  on,  and  in  patients  who 
had  been  operated  on  two  or  three 
weeks  before.  In  several  cases  I  had 
to  put  off  operation  on  this  account. 
There  were  several  cases  that  had 
been  convalescent  for  two  or  three 
weeks  which  I  thought  would  run  into 
double  pneumonia.  I  could  not  un- 
derstand why  there  should  be  such  an 
epidemic,  and  I  began  to  think  that 
the  hospital  was  infected  with  the 
germ  of  pneumonia;  but  the  epidemic 
stopped  as  abruptly  as  it  began,  with 
the  death  of  the  second  patient.     The 


affected  cases  cleared  up  promptly, 
and  none  of  the  later  operative  cases 
showed  any  lung  complication. 

The  case  whose  temperature  chart 
I  hold  in  my  hand  was  the  only  case 
of  the  kind  I  ever  saw.  The  woman 
was  operated  upon  February  3.  It 
was  a  simple  pelvic  inflammatory  case 
and  a  comparatively  easy  operation. 
At  the  end  of  ten  days  she  was  per- 
fectly convalescent,  and  was  told  that 
at  the  end  of  another  ten  days  she 
could  go  home.  She  had  been  given 
eight  or  ten  grains  of  calomel,  which 
resulted  in  mild  salivation.  The 
stitches  were  removed  on  February 
1 1,  and  on  the  15th  there  was  the  first 
indication  of  any  trouble.  At  that 
time  she  threw  up  from  the  lungs 
or  stomach  eight  or  ten  ounces  of 
pure  blood.  This  was  mingled  with 
some  air,  and  it  was  presumed  that  it 
came  from  the  lungs ;  I  could  not  find 
any  history  of  previous  pulmonary 
trouble.  She  had  no  more  haemor- 
rhage from  the  lung,  but  began  to 
bleed  by  the  mouth,  vagina  and  bowel. 
She  passed  pure  blood  mixed  with 
saliva,  sometimes  in  quite  large  quan- 
tities. She  passed  blood  quite  freely 
from  the  anus  and  by  the  vagina,  and 
the  parts  became  much  excoriated 
and  gave  a  great  deal  of  discomfort. 
On  the  27th,  twenty-four  days  after 
the  operation,  she  began  to  complain 
of  pain  in  the  left  ear,  and  in  twenty- 
four  hours  there  was  a  large  amount 
of  pus  discharged  from  the  ear.  The 
following  day  the  same  trouble  oc- 
curred in  the  other  ear.  The  patient 
gr?dually  sank  into  a  condition  of 
stupor.  She  developed  tremors  of 
the  hands  and  afterward  of  the  feet, 
gradually  extending  over  the  body, 
and  finally  died  six  weeks  after  the 
operation.     The  chart  shows  that  the 
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temperature  did  not  rise  above  103.5°. 
The  pulse  ran  up  to  132  per  minute, 
and  toward  the  last  it  could  not  be 
counted. 

The  fourth  case  is  that  of  a  patient 
who  came  into  the  hospital  about  two 
weeks  ago.  She  was  admitted  on 
Saturday  evening,  and  prepared  at 
once  for  operation,  which  was  done 
the  next  day  at  3  o'clock.  I  did  not 
see  the  patient  until  she  was  on  the 
operating  table.  The  case  turned 
out  to  be  one  of  extrauterine  preg- 
nancy. The  drainage  tube  was  re- 
moved in  four  days.  The  bowels  had 
been  opened,  she  was  eating  and  was 
perfectly  convalescent.  On  the  morn- 
ing of  the  fifth  day  I  left  town,  but 
before  leaving  I  had  a  report  from 
the  hospital  stating  that  all  the  pa- 
tients were  doing  well,  and  this  one 
was  particularly  mentioned.  In  the 
afternoon  I  received  a  telegram  urg- 
ing me  to  return,  because  this  woman 
was  in  a  critical  condition.  About  10 
o'clock  in  the  morning  she  had  begun 
to  complain  of  headache  and  had  be- 
come dazed  and  stupid.  Toward  noon 
she  became  restless,  and  at  12.30  had 
the  first  convulsion.  When  I  reached 
home  at  midnight  she  had  had  seven- 
teen convulsions  and  was  pretty 
deeply  comatosed.     The  convulsions 


were  typically  those  of  urasmia.  Ex- 
amination of  the  urine  showed  that  it 
was  loaded  with  albumen  and  con- 
tained hyaline  and  granular  casts.  I 
at  once  gave  a  drachm  of  chloral  by 
the  bowel  and  one-third  of  a  grain  of 
pilocarpin  hypodermically.  I  know 
it  was  somewhat  hazardous  to  give 
these  two  drugs  in  such  doses  at  the 
same  time,  but  the  case  called  for 
prompt  action  and  one  has  to  make  a 
choice  of  evils  at  times.  She  had  no 
more  convulsions,  but  almost  drowned 
herself  in  the  secretions  produced  by 
the  pilocarpin.  We  turned  her  on 
her  face,  and  let  the  fluid  drain  away 
from  the  mouth,  which  it  did  freely. 
By  morning  she  was  conscious  and 
she  has  done  well  from  that  time. 
The  urine  has  cleared  up  steadily. 
It  increased  in  quantity  from  thirty 
to  fifty-six  ounces  in  twenty-four 
hours.  The  albumen  and  casts  have 
entirely  disappeared  and  the  woman 
is  in  a  normal  condition.  Why  she 
should  have  developed  this  attack  of 
uraemia  five  days  after  operation  is 
more  than  I  am  able  to  say.  From 
the  first  her  urine  was  scanty  after 
the  operation,  but  as  this  is  the  usual 
thing,  nothing  was  thought  of  it  at 
the  time,  especially  as  it  did  not  seem 
to  be  unusually  so. 


Dilatation  of  the  Cervix  Uteri  for  Dysmenorrhcea  and 

Sterility. 


BY   CARL   CRISAND,    M.D. 

WORCESTER,   MASS. 


The  subject  of  dysmenorrhoea  is 
one  which  engages  the  attention  and 
frequently  taxes,  most  severely,  the 
skill  of  every  physician  ;  and  notwith- 


standing the  great  armamentarium  of 
medicine  thousands  of  women  con- 
tinue to  suffer  excruciating  pains  at 
each  menstrual  nisus,  and  fail  to  ob- 
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tain  relief  from  the  remedies  em- 
ployed.- The  hot  sitz  or  foot  bath  has 
afforded  some  relief ;  viburnum,  cau- 
loph,  ergot,  belladonna  and  other 
remedies  have  relieved  the  suffering 
a  few  times ;  hot  vaginal  injections 
have  also  proven  beneficial ;  but  noth- 
ing has  given  permanent  relief,  and 
the  patient  finally  gives  up  all  hope, 
and  despairs  of  ever  obtaining  any 
relief  until  Dame  Nature  comes  to 
her  rescue  at  the  menopause.  How- 
ever, after  remedies  have  been  faith- 
fully tried  without  success,  there  still 
remains  the  domain  of  surgery  to 
search  through  for  some  very  valuable 
and  effective  means  of  cure.  It  is  a 
lamentable  fact  that  general  practi- 
tioners are  too  loth  to  allow  their 
patients  to  pass  from  their  hands  to 
a  surgeon,  when  they  know  full  well 
that  nothing  short  of  surgical  assist- 
ance will  avail  anything.  On  the 
other  hand,  many  of  the  gentler  sex 
have  such  a  horror  of  any  treatment 
which  requires  the  use  of  anaesthetics 
that  they  shrink  from  them,  and  thus 
oftentimes  forfeit  the  great  opportu- 
nity of  their  lives. 

There  are*  many  mechanical  means 
which  the  surgeon  has  at  his  com- 
mand, but  we  shall  consider  the  claims 
only  of  dilatation,  or  divulsion,  and 
confine  ourselves  to  the  treatment  of 
dysmenorrhoea  and  sterility  caused 
only  by  either  a  flexion  of  the  uterus 
with  its  accompanying  endometritis, 
and  stenosis  of  the  cervical  canal,  or 
a  co-existence  of  these  conditions. 

In  order  to  obtain  the  valuable  opin- 
ions of  men  prominent  in  the  field  of 
surgery  and  gynaecology  in  this  coun- 
try, I  have  written  to  quite  a  number 
of  them  and  present  herewith  the  re- 
sult of  my  gleanings : 


Dr.  Wm.  Goodell,  of  Philadelphia : 

In  answer  to  your  inquiries,  I  reply : 
I  always  dilate  the  cervix  uteri  with 
my  dilator  at  one  sitting,  and  always 
use  ether.  I  have  dilated  exactly  399 
cases  for  dysmenorrhoea  and  sterility. 
I  have  had  one  slight  case  of  peri- 
tonitis, and  I  have  never  had  a  death 
following  the  operation. 

Dr.  Joseph  Price,  Philadelphia,  Pa.: 
I  do  not  practice  dilatation  for  the 
cure  of  dysmenorrhoea.  I  have  seen 
thrice  more  mischief  follow  it  than 
good.  Patients  are  constantly  coming 
to  me  with  advanced  forms  of  pelvic 
diseases  following  its  abuse  and  indis- 
criminate use. 

Dr.  T.  G.  Thomas,  New  York,  says : 

By  neither  rapid  nor  gradual  cervi- 
cal dilatation  alone  have  I  ever  cured 
many  cases  of  sterility.  But  by  dila- 
tation of  rapid  character  and  the  wear- 
ing of  a  glass  stem  for  five  or  six  months 
I  have  obtain  fair  results.  I  send  you 
a  pamphlet  for  reference. 

In  speaking  of  flexions  of  the  uterus 
(which  is  one  of  the  most  common 
causes  of  dysmenorrhoea  and  sterility) 
and  the  faithful  use  of  local  means, 
the  employment  of  tonics  and  good 
diet,  Thomas  says,  in  a  monograph 
on  "The  Treatment  of  Anteflexion  of 
the  Uterus:"  "Should  the  flexion  be 
an  irreducible  one,  and  of  corporeal 
or  cervical-corporeal  variety,  I  do  not 
rely  upon  the  methods  just  mentioned. 
They  are  insufficient  and  unreliable. 
In  such  cases  greater  energy  is  called 
for,  and  I  prepare  for  the  issue  by  ex- 
plaining the  difficulties,  dangers  and 
uncertainties  of  the  case  to  the  pa- 
tient's friends.  Then  anaesthetizing 
her,  I  rapidly  introduce  graduated  dila- 
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tors  through  the  cervical  canal  until 
Ellinger's  dilator  will  pass  through  the 
OS  interum  uteri,  and  by  this  I  fully 
stretch  the  whole  canal  of  the  cervix, 
especially  the  os  interum  uteri.  After 
this  I  introduce  one  of  the  glass  stems, 
after  the  followmg  method  :  The  pa- 
tient lying  in  Sims'  position,  and  the 
posterior  vaginal  wall  being  held  up 
by  the  speculum,  the  cervix  is  steadied 
by  the  tenaculum  and  by  the  fingers, 
the  stem  is  put  in  place  and  pushed 
home.  Then,  over  the  base  of  the 
stem  Hunter's  depressor  is  pressed, 
the  uterus  is  pressed  upward  and  for- 
ward by  it,  and  the  sustaining  pessary 
is  slid  down  upon  the  depressor  and 
at  once  assumes  its  position.  By  this 
systematized  plan  the  adjustment  of 
both  stem  and  pessary  is  easy ;  by  any 
other  method  that  I  know  of,  it  is  not 
only  difficult,  but  almost  impossible. 
The  patient  is  then  put  to  bed  and 
kept  there  until  the  next  menstrual 
period  has  passed,  with  the  stem  i7t 
situ.  It  matters  not  how  long  a  time 
may  elapse  between  the  operation  and 
the  advent  of  the  period. 

"  My  faith  is  so  strong  in  the  belief 
that  glass  is  safer  as  an  intra-uterine 
stem  than  any  other  substance  that 
nothing  would  induce  me  to  employ 
anything  else.  Silver,  gold  and  pla- 
tinum would  answer,  but  it  is  so  much 
harder  to  be  sure  of  their  cleanliness 
that  I  would  not  consider  their  claims. 

"  Should  pain  occur  at  any  time, 
which  becomes  severe,  the  patient  is 
instructed  how  to  remove  the  stem 
by  simply  pulling  out  the  supporting 
vaginal  pessary  in  such  a  manner  as 
to  throw  the  upper  extremity  upward, 
engage  the  base  of  the  glass  stem  in 
its  cross  bar,  and  thus  remove  the 
stem  and  pessary  together. 

"  Divulsion  and  the  introduction  of 


an  intra-uterine  stem  should  be  prac- 
ticed with  antiseptic  precautions  just 
as  minute  and  strict  as  to  details  as 
those  used  for  laparotomy.  Thus 
practiced,  the  dangers  attending  it 
are  small;  otherwise  employed,  the 
dangers  are  so  great  as  to  be  prohib- 
itory." Modus  operandi :  "The  pa- 
tient being  anaesthetized,  I  wash  the 
vagina  freely  with  a  hot  solution  of 
bichloride  of  mercury,  one  to  two 
thousand,  leaving  a  large  surplus  of 
this  fluid  in  the  vagina.  The  cervix 
is  then  held  immersed  in  this  accu- 
mulation by  the  tenaculum  and  kept 
thus  immersed  so  that  the  os  uteri  is 
covered  by  the  antiseptic  fluid  all 
through  the  various  steps  of  the  oper- 
ation. To  one  who  has  never  tried 
to  do  this  it  may  appear  that  it  would 
be  difficult ;  it  is,  in  fact,  very  easy. 
After  the  operation  I  have  the  vagina  , 
douched  once  in  every  eight  hours 
with  a  warm  2^  per  cent,  solution  of 
carbolic  acid,  and  this  is  kept  up  until 
the  next  menstrual  epoch  has  ap- 
peared. 

**  During  this  time  the  patient  is 
never  allowed  to  rise  from  bed  for  any 
purpose  whatever,  and  the  tempera- 
ture is  regularly  taken  night  and 
morning.  Should  it  go  up  to  102°  the 
stem  and  pessary  are  at  once  removed 
and  the  vaginal  douche  still  more  per- 
sistently used.  If  it  rise  to  104°,  the 
patient  is  put  into  Sims'  position  upon 
a  table,  and  by  means  of  Nott's  or 
Bryne's  intra-uterine  catheter  the 
whole  uterine  cavity  is  thoroughly 
douched  with  a  hot  solution  of  the 
bichloride  once  every  eight  hours  until 
the  bad  symptoms  have  subsided. 

"  After  the  passage  of  the  menstrual 
epoch,  the  patient  is  allowed  to  leave 
her  bed  and  gradually  to  resume  her 
usual  avocations.    I  have  treated  many 
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hundreds  of  cases  of  anteflexion  in 
this  way,  and  have  never  had  a  fatal 
issue  occur.  But  many  times  I  have 
been  greatly  alarmed  by  high  temper- 
ature, marking  the  threat  of  septicae- 
mia, and  twice  have  pelvic  abscesses 
developed. 

"  The  procedure  just  described  is  a 
dangerous  but  perfectly  warrantable 
one.  He  who  is  not  willing  to  prac- 
tice it  under  thorough  antiseptic  pre- 
cautions should  never  tamper  with  it, 
it  matters  not  whether  his  neglect  of 
antiseptic  means  be  due  to  skepticism, 
to  recklessness,  or  to  indolence. 

•'  By  this  means  great  relief  will  very 
often,  and  complete  cure  sometimes, 
be  effected  on  irreducible  corporeal  or 
cervical  corporeal  anteflexions.  But 
when  a  true  cervical  flexion  exists,  it 
never,  so  far  as  my  observation  goes, 
J  accomplishes  much  good.  After  the 
treatment  of  reducible  anteflexion  by 
the  sound  and  vaginal  pessary,  and  by 
the  uterine  stem,  I  have  frequently  (1 
may  say  very  often)  seen  sterility 
cured.  After  treatment  of  irreduci- 
ble cases  by  divulsion  and  the  stem,  I 
have  rarely,  though  sometimes,  seen 
it  cured." 

Dr.  E.  W.  Gushing,  Boston,  Mass.: 

In  answer  to  your  favor  of  Novem- 
ber 30,  I  will  reply  that  I  have  per- 
formed the  operation  of  dilating  and 
curetting  the  uterus  for  endometritis 
a  great  many  times,  at  least  several 
hundred  times.  I  do  not  know  for 
how  many  cases  I  have  performed  it 
in  nulliparous  women  with  anteflex- 
ion, endometritis,  and  consequent 
dysmenorrhoea  and  sterility — perhaps 
a  hundred  times  or  more.  I  have 
never  had  any  bad  results  in  any  of 
the  latter  class  of  cases,  some  three 
cases  of  moderate  peritonitis,  years 


ago,  in  the  former  class,  from  over- 
looking pus  tubes.  I  have  always 
used  rapid  dilatation  with  a  steel  dila- 
tor, under  anaesthesia,  curetting  with 
a  Sims'  curette,  and  usually  afterward 
with  a  Martin  curette,  thorough  irri- 
gation, formerly  with  sublimate  solu- 
tion, now  with  supho  naphthol,  using 
a  double  catheter.  I  nevertheless 
recognize  the  fact  that  it  is  very  im 
portant  not  to  overlook  the  presence 
of  pelvic  inflammation,  not  to  perfo- 
rate the  uterus  with  a  curette,  not  to 
distend  the  uterus  with  the  irrigating 
fluid  nor  to  split  it  with  the  dilator, 
as  has  often  been  done,  and  to  make 
the  whole  operation  thoroughly  anti- 
septic, failing  in  which,  seeds  of  imme- 
diate or  future  disease  may  be  planted 
in  the  uterus  or  forced  through  the 
tubes  into  the  peritoneal  cavity. 

My  results  from  the  use  of  this 
treatment  have  been  excellent ;  I 
have  tried  the  glass  drainage  tubes 
and  the  packing  of  the  uterus  with 
iodoform  gauze,  but  have  failed  to  see 
any  great  advantage  over  the  simple, 
but  thorough  curretting  and  disinfec- 
tion of  the  uterine  cavity.  From  my 
point  of  view,  the  treatment  of  the 
endometritis  is  the  most  important 
factor,  and  if  that  is  cured  by  curet. 
ting,  the  flexion  gives  no  further 
trouble. 

Dr.  M.  D.  Mann,  Buffalo,  N.  V.: 

I  have  practiced  the  operation  of 
forcible  dilatation  for  sterility,  dys- 
menorrhoea and  for  endometritis  with- 
out either  of  the  other  symptoms.  It 
is,  in  my  opinion,  an  exceedingly  valu- 
able operation,  especially  when  done 
according  to  Polk's  method,  with  the 
subsequent  packing  of  the  uterus  with 
iodoform  gauze.  I  have  never  seen 
peritonitis,  salpingitis,  or  any  other 
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serious  trouble  following  the  opera- 
tion since  I  have  used  iodoform  pack- 
ing after  it,  nor  have  I  ever  had  a  death 
from  it. 

I  have  not  time  now  to  look  over 
my  exact  records,  but  I  suppose  I 
have  done  the  operation  twenty-five 
times  within  the  last  six  months. 

Dr.  Nicholas  Senn,  of  Chicago,  gave 
the  following  reply  to  my  inquiry: 
I  have  dilated  the  cervix  uteri  for 
dysmenorrhoea  about  twelve  times, 
none  of  the  cases  have  been  cured, 
but  about  50  per  cent,  were  relieved. 
I  do  not  consider  the  operation  of 
any  permanent  value,  as  it  affords 
only  temporary  relief  in  about  half 
of  the  cases.  Consider  the  operation 
of  little  or  no  use  in  the  treatment  of 
sterility.  I  advocate  rapid  dilatation 
under  anaesthetics  with  strict  anti- 
septic precautions.  Have  never  had 
peritonitis  or  death  follow  the  opera- 
tion. 

Dr.  Ludlam,  Chicago,  111. : 

In  reply  to  your  letter  I  have  only 
to  say  that  my  own  experience  con- 
firms the  value  of  dilatation  as  a  means 
of  cure  for  a  share  of  cases  of  dys- 
menorrhoea and  consequent  sterility. 
While  it  is  not  a  specific,  and  should 
always  be  used  with  discretion,  I  have 
accomplished  more  with  it,  and  had 
better  results  than  from  any  and  all 
other  means.  So  many  failures  of 
satisfactory  relief  have  fallen  into  my 
hands  after  a  persistent  and  exclusive 
use  of  internal  remedies  for  these  con- 
ditions, and  they  have  so  often  disap- 
pointed me  in  my  own  practice,  that 
I  have  come  to  regard  them,  for  the 
most  part,  as  very  inefficient  and  un- 
satisfactory. You  will  understand  me 
as  speaking  of  radical  cures,  and  not 
of  mere  temporary  relief. 


Dr.  Wm.  Todd  Helmuth,  New  York: 
In  answer  to  your  letter,  I  would 
say  briefly  that  when  the  dysmenor- 
rhoea has  been  occasioned  by  stenosis 
of  the  cervix  and  is  neither  ovarian 
or  reflex  (prolapsed  ovary),  I  have 
had  good  success  from  dilatation  of 
the  cervix.  I  generally  do  this  at 
one  or  two  sittings  after  giving  the 
patient  an  anaesthetic — nitrous  oxide 
preferably.  The  pennanency  of  the 
good  result  I  am  not  so  sure  of ;  many 
relapses  occur  after  three  or  four 
months,  especially  in  the  unmarried. 
Several  times  I  have  been  obliged  to 
insert  a  laminaria  tent  into  the  cervix 
to  keep  the  parts  open.  I  always,, 
however,  give  either  viburnum,  one- 
tenth  caulophyllum,  macrotys,  secale 
or  senecia,  internally.  With  regard 
to  sterility,  I  can  say  that  I  have  had 
some  experience  with  the  method  of 
permanent  dilatation  by  means  of 
Outerbridge's  instruments,  and  be- 
lieve that  in  two  cases  at  least  con- 
ception followed  its  use. 

These,  however,  are  hard  cases  to 
settle  about  in  one's  mind. 

Dr.  Horace  Packard,  Boston : 

I  am  unable  to  give  you  a  satisfac- 
tory report  of  my  experience  in  dila- 
tation of  the  cervix,  for  the  reason 
that  my  early  experience,  up  to  with- 
in the  last  year,  has  not  been  all  that 
I  would  wish  it,  and  my  experience 
in  the  last  year  has  not  yet  been 
sufficient  to  satisfy  me  regarding  the 
results  of  a  recently  adopted  modifi- 
cation. I  am  quite  satisfied  of  one 
thing,  viz. :  That  dilatation  as  ordi- 
narily practiced  with  tents,  steel  dila- 
tors, etc.,  amounts  to  practically  noth- 
ing in  so  far  as  being  a  cure  for  dys- 
menorrhoea or  sterility.  I  am  not 
quite  yet  prepared  to  report  my  re- 
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cent  investigations  on  the  subject, 
but  I  am  inclined  to  the  opinion  that 
if  rightly  done  it  is  of  incalculable 
benefit.  I  have  under  consideration 
a  new  instrument ;  whether  or  not  I 
succeed  in  putting  it  into  use  the 
future  only  can  divulge. 

Dr.  G.  R.  SouTHv/icK,  of  Boston,  says : 

I  have  repeatedly  dilated  the  cervix, 
but  cannot  say  how  often ;  have  not 
kept  a  record.  Have  cured  at  least 
two-thirds  of  my  cases  and  probably 
more.  Nearly  all  have  been  relieved 
for  the  first  three  months,  and  some- 
times dysmenorrhoea  has  recurred 
after  three  months.  Only  a  small 
percentage  have  not  been  benefited. 
The  operation  is  only  suited,  in  ray 
opinion,  to  actual  stenosis,  or  very 
small  cervical  canals  with  healthy 
tubes  and  ovaries  as  felt  bimanually, 
with  the  aid  of  ether  to  relax  the 
muscles.  There  were  a  few  cases  of 
neuralgic  dysmenorrhoea  benefited  by 
dilatation ;  but  in  my  experience  very 
few  cases  of  dysmenorrhoea  require 
dilatation.  I  have  better  and  more 
permanent  success  with  remedies  and 
general  treatment,  except  in  the  usual 
cases  above  mentioned. 

I  have  cured  no  cases  of  sterility 
by  dilatation.  Think  the  operation 
is  of  no  use  except  in  unusually  small 
cervical  canals.  The  operation  is 
worth  trying,  but  disappointment  is 
liable  to  result. 

I  advocate  rapid  dilatation  as  a  rule. 
It  has  never  happened  to  me  that 
peritonitis  or  death  have  followed 
the  operation,  but  the  possibility  of 
it  must  not  be  forgotten,  nor  its  pos- 
sible effect  in  favoring  the  develop- 
ment of  epithelioma  of  the  cervix." 

From  the  foregoing  letters  it  will 
be  noticed  that  all  but  one  writer  em- 


ploy divulsion  in  certain  kinds  of 
dysmenorrhaea  and,  as  is  the  case 
with  every  operation,  some  have  had 
better  success  than  others. 

It  seems  to  me  that  although  this 
operation  has  been  much  abused  by 
enthusiasts  and  imperfectly  per- 
formed by  careless  operators,  it  should 
take  its  proper  place  among  the 
various  methods  of  treating  dysmen- 
orrhoea and  sterility.  The  cases 
should  be  carefully  selected.  Unless 
there  is  a  flexion  of  the  uterus,  or  a 
very  small  cervical  canal  the  opera- 
tion is  utterly  worthless.  In  my 
opinion  disappointment  to  the  patient 
and  the  physician  is  sure  to  follow 
when  divulsion  is  practiced  for  any 
other  than  the  .  above  mentioned 
causes  of  dysmenorrhoea. 

Although  rapid  dilatation  under 
ether  is  usually  preferred,  I  have  had 
very  good  results  follow  frequent  and 
gradual  dilatation  once  or  twice  a 
week  for  three  or  four  weeks ;  wait 
for  the  patient  to  pass  the  menstrual 
period  and  then  go  on  again  until  the 
next  period.  Before  using  the  dila- 
tor the  vagina  and  cervical  canal  are 
always  thoroughly  cleansed  with  car- 
bolic acid  or  peroxide  of  hydrogen 
solution. 

If  we  would  obtain  the  best  results 
great  care  should  be  exerted  to  per- 
form the  operation  under  strict  anti- 
sepsis as  advised  by  Drs.  Senn  and 
Thomas,  and  it  is  equally  imperative 
that  perfect  rest  in  bed  should  be  in- 
sisted upon,  and  one  menstrual  period 
passed  through  while  in  bed.  After 
this  the  patient  may  be  allowed  to  sit 
up  for  a  little  while  every  day,  increas- 
ing the  time  from  day  to  day  until  she 
is  able  to  walk  about  the  house  com- 
fortably. She  should  be  carefully 
watched  for  five  or  six  months,  and 
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any  deviation  of  the  uterus  from  the 
normal  position  corrected,  in  order 
to  keep  the  cervical  canal  open  or 
straight,  or  nearly  so. 

I  believe  that  a  much  greater  per- 
centage of  cures  could  and  would  be 
reported  for  this  operation  if  more 
careful  attention  were  paid  to  the 
internal  os  uteri.  We  should  make 
sure  of  its  sufficient  dilatation,  even 
to  the  extent  of  rupturing  some  of 
the  muscular  fibres  which  run  around 
this  section  of  the  uterus  in  a  circular 
manner.  This  would  prevent  their 
■contraction  after  the  divulsion  is  re- 


moved, and  consequently  constriction 
of  the  cervical  canal  at  this  juncture 
could  not  recur.  The  wearing  of  a 
glass  stem  pessary  for  several  months 
to  keep  the  canal  open  and  the  uterus 
in  its  normal  position  seems  to  me  a 
very  essential  feature  of  the  after- 
treatment  of  this  trouble,  for  unless 
the  uterus  is  so  retained  until  the  ad- 
jacent organs  become  accustomed  to 
the  change  of  position,  it  will  in  a 
very  short  time  relapse  into  its  former 
malposition,  and  all  our  efforts  and 
the  patient's  suffering  will  have  been 
in  vain. 


Fibroid  Tumor  of  the  Uterus ;  Pregnancy  ;  Rupture  About 

the  Fourth  Month;  Operation;  Post-Mortem; 

Specimen.^ 


BY    S.    M.    HOGAN,    M.D. 

UNION   SPRINGS,   ALABAMA. 


MoLLiE  M.,  aged  28,  black,  II- 
para.  Last  child  7  years  old ; 
married  last  two  and  a  half  years. 
Last  sickness  December  12,  1891,  but 
since  then  has  had  "  her  menses " 
twice,  but  slight ;  about  six  weeks  ago 
she  had  a  very  severe  pain  in  left  side, 
followed  by  a  haemorrhage  from  womb, 
and  a  fainting  spell. 

Soon  afterward  she  was  seen  by 
X)rs.  Walker  and  Zeigler.  They  re- 
ported fever  very  high,  but  temper- 
ature was  not  given.  Bowels  consti- 
pated, pain  and  tympanites  so  great 
as  to  preclude  a  thorough  examina- 
tion. 


1  Read  before  the  Southern  Surgical  and  Gynaeco- 
dogical  Association,  November,  1892. 


She  was  afterward  seen  by  Dr. 
Thomason,  who  treated  her  with 
cathartics  and  opium.  Retention  of 
urine  was  an  early  and  constant  symp- 
tom, necessitating  the  frequent  use  of 
the  catheter. 

His  diagnosis  was  peritonitis,  a 
tumor,  and  probably  malignant.  He 
sent  her  to  me  for  an  operation  May 
9,  1892.  She  was  brought  in  a  wagon, 
and  arrived  at  my  office  at  night,  after 
traveling  about  fifteen  miles.  As 
there  was  such  a  pressing  desire  to 
urinate,  with  only  a  few  drops  pass- 
ing, a  catheter  was  introduced,  and 
about  eight  ounces  of  very  strong 
ammoniacal  urine  drawn  off. 

The   abdomen  was   so  very  much 
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enlarged  and  so  tender  as  to  prevent 
a  thorough  examination.  On  vaginal 
examination,  a  foetus  could  be  easily 
felt,  through  what  seemed  to  be  an 
exceedingly  thin  membrane.  The 
shoulder  and  head  presented,  but  it 
was  absolutely  impossible  to  find  the 
OS.  The  feet  could  be  felt,  as  though 
just  under  the  skin,  and  to  the  left  of 
the  umbilicus.  Pulse,  150  ;  temper- 
ature, 102.5° ;  bowels  constipated,  and 
extremities  cool. 

Drs.  Hayes,  Hunter,  Franklin, 
Cowan,  and  Bledsoe  were  invited  to 
see  the  patient ;  but  owing  to  her  ex- 
treme condition,  and  the  intense  pain 
she  was  suffering,  a  thorough  exami- 
nation could  not  be  made  without  an 
anaesthetic.  All  decided  that  it  would 
not  be  advisable  to  give  it  then. 

She  was  given,  hypodermically, 
morphine  one-quarter  grain,  atropia, 
one  one-hundredth  grain  ;  then  a 
tablespoonful  of  Epsom  salts  was  or- 
dered, to  be  given  every  three  hours, 
until  free  catharsis  was  obtained. 

May  10,  9  A.M.  The  salts  acted 
well ;  pulse,  130  ;  temperature,  101.5°  ; 
pain  less.  Having  taken  some  nour- 
ishment she  felt  more  comfortable. 
Eight  ounces  of  urine  was  drawn  off. 
By  placing  her  on  left  side  I  suc- 
ceeded in  finding  the  os,  to  the  right 
and  above  the  pubic  bone,  and  near 
its  junction  with  the  ilium  ;  or  rather 
in  the  extreme  right  lower  lateral 
portion  of  the  iliac  region.  It  seemed 
to  be  very  much  enlarged,  but  owing 
to  its  peculiar  position  I  was  unable  to 
introduce  my  finger  into  it.  The  child 
was  lower  in  the  pelvis,  but  the  pains 
were  more  bearable. 

May  II.  Pulse,  140;  temperature, 
102°.  Suffering  more  pain  Another 
saline  cathartic  was  given,  although 
it  acted  well,  the  pulse  increased  in 


frequency  to  150 ;  temperature,  103.5°. 
On  the  morning  of  the  12th  she  was 
in  great  pain,  which  was  intermittent 
in  character,  and  very  similar  to  reg- 
ular labor  pains.  The  child  had 
descended  almost  to  the  vulva. 

Every  effort  had  been  made,  with- 
out using  an  anaesthetic,  to  form  a 
correct  diagnosis,  some  holding  the 
opinion  that  it  was  a  case  of  ectopic 
pregnancy ;  and  others  that  it  was  a 
dilatation  of  the  posterior  segment  of 
a  uterus  having  exceedingly  thin 
walls.  This  was  my  opinion.  It  was 
also  my  opinion  that  a  Porro  opera- 
tion was  the  thing  to  do.  On  the  lOtb 
and  nth  she  had  a  thorough  bathing 
with  hot  water  and  soap.  On  the 
morning  of  the  12th,  in  addition  tO' 
this,  her  abdomen  was  thoroughly 
bathed  with  a  solution  of  bichloride 
mercury,  i  to  1000,  enveloped  in  hot 
towels,  wrung  out  of  a  weaker  solu- 
tion, I  to  5000.  With  the  assist- 
ance of  Drs.  Hunter,  Hayes,  Frank- 
lin and  Bledsoe  I  proceeded  to  oper- 
ate. An  anaesthetic  of  ether  and  a 
small  quantity  of  chloroform  was 
used.  The  towels  were  removed  from 
the  line  of  incision,  and  abdomen 
bathed  with  alcohol.  An  incision 
was  made  from  near  the  umbilicus  to- 
near  the  pubes,  and  the  uterus  ex- 
posed,  but  the  opening  was  not  suffi- 
ciently large  for  it  to  be  lifted  out  of 
the  abdomen.  Rather  than  make  the 
incision  larger  I  decided  to  open  it  in 
the  position  it  then  was.  On  the  first 
stroke  of  the  knife  I  found  I  was  cut- 
ting into  a  solid  tumor.  I  then  passed 
my  hand  behind  and  to  the  left,  and 
found  the  feet  of  the  foetus,  with  the 
legs  protruding  from  a  rent  in  the 
left  side  of  the  uterus.  It  was  easily 
removed.  After  breaking  up  some 
considerable  adhesions  the  uterus  was^ 
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lifted  from  the  abdomen ;  an  elastic 
ligature  was  applied.  Two  long  trans- 
fixion pins  were  introduced,  and  the 
uterus  removed,  the  abdomen  was 
washed  out  with  hot  water,  and  a 
drainage  tube  introduced,  the  wound 
closed  with  silk  thread,  dressed  with 
iodoform.  Iodoform  gauze  applied 
with  absorbent  cotton  and  the  usual 
bandages. 

The  patient  was  then  put  to  bed, 
and  hot  applications  applied  to  the 
extremities,  and  a  hypodermic  of  atro- 
pia  and  digitalis  given.  This  was 
about  12  M. 

At  3  P.M.  I  saw  her  again.  Pulse 
about  the  same ;  temperature  not 
taken.  She  was  not  only  comfortable, 
but  cheerful.  There  was  no  nausea 
from  the  anaesthetic,  but  she  was  very 
thirsty.  One  teaspoonful  of  water 
was  given  every  five  or  ten  minutes 
with  very  great  comfort. 

The  nurse  said:  ''About  9  p.m.  I 
left  the  room,  but  only  for  a  few 
moments.  When  I  returned  I  found 
that  the  patient  had  raised  herself 
up,  and  had  attempted  to  get  a  glass 
of  water  which  had  been  left  near  the 
bed ;  but  she  suddenly  dropped  back, 
and  when  I  got  to  her  she  made  one 
gasp  and  was  dead." 

It  might  be  claimed  that  with 
better  surroundings  and  better  nurs- 
ing she  might  have  recovered.  I  do 
not  think  so,  for  there  was  some  in- 
describable somethmg  about  this 
patient,  even  the  first  day  I  saw  her, 
that  made  me  feel  sure  of  the  issue, 
and  I  expressed  the  opinion  that  she 
would  die. 

While  I  felt  sure  of  the  result,  still 
I  believe  the  operation  was  impera- 
tively demanded,  and  I  would  again 
operate  if  the  same  symptoms  were 
presented. 


Now,  here  was  a  case  of  fibroid 
tumor  of  the  uterus,  and  from  the 
symptoms  and  history  of  the  case 
there  was  surely  a  rupture,  and  the 
probabilities  are  that  it  was  about  the 
fourth  month  of  gestation.  I  am  also 
of  the  opinion  that  the  rupture  did 
not  immediately  destroy  the  foetus ; 
that  it  continued  to  grow  in  its  ab- 
normal position.  This  specimen  that 
I  show  you,  I  think,  will  convince  you 
that  it  is  about  a  five  months'  foetus. 
The  patient  also  stated  that  she  felt 
the  movement  of  the  child  quite  a 
number  of  times  after  she  had  the 
fainting  spell. 

You  will  also  observe  in  this  speci- 
men that  the  placenta  is  attached  to 
the  thinned  sacciform  portion  of  the 
uterus,  and  in  places  it  is  tightly  ad- 
herent, the  result  probably  of  the 
inflammation  following  the  rupture. 
The  tumor  is  very  much  smaller  than 
when  first  removed.  Although  the 
adhesions  were  considerable,  they 
were  easily  detached  and  with  very 
little  haemorrhage  or  oozing,  which 
was  easily  and  completely  controlled 
by  hot  water  irrigation. 

Early  next  morning  Dr.  Hunter 
opened  the  abdomen  and  removed  the 
cervix,  broad  ligaments,  tubes  and 
ovaries,  which  I  here  show  you.  You 
will  observe  at  the  fimbriated  extrem- 
ity of  the  left  tube  there  is  a  small 
haematoma  and  the  right  ovary  quite 
small.  He  reports  that  the  bladder 
was  very  much  inflamed,  thickened 
and  elongated.;  that  her  kindeys  were 
much  larger  than  natural ;  that  there 
were  evidences  of  general  peritonitis. 
There  had  been  no  adhesions  to  the 
bowels  at  any  point,  but  the  adhesions 
in  the  pelvis  and  the  excessive  amount 
of  thickened  tissue  clearly  indicated 
that  the  inflammation  had  continued 
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for  some  considerable  time.  There 
had  been  no  haemorrhage. 

From  the  history  of  this  case,  and 
from  what  we  know  of  the.  mistakes 
that  have  been  made  in  cases  of  ap- 
pendicitis and  pyosalpinx,  would  it 
not  be  reasonable  to  conclude  that 
others  have  died  from  this  cause 
without  their  true  condition  being 
recognized.  Then,  if  this  be  true, 
how  important  it  is  that  we  make  an 
early  and  correct  diagnosis,  so  that 
the  best  treatment  can  be  instituted 
to  give  the  greatest  number  of  re- 
coveries. 

Now,  in  regard  to  the  diagnosis. 
If  a  rupture  had  taken  place  before 
the  patient  was  seen  with  the  symp- 
toms present,  as  in  this  case,  we  could 
easily  settle  the  question  of  pregnancy 
by  vaginal  examination,  but  it  would 
be  very  difficult,  if  not  impossible,  to 
decide  that  there  was  a  tumor,  unless 
we  could  get  a  history  of  a  tumor 
being  present  prior  to  the  pregnancy. 
Still,  enough  symptoms  would  be  pres- 
ent to  justify  an  operation.  If,  how- 
ever, there  had  been  no  rupture  and 
no  inflammatory  symptoms  present, 
then  by  bimanual  examination  a  tumor 
ought  to  be  found.  If  the  pregnancy 
had  advanced  to  the  third  or  fourth 
month,  and  had  been  attended  with 
the  usual  symptoms  of  pregnancy,  we 
ought  to  be  able  to  arrive  at  a  correct 
conclusion.  We  ought  also  to  be  able 
to  determine,  from  the  size  of  the 
tumor,  the  position  of  os  and  the  con- 
dition of  the  uterine  walls,  what  course 
to  pursue.  But  if  the  pregnancy  had 
only  advanced  to  the  first  or  second 
month,  the  difficulties  of  making  a 
diagnosis  would  be  increased,  but  the 
danger  of  delay  would  be  less. 

In  looking  over  the  reports  of  such 
cases,  we  find  some  have  gone  to  the 


full  time,  and  have  been  delivered 
with  safety  to  both  mother  and  child,, 
but  more  frequently  abortion  takes 
place. 

Dr.  Joseph  Price  reports  three  cases,, 
two  operated  upon  near  the  full  time, 
and  one  at  six  months.  Dr.  M.  Price 
operated  upon  one  case  at  three- 
months.  All  of  these  cases  recovered. 
It  is  very  evident  that  the  operations 
were  not  only  justifiable,  but  absolutely 
necessary. 

Surely  no  one  would  doubt  the  pro- 
priety or  necessity  of  operating  after 
rupture  had  taken  place.  I  feel  sure 
that  if  it  had  been  done  immediately 
after  the  rupture  in  this  case,  the 
results  would  have  been  very  different 
— the  patient  could  have  been  saved. 

In  conclusion,  I  would  say  that  in 
all  cases  of  rupture  Porro's  operation 
should  be  performed  immediately. 

That  in  all  cases  where  the  tumor 
is  large  or  multiple,  intramural  or 
subperitoneal,  with  a  sacciform  dilata- 
tion of  the  posterior  segment  of  the 
uterus,  and  the  os  above  the  pubic 
bone  or  inaccessible,  the  same  opera- 
tion should  be  done. 

In  all  cases  where  the  tumor  is  in 
front  of  the  child  or  blocking  the 
passage,  it  should  be  done,  provided 
the  pregnancy  has  advanced  to  the 
full  time,  or  should  there  be  a  haemor- 
rhage or  rupture  of  the  membranes,, 
indicating  that  an  abortion  or  mis- 
carriage is  imminent. 

A  laparotomy  should  not  be  done 
simply  because  a  woman  is  pregnant 
and  has  a  tumor.  Let  us  always  have 
other  and  more  positive  indications 
for  performing  an  immediate  opera- 
tion. 

Discussion. 

Dr.  James  T.  Jelks,  of  Hot  Springs, 
Ark.    (opening    the    discussion):     I 
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would  like  to  discuss  Dr.  Hogan's 
paper  very  briefly,  and  desire  first  to 
ask  him  a  question.  How  long  has 
the  pregnancy  existed  ? 

Dr.  Hogan  :  About  the  fifth  month. 
About  the  fourth  month  rupture  took 
place. 

Dr.  Jelks :  Dr.  Hogan  is  one  of 
my  medical  fathers,  and  I  do  not  like 
to  differ  with  him,  but  I  am  obliged 
to  do  so  in  this  case.  In  the  speci- 
men before  us,  we  see  the  tube  which 
was  taken  out  post-mortem,  also  the 
broad  ligament,  the  cervix,  and  a  rup- 
ture in  the  Fallopian  tube,  which  you 
can  see,  and  which  the  Doctor  con- 
siders a  haematoma.  With  all  defer- 
ence to  the  Doctor's  opinion,  I  should 
say  that  he  had  to  deal  with  a  rup- 
tured tubal  pregnancy.  He  cut  into 
the  uterus  and  found  what  we  would 
naturally  expect  to  find — extra-uterine 
foetation  at  four  months,  with  an  en- 
larged uterus,  not  any  larger  than  it 
ought  to  be,  and  the  uterine  walls  not 
thicker  than  they  ought  to  be.  Of 
course,  we  make  some  allowance  for 
the  specimen  having  shrunken.  I 
beg  to  differ  with  the  position  he 
takes  that  it  is  a  ruptured  uterine 
pregnancy,  with  the  child  in  the  ab- 
dominal cavity.  I  do  not  think  it  is. 
We  have  here  the  fimbriated  ex- 
tremity of  the  tube  that  is  ruptured, 
with  the  child  floating  in  the  abdom- 
inal cavity.  The  mother  lived  for 
one  month  after  the  rupture  took 
place.  I  should  say  it  was  a  ruptured 
tubal  pregnancy.  It  seems  that  is 
the  rational  explanation  to  take,  and 
that  it  would  explain  the  matter  a 
great  deal  better  than  to  take  the 
position  of  Dr.  Hogan. 

Dr.  J.  McFadden  Gaston :  Have 
you  any  fibroid  tumor  complicating 
the  pregnancy  ? 


Dr.  Jelks  :  I  do  not  think  there  is. 
This  matter  of  extra-uterine  foetation 
is  an  exceedingly  common  affair,  un- 
less Dr.  Price  gets  us  his  cases  to 
order  when  we  visit  him.  He  has  re- 
ported eighty-one  cases.  I  saw  him 
operate  on  two.  One  child,  a  good 
deal  larger  than  this,  was  floating  free 
in  the  abdominal  cavity  among  the 
intestines.  There  was  a  ruptured 
tube,  such  as  we  have  in  this  case. 
My  diagnosis  would  be  a  ruptured 
tubal,  instead  of  a  ruptured  uterine 
pregnancy. 

Dr.  J.  McFadden  Gaston,  of  At- 
lanta:  I  had  the  opportunity  of  see- 
ing the  specimen,  in  which  Dr.  Mor- 
decai  Price  removed  a  large  fibroid 
tumor,  which  corresponded  in  many 
respects  to  Dr.  Hogan's,  although  it 
was  much  larger.  The  womb  was 
still  retaining  the  child  on  one  side 
of  the  fibroid  tumor.  It  was  only  de- 
tached after  the  successful  removal 
by  a  Porro  operation.  Judging  from 
the  remarks  of  those  who  have  spoken,. 
I  should  say  the  case  of  Dr.  Hogan 
was  similar  to  Dr.  Price's.  Dr.  Ho- 
gan misled  us  a  little  by  using  the 
term,  "  down  in  the  vagina." 

Dr.  Hogan :  I  meant  low  down  in 
the  pelvis  and  pressing  toward  the 
vulva. 

Dr.  Joseph  Taber  Johnson,  of  Wash- 
ington, D.  C. :  I  feel  satisfied,  after 
listening  to  the  paper  and  examining 
the  specimen,  that  Dr.  Hogan  has- 
had  to  deal  with  a  ruptured  tubal 
pregnancy.  The  woman  lived  six: 
weeks  after  the  rupture  occurred. 
These  diagnoses  are  very  difficult  tO' 
make,  and  it  is  one  of  those  cases 
where  the  practitioner's  eyesight  is- 
better  than  his  foresight.  We  come 
to  conclusions  unaided  by  personal 
contact    with    the    case    which    Dr. 
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Hogan  had.  My  diagnosis  would  be 
ruptured  tubal  pregnancy,  with  co- 
incident enlargement  of  the  uterus. 

Dr.  W.  E.  B.  Davis,  of  Birming- 
ham, Ala :  Dr.  Hogan's  case  illus- 
trates one  very  important  point, 
namely,  how  difficult  it  is  to  accur- 
ately diagnose  such  cases  before 
operation,  and  how  we  are  sometimes 


unable  to  make  a  diagnosis  afterward. 
It  teaches  the  important  lesson  that 
it  is  not  an  easy  matter  to  diagnose 
these  cases  with  the  specimen  in 
hand.  I  have  been  impressed  in  look- 
ing at  the  specimen,  and  would  say 
that  the  case  was  an  ectopic  gestation 
with  rupture. 


Atresia  of  the  Cervix  Uteri  Following  Electrolysis. 
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The  complete  occlusion  of  the 
uterine  canal  from  traumatism  is  of 
comparatively  rare  occurrence.  When 
one  remembers  with  what  persistency 
the  canal  of  the  uterus  is  medicated, 
cauterized  and  scraped,  it  seems  all 
the  more  remarkable  that  plastic  exu- 
dates consequent  upon  such  treatment 
do  not  more  frequently  obliterate  this 
tract. 

Many  women  suffer  from  a  chronic 
muco-purulent  discharge,  consequent 
upon  careless  medication  with  unclean 
instruments,  while  others  still  retain 
as  septic  foci  suppurating  centres  in 
the  endometrium  resulting  from  pre- 
vious labors,  or  were  unfortunate 
enough  to  have  received  an  endome- 
tritis through  direct  gonorrhoeal  in- 
fection. These  discharges  not  only 
prevent  the  formation  of  adhesions  by 
the  direct  effect  of  the  pus  microbe 
upon  the  constructive  lymph,  but  by 
the  simple  presence  of  the  fluid  in 
the  uterine  cavity  gentle  stimulation 


and  contraction  of  the  uterus  occurs, 
and  thus  the  canal  remains  patulous. 
Moreover,  in  the  general  routine  of 
local  treatment  it  has  been  good  form 
to  first  introduce  the  uterine  sound 
before  medicating,  and  then  whatever 
adhesions  may  have  formed  would  be 
broken  up.  This,  however,  only  occurs 
when  the  lumen  is  small  and  the  exu- 
date is  not  extensive;  for  it  sometimes 
happens  that  when  the  local  irritant 
is  equally  applied  over  the  entire  mu- 
cous surface  of  the  canal  that  it  con- 
tracts uniformly,  so  that  the  inflam- 
matory material  gradually  encroaches 
upon  the  canal  from  all  sides,  and  as 
the  process  continues  smaller  sounds 
must  be  employed. 

It  is,  therefore,  important  to  con- 
sider when  such  stenosis  occurs, 
whether  it  may  not  possibly  be  due  to 
the  agent  employed  in  the  treatment. 
Thus  in  the  case  [  shall  report,  if  her 
statement  is  to  be  relied  upon,  the 
lumen   of   the   canal   kept   gradually 
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growing  smaller  ;  for  after  some  time 
the  original  electrode  had  to  be  aban. 
doned  for  a  smaller  one,  and  later  on 
the  second  was  discarded,  until  it  may 
be  inferred  that  the  instrument  was 
so  firmly  within  the  grasp  of  the  ute- 
rus that  uniform  irritation  was  pro- 
duced, and  consequently  when  the 
treatment  was  abandoned,  and  the 
exudate  was  undisturbed,  it  spread 
throughout  the  lower  part  of  the  canal, 
completely  occluding  it. 

The  subjective  symptoms  attendant 
upon  such  an  unfortunate  occurrence 
simulate  very  closely  those  of  dys- 
menorrhoea,  or  if  not  so  pronounced, 
the  vague  suggestive  symptoms  which 
precede  the  establishing  of  the  cata- 
menia.  Headache,  pelvic  fulness, 
tenesmus  of  the  bladder,  pain  in  the 
groins  and  back,  nervousness,  and 
sometimes  nausea.  These  symptoms 
manifest  themselves  to  a  greater  or 
less  degree  at  regular  intervals,  corres- 
ponding to  the  time  of  the  menstrual 
epoch.  The  abdomen  increases  in 
size  in  consequence  of  the  increase 
of  the  uterine  globe,  and  in  fact  there 
is  occasionally  a  rapid  increase  of  adi 
pose  tissue,  resulting  sometimes  in 
obesity.  Aside  from  all  these  symp- 
toms, however,  stands  the  suspicious 
and  suggestive  symptom  of  amenor- 
rhoea,  in  a  woman  who  has  had  uterine 
medication,  preceding  an  abrupt  cessa- 
tion of  the  catamenia,  and  yet  has 
pronounced  subjective  symptoms  at 
each  menstrual  epoch,  in  the  absence 
of  any  positive  signs  of  pregnancy,  as 
the  following  case  shows: 

Mrs.  B.,  aged  28  ;  menstruation  at 
14 ;  had  always  enjoyed  good  health 
until  five  years  ago  when,  to  use  her 
own  words,  she  began  to  suffer  pain 
in  her  right  groin  and  in  her  back. 
One  year  later  she  was  married,  and 
31 


the  pain  became  so  intense  that  she 
was  obliged  to  consult  a  physician, 
who  informed  her  that  she  had  chronic 
endometritis,  with  ovaritis  of  such 
grave  character  that  pregnancy  was 
utterly  impossible.  The  treatment, 
however,  was  so  successful  that,  fol- 
lowing intra-uterine  medication  three 
months  later,  she  had  an  abortion  of 
a  two  months'  foetus.  Following  this 
accident,  she  was  again  quite  miser- 
able, and  then  sought  advice  else- 
where. Her  second  adviser  confirmed 
the  diagnosis  of  her  former  physician, 
and  advised  electrolysis.  This  treat- 
ment gave  her  much  relief,  and  at  the 
end  of  six  months,  upon  the  cessation 
of  the  menses,  was  discontinued,  under 
the  supposition  that  she  was  again 
pregnant.  About  this  time  also  she 
suffered  much  from  nausea  and  morn- 
ing sickness ;  she  also  declares  that 
marked  changes  took  place  in  the 
breasts,  they  grew  larger  and  painful, 
and  in  addition  the  abdomen  gradually 
became  more  prominent.  She  posi- 
tively affirms  that  at  four  and  a  half 
months  she  thought  she  felt  life;  that 
these  movements  were  distinctly  felt 
for  two  months  longer,  and  then  sud- 
denly, without  any  apparent  cause, 
they  ceased. 

Some  time  after  this,  say  several 
weeks,  she  commenced  having  labor 
pains,  the  beginning  of  the  end,  as 
she  thought,  and  so  sent  for  a  physi- 
cian who,  after  making  a  careful  exam- 
ination, informed  her  that  she  was 
entirely  mistaken ;  that  she  was  not 
now,  nor  had  she  been,  pregnant,  but 
that  her  amenorrhoea  was  due  to  oc- 
clusion of  the  uterine  canal,  and  that 
enlargement  of  the  uterus  was  caused 
by  retained  menstrual  fluid.  When 
she  came  under  my  care  I  learned  that 
she  had  increased  her  flesh  very  con- 
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siderably  during  the  past  six  nionths, 
and  that  in  consequence  she  was  easily 
fatigued  and  suffered  much  from  dysp- 
noea upon  the  slightest  exertion.  Ex- 
amination revealed  a  uterus  about  the 
size  of  this  organ  at  three  months' 
pregnancy  ;  the  right  ovary  was  quite 
tender,  and  the  broad  ligament  on  the 
same  side  thickened.  The  cervix  was 
soft  and  small.  The  os  was  so  com- 
pletely closed  that  a  shallow  dimple 
in  the  centre  of  the  cervix  was  the 
only  suggestion  of  where  the  canal 
should  be.  The  exudate  was  firm  and 
dense,  and  it  was  only  by  anchoring  the 
uterus  with  a  tenaculum  that  pressure 
with  a  sound  made  any  impression. 

The  patient  having  received  pre- 
liminary aseptic  treatment,  was  ether- 
ized, and  the  cervix  was  secured  by 
double  tenacula  in  each  lip.  After 
locating  the  lower  segment  of  the 
uterus  and  making  some  tension, 
the  lips  were  forcibly  separated,  and  by 
firm  continuous  pressure  a  straight 
sound  was  pushed  through  the  exu- 
date. Upon  the  withdrawal  of  the 
sound  the  retained  fluid  flowed  pro- 
fusely. The  canal  was  then  forcibly 
dilated  and  a  perforated  glass-stem 
pessary  was  introduced,  which,  after 
irrigating  the  vagina,  was  firmly  se- 
cured by  strips  of  iodoform  gauze. 
The  uterine  cavity  was  not  disturbed. 
Internally  she  received  ergot,  fluid 
extract,  3j,  four  times  daily.  The  va- 
gina was  irrigated  morning  and  even- 
ing with  boric  acid  solution  ;  the  g  luze 
was  changed  once  in  t  vventy-f  our  hours; 
the  pessary  was  removed  at  the  end 
of  the  fourth  day.  There  was  no  rise 
of  temperature,  no  constitutional  dis- 
turbance, and  her  convalescence  was 
rapid.  Several  months  later  she  had 
lost  considerably  in  weight,  and  was 
feeling  very  much  better. 


Traumatic  atresia  of  the  cervical 
canal  is  not  very  common.  It  results 
most  frequently  from  the  extensive 
use  of  escharotics,  or  following  surgi- 
cal operations. 

Richardson  (Georgia  Medical  As- 
sociation, 1883)  reports  a  case  follow- 
ing the  use  of  nitric  acid,  in  which  the 
uterus  was  aspirated  and  then  bilater- 
ally incised. 

Van  de  Warker  (Obst.  Gas.,  Cinn., 
1 881)  reports  a  case  following  repair 
of  the  cervix  uteri. 

Wherry  {London  Lancet^  1885)  cites 
a  case  in  which  cicatricial  stenosis  of 
the  canal  resulted  after  the  removal 
of  the  OS  for  epithelioma.  The  uterus 
was  aspirated,  which  was  followed  by 
large  daily  discharges  of  fluid. 

Janvrin  {Obst.  Gaz.^  Cinn.,  1881) 
also  reports  a  case  of  occlusion  of  the 
cervix  uteri  following  amputation. 
In  this  case  death  followed  dilatation 
and  the  use  of  a  stem  pessary. 

Battey  (Trans.  Med.  Soc.  of  Vir- 
ginia, 1879)  reported  a  case  following 
labor  in  which  the  distressing  sequelae 
of  unrelieved  menstrual  molimen  were 
only  relieved  by  the  operation  on  the 
cervix  which  bears  his  name. 

Wilkerson  had  a  case  in  which  he 
incised  the  cervix,  irrigated  the  uterus 
with  carbolized  solutions,  and  then 
repaired  the  cervix  by  ligatures  which 
had  previously  been  covered  with  car- 
bolized wax. 

Spaeth  {Medical  Neivs,  1882)  had  a 
case  in  which  he  dilated,  and  then  did 
an  hysterectomy.  Another  method 
of  treating  these  cases  is  by  the  use 
of  the  galvano-cautery. 

Cheron  {Med.  et  Chirurg.  de  Mai. 
des  fernines,  1 879)  reports  two  cases 
in  which  there  was  incomplete  occlu- 
sion, where  this  method  was  used.  It 
is  well  also  to  remember  that  disten- 
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sion  of  the  uterus  may  occur  in  cases 
of  incomplete  occlusion. 

Galabin  (Trans.  London  Obst.  Soc, 
1886)  reports  such  a  case.  The  de- 
gree of  distension  that  may  follow 
retention  is  illustrated  by  the  case 
reported  by  Lowe  (Trans.  London 
Obst.  Soc,  1888)  in  which  the  men- 
strual fluid  escaped  between  the  walls 
of  the  vagina. 

From  the  foregoing  it  seems  that 
there  is  little  or  no  danger  in  opening 


the  uterine  cavity  in  cases  of  atresia, 
provided  it  is  done  under  strict  asep- 
sis. When  there  is  doubt  in  locating 
the  canal,  the  aspirator  should  pre- 
cede the  knife;  and  when  the  uterus 
is  greatly  distended  intra-uterine  in- 
jections carefully  employed,  followed 
by  tamponing  with  iodoform  gauze, 
is  quite  proper,  but  one  cannot  em- 
phasize too  much  the  importance  of 
strict  asepsis  under  such  circum- 
stances. 
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Meeting  of  Suffolk  Medical  Society — Section  for  Obstetrics 
and  Diseases  of  Women. 


TREATMENT      OF      PUERPERAL      SEPTIC 
PERITONITIS. 

Dr.  A.  Worcester,  of  Waltham, 
opened  the  discussion :  Because  the 
disease  is  becoming  rarer  every  year 
renders  a  discussion  of  its  treatment 
all  the  more  necessary,  that  modern 
methods  may  be  rightly  applied.  I 
shall  speak  of  the  puerperal  septi- 
caemia only  after  it  has  reached  the 
stage  of  causing  a  peritonitis.  The 
poison  travels  from  the  seat  of  infec- 
tion either  directly  through  the  Fal- 
lopian tubes  or  by  the  lymphatics. 
The  following  peritonitis  may  be  cir- 
cumscribed or  general.  If  the  former, 
it  may  so  remain,  or  the  general  may 
develop,  which  almost  invariably  kills. 
At  the  beginning  of  any  case  no  man 
can  tell  whether  it  will  be  mild  or 
fulminant.  Even  if  circumscribed, 
there  almost  inevitably  results  a  long 
sickness  and  permanent  impairment 
of  the  patient's  health. 

Treatment  should  be  surgical.  It 
is  essential  to  find  the  source  of  inf  ec- 


tien,  to  remove  it  if  possible,  and  fail- 
ing in  that,  to  render  it  less  nocuous 
by  thoroughly  draining  the  peritoneal 
cavity.  The  same  principle  applies, 
whether  it  be  a  gangrenous  appendix 
or  a  gangrenous  Fallopian  tube  or 
uterus,  and  everybody  concedes  the 
necessity  of  removing  the  former. 
The  only  way  to  act  with  intelligence 
and  certainty  is  by  opening  the  ab- 
domen in  suspected  cases  of  septic 
peritonitis.  The  advocates  of  the 
salts  treatment  or  the  opium  treat- 
ment are  ''going  it  blind,"  and  may 
do  more  harm  than  good. 

The  first  axiom  in  the  treatment  of 
•  disease  is  to  find  its  cause.  The 
second,  to  remove  it  if  possible. 

"There  is  little  use  in  opening  the 
belly  if,  having  done  so  and  found 
the  cause,  there  is  then  any  hesitation 
about  removing  it,  whether  it  be  ap- 
pendix, ovary,  tube,  uterus,  or  coil  of 
intestine." 

"  Having  thus  removed  the  cause  or 
protected  the  rest  of  the  peritonaeum 
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by  thorough  drainage  of  the  gangre- 
nous part,  then  comes  the  reasonable 
opportunity  for  the  brilliant  use  of 
salts  or  the  comfortable  employment 
of  opiates." 

Case  I.— On  December  3,  1883,  I 
saw  in  consultation  a  patient  delivered 
nine  days  before  by  version,  after  un- 
successful attempts  by  forceps.  On 
third  day  after  delivery  had  severe 
chill  followed  by  continued  fever. 
For  several  days  intra-uterine  douches 
had  been  given  every  two  hours.  At 
time  of  my  first  visit  temperature  was 
108°  ;  pulse,  160.  Douches  were  now 
given  twice  a  day,  followed  by  insuffla- 
tions of  iodoform.  Bowels  were  kept 
freely  open.  Temperature  came  down 
to  normal,  and  chills  ceased  for  forty- 
eight  hours,  but  on  December  17  re- 
turned, and  she  died  December  23. 
Tenderness  had  been  greatest  in  right 
iliac  fossa. 

Autopsy  showed  pus  around  caecum, 
with  abundant  adhesions.  Broad  liga- 
ments riddled  with  pus,  the  one  on 
right  connecting  with  abscess  about 
caecum.  The  uterus  honeycombed, 
and  its  tissue  soaked  with  ichorous 
pus,  but  its  cavity  was  clean  and  well 
lined  with  iodoform. 

Case  II. — May  18, 1890,  this  patient 
was  delivered  of  her  fourth  child. 
There  was  considerable  haemorrhage, 
controlled  by  ergot  and  hot  douches. 
The  day  following,  in  the  afternoon, 
she  had  a  chill.  Temperature,  102°  ; 
pulse,  140.  Abdominal  tenderness, 
especially  on  the  left.  No  special 
odor  to  lochia. 

May  21.  Increased  pain.  Tempera- 
ture, 103.8° ;  pulse,  140 ;  abdomen 
distended.  I  saw  her  now  for  first 
time  in  consultation.  Although 
bowels  were  moving  loosely,  the  salts 
treatment     was     determined     upon. 


Soon  morphine  had  to  be  given  for 
the  pain.  Whiskey  and  digitalis  were 
kept  up  freely.  Abdomen  grew 
more  distended ;  everything  was 
vomited. 

Now  family  consented  to  operation. 
Abdomen  full  of  sero-purulent  fluid, 
with  abundant  flakes  of  lymph ;  con- 
siderable pus  in  left  iliac  fossa.  Ab- 
dominal cavity  flushed  with  hot  water 
and  drainage  tube  inserted.  Patient 
hardly  rallied  and  died  the  next  day. 

In  reporting  this  case  in  June,  1890, 
I  stated  my  belief  that  had  the  opera- 
tion been  done  when  it  should  have 
been,  at  the  commencement  of  the 
peritonitis,  this  patient  might  have 
been  saved. 

Case  III. — After  an  easy  pregnancy 
and  normal  labor,  April  22,  1892, 
patient  did  well  for  a  week,  when 
sudden  pain  came  in  lower  abdomen, 
with  temperature  of  101°.  (Two 
years  before,  shortly  after  her  mar- 
riage, she  had  a  pelvic  abscess.)  The 
next  day  temperature  was  102°  ;  more 
pain  and  tenderness,  especially  on 
the  left ;  uterus  4  inches  deep  ;  cervix 
not  very  patulous ;  no  foul  debris 
from  an  intra-uterine  douche ;  no 
sign  of  septic  endometritis.  The 
third  day  temperature  was  i03y'V°  ^1^ 
day. 

May  2,  abdomen  opened ;  perito- 
naeum found  highly  congested,  con- 
siderable serum  escaped,  and  on 
digital  examination  of  Douglas'  fossa 
and  the  left  iliac  fossa,  large  lymph 
flakes  were  set  free.  The  right  tube 
enlarged  and  surrounded  with  old 
adhesions.  Abdomen  flushed  out  and 
drainage  tube  left  in  Douglass'  fossa. 

Patient  sat  up  on  the  tenth  day, 
walked  on  the  fourteenth,  and  by  the 
fourth  week  was  well  and  strong. 
Well  ever  since. 
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ABSTRACT    OF    REMARKS    OF    DR.    E. 
REYNOLDS,    OF    BOSTON. 

The  whole  face  of  obstetric  sepsis 
has  been  revolutionized  by  the 
modern  understanding  of  the  fact 
that  you  must  go  to  the  bottom  of 
septic  trouble  and  clear  out  the  nidus 
of  infection  if  you  want  to  do  any- 
thing in  the  way  of  curative  treat- 
ment, but  I  am  much  struck  by  the 
difference  between  the  views  that  Dr. 
Worcester  holds  out  and  those  which 
I  hold  as  to  what  operation  should  be 
done. 

In  the  last  seven  years  I  have  seen 
a  good  deal  of  puerperal  sepsis,  in 
hospital  and  consultation  practice,  and 
a  number  of  cases  of  puerperal  peri- 
tonitis, and  I  never  yet  had  to  do  a 
coeliotomy  for  this  cause,  nor  can  I 
look  back  on  any  case  that  T  think 
would  have  been  saved  by  a  coeli- 
otomy. 

There  are  three  classes  of  septic 
peritonitis: 

(i)  Early  signs  of  general  septic 
infection,  the  peritonitis  part  is  not 
an  important  factor.  These  generally 
die. 

(2)  Symptoms  of  peritonitis  marked, 
and  bi-manual  examination  shows 
masses  present  in  pelvis  and  broad 
ligament.  This  is  for  the  most  part 
pelvic  peritonitis;  the  signs  of  general 
peritonitis  are  not  marked. 

(3)  There  is  no  abrupt  change  to 
the  third  class,  but  rather  an  in- 
creased severity,  and  a  marked  symp- 
tomatology of  general  peritonitis,  with 
absence  of  the  masses  mentioned  in 
the  last  class. 

In  the  second  class  the  treatment 
which  proves  successful  almost  in- 
variably, when  the  case  is  seen  soon 
after  the  peritonitis  is  under  way,  is 
as  follows :  With  the  aid  of  a  specu- 


lum pass  a  pledget  of  cotton  into  the 
uterine  cavity,  and  if  there  is  any 
bad  odor  proceed  to  curette  with  a 
dull  wire  curette,  after  washing  out 
with  corrosive  sublimate  solution. 
There  must  be  care  used,  as  it  is  not 
difficult  to  perforate  a  puerperal 
uterus.  Curette  till  firm  uterine  tis- 
sue is  felt.  Wash  out  again  with  the 
corrosive  solution,  then  insert  an 
iodoform  bougie.  Now  give  salines 
and  supporting  treatment.  If  foul 
lochia  continue  repeat  the  curetting, 
though  this  is  seldom  necessary. 

In  this  class  of  cases  there  are 
undoubtedly  a  few  where  extirpation 
of  tubes,  etc.,  by  coeliotomy  may  be 
necessary,  but  I  have  never  come 
across  one,  and  I  do  not  believe  they 
are  common,  and  I  do  not  believe  it  is 
the  operation  of  first  resort. 

If  the  third  class  could  be  definitely 
diagnosticated  it  would  be  well  to  do 
coeliotomy,  but  I  do  not  think  it  is 
possible  to  differentiate  generally  from 
the  last  class,  so  I  prefer  to  curette, 
etc.,  first,  and  leave  the  coeliotomy  for 
a  later  resort. 

Case  I. — Miscarriage  at  four  and  a 
half  months.  On  the  third  day  tem- 
perature 102°  ;  on  the  fourth,  tem- 
perature 104.8°.  I  saw  her  that  night. 
She  had  been  vomiting  for  twenty- 
four  hours  a  spinach-green  vomitus  J 
abdomen  swollen  and  tympanitic, 
facies  of  peritonitis;  pulse,  120.  I 
curetted  out  a  mass  of  foul  secundines 
from  the  uterus,  got  it  disinfected, 
introduced  iodoform,  put  her  on 
whisky  and  sulphate  of  magnesia. 
The  next  morning  vomiting  had 
ceased,  abdomen  not  distended,  ten- 
derness almost  gone,  temperature 
fallen  somewhat,  and  in  a  week  it  was 
normal.     Good  recovery. 

Case   II   developed    symptoms    of 
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general  peritonitis  after  version  at 
seven  and  a  half  months.  There  was 
no  operation,  and  patient  recovered 
under  medical  treatment. 

Under  these  circumstances  it  does 
not  seem  wise  to  do  a  coeliotomy 
simply  on  a  probable  diagnosis,  or 
because  you  have  no  sure  diagnosis. 
Give  the  other  treatment  first,  viz., 
curetting,  salines  and  supporting 
treatment.  If  that  is  not  sufficient, 
then  resort  to  the  coeliotomy. 

It  is  of  no  use  whatever  to  operate 
in  those  cases  where  there  is  already 
a  secondary  septic  infection  of  other 
organs  and  tissues  of  the  body. 

Dr.  C.  P.  Strong:  The  discussion 
as  to  treatment  of  puerperal  sepsis 
depends  on  the  stage  at  which  it  is 
met  with.  If  seen  early  the  nidus  of 
infection  is  undoubtedly  in  the  uterus, 
and  the  treatment  should  be  directed 
to  the  interior  of  that  organ. 

You  may  get  symptoms  of  perito- 
nitis when  the  disease  is  still  very 
young.  First  make  sure  that  the 
interior  of  the  uterus  is  free  ;  then,  if 
there  is  present  circumscribed  disease 
in  the  tube  or  peritoneal  cavity,  or  if 
the  symptoms  of  a  peritonitis  are 
pronounced,  the  resort  to  a  coeliotomy 
is  the  proper  thing. 

I  recall  a  case  where  I  operated  six 
weeks  after  confinement.  She  was 
almost  moribund  when  I  first  saw 
her.  In  spite  of  this,  she  lived  four 
days  after  the  operation,  with  lowered 
temperature  and  pulse.  If  I  had  seen 
her  a  week  or  so  earlier  and  operated, 
I  think  she  would  have  recovered. 
Everything  was  matted  together  and 
there  were  purulent  tubes,  but  there 
were  no  distinct  abscesses. 

Dr.  Geo.  Haven :  If  one  can  diag- 
nose the  escape  of  pus  through  the 
tube  in  septic  peritonitis,  there  is  no 


question  that  coeliotomy  is  the  proper 
and  only  operation,  and  it  is  bad 
surgery  to  wait  till  she  is  thoroughly 
septic.  Then  she  will  probably  die 
anyway. 

Often  you  find  cases  where  there 
are  small  abscesses  through  the  broad 
ligament.  You  could  not  remove 
these  by  a  coeliotomy,  and  they 
generally  get  well  with  supportive 
treatment,  etc. 

It  seems  to  me  that  repeated  curet- 
ting of  the  uterus  is  bad  practice. 

Dr.  John  Munroe  :  Purulent  perito- 
nitis from  perforated  appendix  de- 
mands immediate  operation.  In  the 
same  way,  when  the  purulent  peri- 
tonitis is  due  to  puerperal  sepsis,  it 
needs  a  washing  out  and  free  drain- 
age. 

Dr.  E.  Reynolds :  What  I  want  to 
say  is  that,  given  a  purulent  peri- 
tonitis, you  cannot  expect  it  to  gQt 
well  by  scraping  out  the  uterus,  but 
that  I  think  there  are  very  few  cases 
in  which  the  diagnosis  of  purulent 
peritonitis  can  be  made  with  sufficient 
accuracy  to  warrant  a  coeliotomy, 
before  the  patient  is  practically  mori- 
bund, in  view  of  the  fact  that  great 
numbers  of  cases  which  strongly 
resemble  such  a  condition  in  its  early 
stages  are  in  reality  cases  in  which 
the  actual  infection  is  circumscribed 
and  can  be  relieved  by  curetting  to  an 
extent  which  permits  the  beginning 
infection  of  the  peritonaeum  to  be 
carried  off  by  Tait's  intestinal  drain- 
age. 

Dr.  A.  Worcester :  With  regard  to 
the  treatment  of  septic  endometritis, 
I  suppose  there  is  no  question.  But 
you  cannot  cure  peritonitis  by  any 
treatment  of  the  endometrium, 
neither  can  you  drain  the  peritoneal 
cavity  of  septic  material  by  scouring 
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out  the  intestine.  I  maintain  that  it 
is  possible  to  diagnosticate  peritonitis, 
and  it  is  not  possible  without  a  coeli- 
otomy  to  ascertain  its  cause,  and 
without  discovering  its  cause  it  is 
folly  to  attempt  its  treatment.  The 
treatment  should  be,  first,  removal  of 
the  cause.  If  that  is  not  possible  the 
next  best  thing  is  to  render  it  in- 
nocuous as  possible  by  draining  that 
part  of  the  peritoneal  cavity  in  which 
the  gangrenous  cause  exists. 

Dr.  F.  H.  Davenport :  At  the  last 
meeting  of  the  American  Gynaeco- 
logical Society,  as  I  remember  it,  the 


opinion  was  that  where  the  peritonitis 
had  become  general  and  infected  the 
peritonaeum  above  the  pelvis,  a  coeli- 
otomy  was  a  hopeless  operation,  but 
that  where  it  was  still  localized  it  was 
of  value. 

It  seems  to  me  that  there  is  prac- 
tically a  unanimity  of  opinion  as  to 
the  justifiability  of  performing  a 
coeliotomy  in  certain  cases.  Appar- 
ently Dr.  Reynolds  would  narrow 
down  the  right  and  Dr.  Worcester 
would  extend  it. 

Geo.   H.  Washburn, 

Secretary. 


Transactions  of  the  Southern  Surgical   and   Gynaecological 

Association. 


Fifth  Anrmal  Meeting  held  i?i  Louisville^  Kentucky, 
November  75,  16  and  ly,  18^2. 


[continued 

The  Present  Status  of  Drain- 
age IN  Surgery  was  the  title  of  a 
paper  by  Dr.  A.  M.  Cartledge,  of 
Louisville.  The  following  summary 
was  presented: 

(i)  The  principle  of  artificial  drain- 
age in  surgery,  while  very  ancient, 
was  imperfectly  understood,  and  was 
oftentimes  as  much  a  factor  for  evil 
as  for  good. 

(2)  Though  our  knowledge  of  the 
principles  which  govern  a  healthy  re- 
generation of  wounded  structures  has 
greatly  advanced,  and  our  progress  in 
wound  therapeutics  kept  pace,  we  fail 
to  appreciate  how  artificial  drainage 
can  be  altogether  dispensed  with  in 
surgical  practice. 

(3)  To  lessen  the  use  of  artificial 
drainage  it  is  necessary  to  thoroughly 


FROM   PAGE  417.] 

apply  the  principles  of  asepsis  and 
antisepsis,  combined  with  buried  su- 
tures, fixation  and  alimentary  or  sys- 
temic drainage. 

(4)  Where  from  any  reason  the  pro- 
duction of  a  serum  cannot  be  con- 
trolled, its  removal  by  drainage  is  a 
safer  surgical  measure  than  any  at- 
tempt at  sterilization  in  sittc. 

(5)  The  time  required  for  primary 
drainage  is  from  twenty-four  to  sixty 
hours  ;  to  wait  longer  is  to  encourage 
trouble;  to  remove  sooner  than 
twenty-four  hours  is  taking  risks  not 
warranted  in  the  premises. 

(6)  Capillary  is  to  be  preferred  to 
tubular  drainage  in  wounds  other  than 
those  of  the  large  cavities.  For  this 
purpose  absorbable  material  should 
be  selected,  catgut  being  the  best. 
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(7)  Where  it  is  desirable  to  com- 
bine h?emostasis  and  drainage  in  the 
same  measure,  the  strips  of  iodoform 
gauze,  as  recommended  by  Mikulicz, 
fulfil  a  most  useful  purpose. 

(8)  Where  natural  drainage  can  be 
utilized  without  producing  unsightly 
cicatrices,  artificial  drainage  should 
be  dispensed  with;  when  feasible, 
combine  the  two. 

(9)  Wounds  involving  the  brain 
and  cord  had  best  be  drained  to  avoid 
mechanical  violence  to  the  function 
of  the  delicate  structures  by  retained 
serum. 

(10)  Necessity  for  artificial  drain- 
age will  most  often  arise  in  wounds 
invading  the  large  cavities ;  here 
flexible  tubular  drains  (glass)  best 
meet  the  requirements,  aided  or  not 
by  materials  acting  by  capillarity. 

(ii)  The  method  of  secondary  su- 
ture after  primary  wound  secretion  is 
over,  advised  by  Kocher,  seems  to 
possess  no  advantage  over  drains  that 
have  to  be  removed,  and  certainly  is 
not  to  be  compared  in  convenience, 
comfort,  etc  ,  to  the  patient,  to  ab- 
sorbable capillary  drains. 

DISCUSSION. 

Dr.  Howard  A.  Kelly,  opening  the 
discussion,  desired  briefly  to  make  a 
positive  statement  regarding  his  posi- 
tion relative  to  drainage  in  abdominal 
surgery.  He  considered  drainage  a 
confession  of  imperfect  surgery,  an 
acknowledgment  of  one  of  two  things, 
either  we  had  introduced  a  sepsis 
which  we  had  tried  to  get  rid  of  at 
the  end  of  the  operation  by  inserting 
a  drainage  tube,  or  the  operation  had 
been  such  that  we  had  not  been  able 
to  eliminate  all  those  septic  materials 
which  we  found  in  the  abdomen.  He 
would  not  like  to  be  understood  as 


saying  that  we  could  do  ideal  surgical 
work  in  all  cases  without  drainage, 
but  where  our  work  was  not  ideal  in 
the  way  of  eliminating  septic  troubles, 
then  we  had  recourse  to  the  drain. 
If  operators  were  more  careful  in 
points  in  detail,  in  checking  haemor- 
rhage, in  cleaning  up  the  field,  they 
would  want  the  drain  but  seldom. 
Formerly  he  used  to  drain  anywhere 
from  75  to  86  per  cent,  of  his  cases, 
but  to-day  he  was  draining  about  lo 
or  15  per  cent.  His  comm.ent  was 
that  he  was  doing  better  surgery  than 
he  did  three  years  ago. 

Dr.  Hunter  McGuire  was  just  as 
well  convinced  that  without  drainage 
sometimes  we  lose  patients  after  la- 
parotomy, as  he  was  of  any  other 
thing  connected  with  that  operation. 
Recently  he  had  removed  a  multi- 
locular  ovarian  cyst,  one  portion  of  it 
being  down  in  front  of  the  rectum, 
filling  up  the  lower  pelvis.  On  strip- 
ping it  loose  from  the  rectum  he 
found  forty  points  of  haemorrhage. 
He  could  not  wait  long  enough  to  tie 
those  forty  bleeding  points,  so  he 
packed  with  iodoform  gauze,  and 
after  a  short  time  took  that  out  and 
put  a  drainage  tube  in.  Without 
that  drainage  tube  he  was  satisfied 
the  patient  would  have  died.  As  it 
is,  the  patient  was  doing  very  well. 

Dr.  Henry  O.  Marcy,  of  Boston, 
said  the  general  well-founded  opinion 
was  to  drain.  Here  we  had  a  well- 
known  enemy — a  micrococcal  infec- 
tion— and  it  was  plainly  our  duty  to 
aid  Nature  in  her  effort  to  eliminate 
her  enemies.  When  drainage  was 
demanded,  it  should  be  thorough  and 
effective.  This  was  the  more  im- 
portant since  the  surrounding  struc- 
tures were  usually  invaded,  and  the 
tissues  should  be  placed  in  a  condi- 
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tion  most  favorable  for  the  restora- 
tion of  normal  vascularization  and  im- 
proved nutrition.  With  regard  to  the 
subject  of  drainage  in  aseptic  wounds, 
against  this  too  general  practice  he 
desired  to  raise  an  emphatic  protest. 
The  lesson  which  the  bacteriologist 
had  taught  was  the  character  of  our 
invisible  enemies,  their  normal  de- 
velopment, and  the  part  which  they 
played  when  introduced  into  wounds 
— infection.  One  of  the  most  inter- 
esting and  perhaps  important  to  the 
surgeon  of  modern  discoveries  was 
that  the  micrococcus  pyogenes  albiis  is 
the  normal  habitat  of  the  decaying 
epithelium  of  the  skin;  a  means  of 
ridding  us  of  a  dead  superfluous 
product.  These  were  the  common 
sources  of  danger  to  wounds  made  in 
septic  structures.  They  must  be  re- 
moved or  destroyed  in  the  neighbor- 
hood of  the  part  to  be  operated  on, 
and  especially  upon  the  hand  of  the 
operator.  Dr.  Marcy  was  assured 
that  a  better  knowledge  of  the  condi- 
tions of  wounds  would  restrict  the 
use  of  the  drainage  tube  almost  with- 
out exception  to  those  which  were 
septic,  and  that  operative  wounds  in 
aseptic  tissues  would  be  aseptically 
maintained  without  drainage. 

Dr.  Joseph  Eastman,  of  Indian- 
apolis, said  that  while  he  did  not 
drain  in  every  case,  and  while  he  had 
beard  Mr.  Tait  say  the  more  he  oper- 
ated the  more  he  drained,  he  believed 
that  until  we  could  have  ideal  patients, 
ideal  atmospheric  conditions,  and  knew 
there  was  not  some  organic  lesion  of 
important  organs,  we  had  better  give 
the  patient  the  benefit  of  the  doubt, 
and  use  abdominal  drainage. 

Dr.  Charles  A.  L.  Reed  said  the 
question  of  drainage  was  the  essential 
one   in   abdominal   surgery,   whether 


we  decided  it  pro  or  con.  He  was  on 
the  pro  side  of  the  question.  The 
patients  he  loses  are  the  ones  he  does 
not  drain  ;  the  patients  whose  lives 
he  saves  are  the  ones  he  does  drain. 
He  drains  in  every  case  in  which  he 
is  sure  that  the  drainage  tube  can  be 
properly  attended  to.  He  had  re- 
frained from  draining  twice  in  the 
last  year  under  circumstances  that  he 
thought  would  give  his  patients  the 
benefit  of  a  doubt.  They  were  com- 
paratively simple  appendage  cases, 
operated  on  away  from  his  hospital 
under  unfavorable  surroundings  and 
received  unskilled  attention  ;  both  of 
them  died  from  secondary  haemor- 
rhage, an  accident  that  would  not 
have  gone  to  a  fatal  issue,  he  thinks, 
had  a  drainage  tube  been  inserted  to 
detect  the  condition  which  was  going 
on  in  the  inside. 

Dr.  George  A.  Baxter,  of  Chat- 
tanooga, said  in  certain  conditions  of 
wound  treatment  it  was  impossible  to 
get  along  successfully  without  drain- 
age. He  referred  to  crushing  railroad 
injuries  of  either  the  hand  or  foot,  to 
tuberculous  cavities,  etc.  He  asked. 
What  gentleman  would  dare  to  close 
a  hip-joint  amputation  without  the  use 
of  a  drainage  tube  } 

Dr.  Willis  F.  Westmoreland,  of 
Atlanta,  Ga.,  said  there  was  less 
necessity  for  drainage  in  abdominal 
wounds  than  in  those  in  general  sur- 
gery. He  was  an  advocate  of  efficient 
drainage  first  and  last.  When  his 
cases  were  thoroughly  drained  he  had 
absolutely  no  apprehension  of  getting 
union  by  first  intention. 

Dr.  Edwin  Ricketts  took  issue  with 
a  preceding  speaker  (Dr.  Kelly)  that 
the  use  of  a  drainage  tube  was  *'  an 
acknowledgment  of  imperfect  surgi- 
cal work."     In  regard  to  drainage  in 
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abdominal  surgery,  Dr.  Ricketts  cited 
the  following  case  in  support  of  it : 
A  lady,  6S  years  of  age,  had  a  solid 
tumor,  which  he  removed  from  the 
abdominal  cavity,  weighing  nearly 
twenty  pounds.  There  was  a  large 
amount  of  fluid.  A  drainage  tube 
remained  in  for  one  week,  yet  fluid 
continued  to  flow  from  it,  which  was 
contrary  to  the  teaching  that  within 
forty-eight  hours  the  drainage  tube  is 
walled  off,  and  no  drainage  can  come 
through  it. 

Dr.  William  H.  Myers,  of  Fort 
Wayne,  Ind.,  said  he  resorted  to 
drainage  under  all  circumstances.  He 
then  read  a  letter  from  Bantock,  of 
London,  that  coincided  with  the  views 
of  the  majority  of  the  members  of  the 
association. 

Dr.  J.  H.  Mclntyre,  of  St.  Louis, 
desired  to  place  himself  on  record  as 
decidedly  and  positively  in  favor  of 
drainage.  In  his  abdominal  work 
where  he  had  lost  patients,  he  found 
in  almost  every  instance  it  had  been 
where  he  did  not  drain.  For  the  life 
of  him  he  did  not  see  how  a  drainage 
tube  could  do  any  harm,  even  though 
it  really  might  not  be  indicated;  there- 
fore, it  had  been  his  practice  for  a 
number  of  years  "when  in  doubt  to 
drain." 

Dr.  W.  E.  B.  Davis  said  it  was  im- 
possible to  settle  the  question  of 
drainage.  A  drainage  tube  removes 
from  the  wound  that  soil  which  is 
favorable  for  the  development  of 
germs.  If  we  have  a  dry  field  they 
cannot  develop.  A  few  germs  in  a 
wound  will  do  very  little  harm  if  it  is 
kept  dry.  On  the  other  hand,  a  small 
number  would  cause  pus  if  we  had  a 
favorable  soil  for  their  development. 
The  man  who  seldom  uses  a  drainage 
tube   generally   cleanses    the   cavity 


more  thoroughly.  His  operation  is 
longer,  but  he  gets  the  parts  cleaner 
than  the  man  who  uses  a  tube.  How- 
ever, the  results  of  Tait,  Price,  Ban- 
tock and  others  show  that  the  drain- 
age tube  is  not  so  dangerous  as  those 
who  do  not  use  it  would  have  us 
believe.  With  a  small  tube  there  is 
little  disturbance  in  the  wound.  Those 
who  seldom  use  drainage,  generally 
when  they  do  use  it,  let  the  tube  stay 
in  too  long. 

Dr.  James  T.  Jelks,  of  Hot  Springs, 
Ark.,  said  there  should  be  no  question 
about  drainage,  even  if  we  say  we  do 
not  believe  in  it.  We  had  two  pro- 
cesses of  drainage  in  spite  of  those 
men  who  professed  not  to  believe  in 
it.  We  had  the  peritoneal  cavity 
covered  and  filled  with  the  open 
mouths  of  lymphatic  vessels,  and  they 
made  drainage  for  us  by  the  process 
of  absorption.  In  addition,  we  had 
the  intestinal  canal,  which  was  a 
drainage  as  well  as  sewerage  sys- 
tem. 

Dr.  Cartledge,  in  closing  the  dis- 
cussion, said  that  he  believed  in  the 
tract  of  every  drainage  tube  there 
were  pus-forming  organisms.  The 
point  was,  we  overbalanced  the  slight 
evil  of  the  tube  by  the  great  good  we 
accomplished  in  grave  cases.  He  be- 
lieved that  if  we  ever  dispense  with 
drainage  in  general  surgery,  it  will  be 
by  the  obliteration  of  the  spaces  by 
the  deep  suture.  We  could  not  do  it 
in  the  hip  joint,  but  he  maintains  that 
if  we  ever  eliminate  drainage  from 
large  amputations,  it  will  be  through 
the  buried  suture.  He  could  not 
admit  that  the  use  of  drainage  was  an 
evidence  of  imperfect  surgical  work, 
because  he  believed  there  were  certain 
conditions  we  could  not  overcome 
without  it.  . 
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THE    TREATMENT    OF    TUBERCULAR 
PERITONITIS. 

This  was  the  title  of  a  paper  by  Dr. 
William  H.  Myers,  of  Fort  Wayne, 
Ind.  He  said  that  when  we  have 
arrived  at  the  conclusion  that  perito- 
nitis is  present,  and  have  discovered 
the  cause,  the  blow  must  be  struck 
simultaneously  with  the  onset.  No 
delay  can  safely  be  tolerated,  the  only 
hope  of  rescue  being  the  sudden 
arrest  of  the  disease.  By  the  time 
that  the  normal  outlines  of  the  abdo- 
men are  obscured  by  tympanitic  dis- 
tension, respiration  quickened  and 
shallow,  the  pulse  rapid  and  wiry,  the 
supreme  moment  for  precise  diagno- 
sis is  passed.  Abdominal  section  for 
tubercular  peritonitis  was  the  most 
recent  triumph  of  surgery.  Dr.  Myers 
had  treated  three  cases  of  tubercular 
peritonitis  by  abdominal  section,  wash- 
ing out  the  abdominal  cavity,  and 
drainage,  with  complete  recovery. 

DISCUSSION. 

Dr.  J.  H.  Mclntyre,  opening  the 
discussion,  said  tubercular  peritonitis 
was  only  amenable  in  the  encysted 
variety  to  surgical  treatment.  He 
believed  there  had  been,  according  to 
Greig  Smith,  100  operations  within  the 
past  twenty  years  done  for  tubercular 
peritonitis;  that  the  operation  for  the 
relief  of  this  difficulty  was  stumbled 
upon  by  accident  rather  than  that  of 
design.  Cases  of  the  disease  were 
mistaken  for  ovarian  cysts;  hence 
section,  the  mistake  not  being  recog- 
nized until  the  abdomen  was  opened. 
The  speaker's  results  in  his  own  cases 
had  been  surprisingly  good. 

Dr.  R.  M.  Cunningham,  of  Birming- 
ham, Ala.,  had  opened  the  abdomen 
post-mortem  some  forty  times  in  this 
disease.     He  had  done  only  one  lap- 


arotomy. His  experience  was  that 
the  patients  all  die.  The  medical 
treatment  did  no  good  whatever.  As- 
piration was  not  often  even  palliative, 
as  the  serum  would  reaccumulate  in 
twenty-four  to  thirty-six  hours.  We 
might  have  the  entire  abdomen,  peri- 
tonaeum and  all  the  organs  studded 
with  miliary  tubercles  in  peritoneal 
tuberculosis,  and  these  cases  were  not 
inflammatory  in  character.  He  had 
seen  cases  in  which  there  was  no 
symptom  of  inflammation  anywhere. 
In  those  cases  he  found  they  usually 
followed  diarrhoea. 

Dr.  Cornelius  Kollock  had  operated 
on  two  cases  of  tubercular  peritonitis, 
one  in  1886  and  the  other  in  1889. 
Both  patients  recovered.  Miliary 
tubercles  were  deposited  all  over  the 
abdomen. 

Dr.  George  A.  Baxter  called  atten- 
tion to  a  thickened  condition  of  the 
peritonaeum  and  a  changed  condition 
of  the  cellular  tissue  in  cases  of  tuber- 
cular peritonitis.  He  said  it  had  a 
grayish  appearance,  and  was  distinct 
from  the  sub-cellular  tissue  at  this 
point. 

Dr.  Kollock  had  also  noticed  the 
thickening  of  the  peritonaeum  referred 
to  by  Dr.  Baxter. 

Dr.  Bedford  Brown  was  satisfied 
that  many  cases  of  supposed  tubercu- 
lar peritonitis  were  mistaken  for 
other  varieties  of  peritonitis.  He 
was  satisfied,  furthermore,  that  perito- 
nitis was  a  much  more  common  dis- 
ease than  was  usually  supposed.  Lo- 
calized peritonitis  was  by  no  means 
an  uncommon  disease,  arising  from 
cold,  traumatic  causes — such  as  slight 
blows,  injuries — and  from  the  exten- 
sion even,  in  cases  of  dysentery,  of 
inflammatory  processes  from  the  mus- 
cular to  the  peritoneal  coat. 
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Dr.  William  H.  Wathen  said  we 
were  unable  to  diagnosticate  tubercu- 
lar peritonitis  until  the  abdomen  had 
been  opened,  because  there  were  a 
variety  of  conditions  that  resulted  in 
practically  the  same  symptoms;  it 
was,  then,  seldom  possible  to  make  a 
positive  diagnosis  unless  sections  of 
the  diseased  structure  had  been  care- 
fully examined  by  the  microscope. 
Hence  in  probably  the  majority  of  all 
cases  of  reported  operations  for  tuber- 
cular peritonitis  there  had  been  an 
error  in  diagnosis. 

Dr.  W.  H.  Myers,  closing  the  dis- 
cussion, said  that  we  classified  our 
cases  of  tubercular  peritonitis  as  as- 
citic, suppurative  and  adhesive.  The 
adhesive  as  regards  the  last  stage. 
Many  cases  of  the  ascitic  form  were 
treated  with  trocar,  and  the  patients 
were  told  that  a  dropsical  effusion 
was  merely  a  symptom  dependent 
upon  disease  of  the  heart,  liver  and 
kidneys.  In  these  cases  we  ought  to 
use  the  knife  instead,  and  find  out 
the  real  nature  of  the  difficulty,  and 
get  to  the  bottom  of  it. 

THE  SIMPLE,  SEPTIC,  TRAUMATIC  AND 
SPECIFIC  FORMS  OF  CERVICITIS  AND 
THEIR   TREATMENT 

Was  the  title  of  a  paper  read  by  Dr. 
Bedford  Brown,  of  Alexandria,  Va. 
Simple  cervicitis  arises  alone  from 
simple  causes.  It  never  originates 
from  infection  of  any  kind.  It  could 
exist  for  an  indefinite  period  without 
infecting  surrounding  structures.  For 
many  years  the  author,  in  the  treat- 
ment of  this  affection,  has  addressed 
his  remedies  to  the  interior  of  the 
cervical  canal  alone,  whether  he  used 
nitrate  of  silver,  sulphate  of  copper, 
carbolic  acid,  or  iodine.  Septic  cer- 
vicitis arises  always  from  septic  in- 


fection of  the  pelvic  structures  con- 
nected by  lymphatic  communication. 
Contact  with  the  os  of  portions  of 
putrescent  placenta,  membranes,  co- 
agula,  or  septic  discharges  from  dis- 
eased uteri,  were  the  common  causes. 
Antiseptic  measures  alone  could  coun- 
teract septic  infection  and  inflamma- 
tion, whether  in  the  form  of  septicae- 
mic  fever  or  local  inflammatory  action. 
All  other  agencies  were  simply  pallia- 
tive or  adjuvant  in  character.  Trau- 
matic cervicitis  was  simply  inflamma- 
tion and  congestion  of  the  cervix  from 
wounds  inflicted  on  that  body,  either 
during  labor,  abortion,  or  from  the 
use  of  dilating  instruments.  The 
author  treats  this  form  of  cervicitis 
by  means  of  a  solution  of  nitrate  of 
silver,  varying  in  strength  from  a 
scruple  to  half  a  drachm,  applied  in 
the  canal  and  over  the  entire  cervix. 
He  finds  that  most  of  his  cases  of 
open,  and  all  cases  of  concealed, 
wounds  heal  by  this  method.  Speci- 
fic cervicitis  may  arise  either  from 
gonorrhoeal  or  syphilitic  infection. 
In  the  early  stages  he  resorts  to 
douches  containing  peroxide  of  hydro- 
gen, in  the  proportion  of  one  part  to 
three-fourths  of  boiled  water,  and  also 
permanganate  of  potash,  one  grain  to 
the  ounce  of  water. 

DISCUSSION. 

Dr.  T.  B.  Greenly,  of  Kentucky, 
opening  the  discussion  (by  invitation), 
said  he  had  met  with  cases  of  what 
might  be  termed  traumatic  cervicitis, 
due  to  excessive  venery,  tight  lacing, 
forcing  down  the  pelvic  organs,  caus- 
ing irritation.  These  were  the  main 
causes  that  produced  the  disease  that 
he  had  been  called  upon  to  treat.  He 
had  but  lew  cases  of  specific  or  septic 
cervicitis.     He  could   emphasize  the 
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treatment  with  glycerine,  carbolic 
acid  and  Churchill's  tincture  of  iodine. 

Dr.  James  T.  Jelks  believed  that  all 
inflammation,  in  a  pathological  sense, 
was  due  to  infection,  and  that  inflam- 
mations of  the  uterus,  its  lining  mem- 
brane and  appendages  were  no  excep- 
tions to  this  rule.  He  furthermore 
believed  that  inflammation  of  this 
organ  was  due  to  one  of  two  causes, 
namely,  infection  following  labor  or 
miscarriage,  infection  with  one  of  the 
pathogenic  microbes  on  this  wound 
surface ;  or  infection  with  the  gono- 
coccus,  this  latter  being  the  agent  in 
the  majority  of  cases.  He  had  seen 
some  remarkably  rapid  cures  of  gono- 
coccal inflammation  in  women  as  well 
as  in  men  by  the  use  of  pyoktanin, 
either  in  powder  or  solution,  say  of 
four  grains  to  the  ounce  of  water. 
Hence,  in  all  his  cases  of  inflamma- 
tion of  the  female  organs  of  genera- 
tion, when  he  suspects  the  gonoccocus 
he  always  uses  Merck's  yellow  pyok- 
tanin, warning  the  patient  that  the 
medicine  will  stain  everything  it 
touches. 

Dr.  J.  H.  Mclntyre  said  in  cases  of 
cervicitis  there  was  not  infrequently 
a  concealed  or  internal  fissure,  and  he 
finds  that  the  principle  of  dilatation 
comes  in  nicely  here,  just  as  much  so 
as  in  cases  of  divulsion  in  fissure  of 
the  anus.     He  had  made  a  series  of 


sounds,  which  could  be  unscrewed 
easily,  by  which  the  cervix  could  be 
sufficiently  dilated  to  bring  a  medica- 
ment in  contact  with  the  bottom  of 
the  concealed  fissure. .  The  matter  of 
a  small  tear  is  not  to  be  overlooked  if 
one  wishes  to  .cure  cases  of  cervicitis. 
While  he  was  not  an  advocate  of  sew- 
ing up  every  little  fissure  in  the  cer- 
vix, yet  he  was  satisfied  there  was 
often  decomposition  of  a  kind  of  tis- 
sue that  would  produce,  sooner  or 
later  *'a  rebellion  of  the  cells" — can- 
cer. It  was  well  understood  that  96 
per  cent,  of  uterine  cancers  began  in 
the  cervix,  and  in  the  majority  of 
cases  were  implanted  upon  a  lacerated 
cervix.  That  alone  was  a  cogent 
reason  for  at  least  cutting  out  this 
tissue  and  bringing  the  edges  of  the 
wound  together. 

The  following  officers  were  elected: 
President,  Dr.  Bedford  Brown,  Alex- 
andria, Va. ;  First  Vice-President,  Dr. 
Joseph  Price,  Philadelphia;  Second 
Vice-President,  Dr.  George  A.  Bax- 
ter, Chattanooga;  Secretary,  Dr.  W. 
E.  B.  Davis,  Birmingham,  Ala.  ; 
Treasurer,  Dr.  Harden  P.  Cochrane^ 
Birmingham,  Ala. 

The  next  meeting  will  be  held  in 
New  Orleans,  La.,  on  the  second 
Tuesday  in  November,  1893.  Chair- 
man of  Committee  of  Arrangements, 
Dr.  Albert  Miles. 


The  American  Association  of  Obstetricians  and 
Gynaecologists. 


The  American  Association  of  Ob- 
stetricians and  Gynaecologists  will 
hold  its  sixth  annual  meetins:  at  the 


Russell  House,  Detroit,  Mich.,  on 
Thursday,  Friday  and  Saturday,  June 
I,  2,  and  3,  1893,  under  the  presidency 
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of  Dr.  Lewis  S.  McMurtry,  of  Louis- 
ville. 

The  following  is  the  preliminary 
programme  as  far  as  titles  are  con- 
cerned : 

1.  The  President's  Address.  "  The 
Present  Position  of  Surgery."  Dr. 
L.  S.  McMurtry,  Louisville. 

2.  "Abdominal  Fixation."  Dr. 
Florian  Krug,  New  York. 

3.  "  Endoscopic  Tubes  for  Direct 
Examination  of  the  Interior  of  the 
Uterus  and  Bladder."  Dr.  Robert  T. 
Morris,  New  York. 

4.  **  Placenta  Praevia."  Dr.  William 
H.  Wenning,  Cincinnati. 

5.  "What  are  the  Indications  for 
Abdominal  Section  in  Intra-pelvic 
Haemorrhage."  Dr.  M.  Rosenwasser, 
Cleveland. 

6.  "Treatment  of  Metritis."  Dr. 
E.  Pietranera,  Cordova,  A.  R. 

7.  "  A  Plea  for  Better  Surgery  in 
the  Closure  of  the  Abdominal  In- 
cision."   Dr.  H.  W.  Longyear,  Detroit. 

8.  "  Remarks  on  the  Treatment 
after  Abdominal  Sections."  Dr.  C. 
C.  Frederick,  Buffalo. 

9.  "  The  Management  of  the  Ab- 
dominal Incision."  Dr.  Charles  A. 
L.  Reed,  Cincinnati. 

10.  "  Dilatation  of  the  Cervix  for 
Dysmenorrhoea."  Dr.  E.  M.  Pond, 
Rutland. 

11.  "Intra-Uterine  Pregnancy,  with 
Report  of  Cases."  Dr.  George  S. 
Peck,  Youngstown. 

12.  "A  Contribution  to  the  Study  of 
Ectopic  Gestation."  Dr.  E.  Arnold 
Praeger,  Nanaimo. 

13.  "A  Few  Practical  Notes  on 
the  Establishment  of  Anastomosis 
between  the  Gall  Bladder  and  Intes- 
tine for  Obstruction  of  the  Common 
Duct,  with  the  Relation  of  a  Case  of 
Obstruction  of  the  Common  Duct  by 


Small    Growth."     Dr.   James    V.  W. 
Ross,  Toronto. 

14.  "Vaginal  Hysterectomy  for 
Malignant  Disease."  Dr.  Rufus  B. 
Hall,  Cincinnati. 

15.  "The  Care  of  Pregnant 
Women."  Dr.  John  Milton  Duff, 
Pittsburg. 

16.  "  A  Contribution  to  the  Pathol- 
ogy of  Surgical  Disease  of  the  Gall 
Bladder."  Dr.  Walter  P.  Manton, 
Detroit. 

17.  "The  Legal  Questions  in  Gynae- 
cological Operations  on  the  Insane." 
Dr.  Walter  P.  Manton,  Detroit. 

18.  "Pelvic  Abscess."  Dr.  I.  S. 
Stone,  Washington. 

19.  "Central  Rupture  of  the  Peri- 
naeum;  Its  Causation  and  Prevention." 
Dr.  John  C.  Sexton,  Rushville. 

20.  "  A  Case  of  Myomectomy  with 
Extra-peritoneal  Treatment  of  the 
Pedicle,  followed  by  Pregnancy,  and 
Complicated  by  Haemorrhages 
through  the  Abdominal  Cicatrix."  Dr. 
X.  O   Werder,  Pittsburg. 

21.  "Anatomy  and  Surgical  Im- 
portance of  the  Peri-Renal  Cellulo- 
Adipose  Tissue."  Dr.  L.  H.  Dunning*, 
Indianapolis. 

22.  "  Report  of  Cases  from  Practice 
with  Remarks  on  the  Same."  Dr. 
A.  Vander  Veer,  Albany. 

23.  "  Further  Observation  on  the 
Relation  of  Pelvic  Disease  and 
Psychical  Disturbances  in  Women." 
Dr.  George  H.  Robe,  Catonsville. 

A  cordial  invitation  is  extended  to 
the  members  of  the  medical  profes- 
sion interested  in  the  work  of  the 
Association  to  attend  its  several 
sessions. 

By  order  of  the  Executive  Council, 
William  Warren  Potter, 

Secretary. 
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BY    S.    P.    COTTRELL,    M.D. 


Care  and  Treatment  of  the  Nipple  in  the  Gravid  and  Puerperal 

States. 


In  the  Record  (N.  Y.)  S.  Marx, 
M.D.,  writes  interestingly  on  this 
subject.  Regarding  the  prophylactic 
treatment,  nothing  but  occasional 
ablutions  should  be  practiced,  the 
reason  for  this  being  that  regulation 
line  of  treatment  removes  the  fine 
crust  which  will  be  found  on  the 
nipple  of  every  pregnant  woman, 
consisting  of  dried  colostrum,  which 
serves  as  a  protective,  and  the  re- 
moval of  which  results  in  the  forma- 
tion of  the  familiar  erosions.  Inverted 
nipples  may,  and  often  do,  require 
the  use  of  the  pump.  The  wearing 
of  corsets  is  discountenanced.  A 
simple  waist  to  support  the  breast 
is  all  that  is  required.  Other  than 
the  above,  no  treatment  is  called  for. 
The  question  of  diagnosis  is  not 
always  simple.  Examination  will  re- 
veal much,  but  the  temperature 
chart   is   of    prime   importance.      A 


rapid  rise  while  the  child  is  at  breast 
and  fall  to  subfebrile  immediately. 
The  pain  while  it  may  be  local  is  not 
always  so.  Reflex  disturbances  are 
far  from  uncommon.  The  dangers 
of  nipple  fissures  are  chronic  ulcer, 
chronic  eczema  ;  in  the  possible  pre- 
disposition to  mammary  cancer  and 
acute  mastitis.  Treatment  consists  in 
support  and  rest  for  the  organ.  If 
possible,  lessen  the  frequency  of 
nursing.  A  solution  of  cocaine  will 
give  temporary  relief,  and  the  appli- 
cation of  ichthyol  solution.  Where 
the  fissure  is  large,  angry  or  indolent 
looking,  the  use  of  the  dermal  curette 
is  indicated,  preceded  by  the  cocaine 
and  followed  by  the  ichthyol  solutions. 
In  threatened  mastitis,  apply  firm 
pressure  and  confine  the  arm  of  the 
afflicted  side  permitting  of  no  motion. 
Use  ice  locally  and  general  systemic 
antiphlogistic  treatment. 


Movable  Kidneys,  etc. 


J.  Schmidt,  M.D.  {Med.  Record), 
maintains  that  at  least  one  woman  in 
ten  is  afflicted  with  displaced  or  mov- 
able kidney,  usually  the  right.  The 
kidney  may  be  palpated  by  placing 
the  woman  on  her  back  with  knees 
flexed,  then  with  one  hand  beneath 
the  free  border  of  the  ribs  and  making 


counter-pressure  with  the  other  pos- 
teriorly, the  patient  at  the  same  time 
taking  a  deep  inspiration,  the  lower 
border  of  the  kidney  can  be  felt,  and 
if  the  organ  is  loose  it  can  be  held 
in  this  position,  when  the  air  is  forced 
out  of  the  lungs  and  the  kidney  would 
naturally  go  up  again. 
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Methyl-Blue  Poisoning. 


In  these,  clays  when  the  over- 
sanguine  are  attempting  the  treat 
ment  of  cancerous  disease  with  this 
drug,  it  is  interesting  to  note  a  case 
of  poisoning  in  a  man  treated  for 
swelling  of  the  thyroid  and  other 
ductless  glands  following  malarial 
fever,  reported  by  Joseph  Dreze- 
weicki,  M.D.  {Medical  Record,  N.  Y.) 
The  dose  taken  daily  was  three 
powders  of  0.20  gram  each.  After 
the  first  dose  the  urine  became 
greenish  and  from  that  to  a  perfect 
blue,  pain  in  bowels,  accompanied  by 


intense  desire  to  urinate,  sudden 
sharp,  cutting  pains  during  and  dis- 
charge of  pure  blood  at  the  comple- 
tion of  the  act.  Action  on  the  bowels 
not  so  marked.  The  desire  to  defecate 
came  on  with  the  action  of  the 
bladder.  The  stools,  several  daily, 
were  accompanied  by  tenesmus,  but 
with  little  pain.  In  all,  the  man  took 
four  of  the  0.20  gram  powders  and 
four  of  0.15  gram,  with  same 
quantity  of  opium.  The  treatment 
consisted  of  milk  diet  with  vichy 
water  and  warm  sitz  baths. 


Incarcerated    Hernia. 


Dr.  H.  F.  Eichacker  (^Medical 
Record)  reports  a  case  of  incarcerated 
inguinal  hernia  in  a  woman  seventy- 
two  years  of  age.  The  vomited 
matter  had  become  stercoraceous  and 
the  woman  delirious.  The  washing 
out  of  the  stomach  was  advised  after 
all  other  means  had  failed,  which  was 
done,  the  woman   being  propped   up 


The  washing  was 


in  a  chair,  ine  wasnmg  was  con- 
tinued until  the  water  came  back  clear. 
A  drop  of  croton  oil  in  oil  emulsion 
caused  evacuations  of  large  quantities, 
of  hard  faecal  matter.  A  second  drop 
was  given,  which  resulted  in  a  re- 
establishment  of  the  natural  evacu- 
ations. 


Reflex  Diseases. 


Dr.  Bremer,  of  St.  Louis,  gives  as 
one  of  the  greatest  delusions  in  mental 
disease  the  idea  of  the  common  rela- 
tion between  diseases  of  the  genital 
track  and  insanity.  It  is  rare,  he 
says,  to  find  an  insane  female  between 
the  ages  of  20  and  45  who  has  not 
been  treated  for  some  supposed  gynae- 


cological trouble  for  the  relief  of  the 
mental  disease.  The  writer  goes 
further,  and  claims  while  it  may  not 
prove  harmful,  it  has  no  more  effect 
than  the  same  proportionate  amount 
of  treatment  on  some  other  part  of 
the  hody. ^'otirnal  of  Nervous  and 
Mental  Diseases. 


ABSTRACTS  FROM  CURRENT  LITERATURE. 
Pubescent  Insanity. 
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Female,  aged  19.  Sister  insane, 
and  another  suffering  temporarily. 
This  woman  has  had  two  previous 
attacks.  Type  of  acute  mania,  but 
gradually  quieted  until  the  next  men- 
strual period,  when  the  wanderings, 


delusive  behavior  and  restless  manner 
returned.  Under  treatment  she  was 
carried  over  the  next  two  periods 
without  excitement.  Recovery  not 
perfect. — Bulletin  of  Second  Minn, 
Hospital  for  Insane. 


Reprehensible,  Debatable  and  Necessary  Antiseptic  Midwifery. 


Henry  S.  Garrigues  condemns  the 
too  free  use  of  antiseptic  applications 
before  labor,  and  strongly  insists  on 
the  dangers  of  corrosive  sublimate 
vaginal  and  uterine  injections  prior  to, 
and  after,  delivery.  In  one  paper  he 
reports  twenty  deaths  following,  or 
due  to,  the  use  of  this  drug  in  ob- 
stetric practice.  Of  well-directed  an- 
tiseptic methods  he  speaks  highly. 
In  the  Maternity  Hospital,  before  the 
days  of  antiseptic  midwifery,  the  mor- 
tality in  1884  from  sepsis  was  0.76 
per  cent.,  which  has  been  reduced  so 
that  in  1891  there  were  no  deaths 
from  this  cause.  The  Sloane  Matern- 
ity gives  von  Braun  1000  deliveries 
with  but  one  death  from  septicaemia. 

Peppingskold,  of  Helsingfors,  had 
an  average  of  650  yearly  deliveries, 
from  1884  to  1887,  with  a  mortality 
of  only  0.29  per  cent.  Mermann  gave 
700  cases  with  but  one  death;  and 
von  Braun,  1004  cases  with  only  two 
deaths.  The  routine  practice  of  the 
Maternity  Hospital  is  carried  out 
by  Dr.  Garrigues.  A  i  per  cent, 
solution  of  creolin  is,  however,  used 
in  place  of  the  corrosive,  and  the  use 
of  the  vaginal  douche  before  delivery 


is  commended.  The  question  as  to 
the  use  of  ergot  as  a  routine  measure 
is  left  for  the  physician  to  decide  in 
each  individual  case.  After  the  birth 
of  the  child  no  injections  are  given  in 
normal  cases.  The  use  of  antiseptic 
covers  over  the  presenting  part  and 
vulva  is  not  necessary  or  indicated, 
save  that  it  gives  the  hand  a  firmer 
hold  on  the  part  presenting.  The 
occlusion  bandage  is  of  service ;  it 
gives  a  sense  of  support,  and  in  the 
poorer  classes  it  keeps  the  dirt  and 
filth,  which  usually  surround  them, 
from  entering  the  vagina.  Vaginal 
examinations,  while  they  should  not 
be  too  frequent,  ought  to  be  made  as 
the  indications  point.  The  higher 
mortality  rate  in  labor  cases  in 
private  practice  is  undoubtedly  due 
to  the  less  care  exercised  in  and 
around  the  lying-in  chamber  as  re- 
gards the  precautions  taken  toward 
an  absolute  aseptic  conditions  of  at- 
tendants, instruments  and  the  various 
objects  used  about  the  woman.  The 
writer  believes  that  with  "hospital 
care"  in  private  practice  the  per- 
centage of  fatal  cases  would  be  mark- 
edly reduced. 


32 


498 


GYNiECOLOGICAL  THERAPEUTICS. 


Gynaecological  Therapeutics. 


The  irritation  caused  by  the  pressure  of  the 
pad  or  some  part  of  the  truss  on  those  obliged 
to  make  use  of  this  appliance  can  be  relieved 
to  a  great  extent  by  the  application  of  the 
powder  given  below  : 

B.    Powdered  talc,  5  ij- 

"         starch,  5  iv. 

Dried  alum,  3ij. 

Boric  acid,  3ij. 

Phenol,  TTL-xxx. 

Oil  of  lemon,  ITL-  xxx.   M. 
—^Bulletin  of  Pharmacy. 


Fissures  of  the  Nipple. 

B.    Aristoli,  3j. 

Vaselini  liquidi,  3  v. 

SiG. — Thoroughly  paint  the  nipple  with  this 
liquid  after  nursing. 

Another  excellent  application  is  the  white 
of  an  ^^%.  Dr.  Frank  Van  Allen  puts  the 
albumen  on  just  after  the  child  has  finished 
nursing,  and  allows  the  film  to  dry.  The 
nipple  is  moistened  before  the  infant  is  again 
put  to  the  breast. — Medical  Mirror. 

Sore  Nipples.    Ichthyol. 


Ichthyol, 
Lanolin, 

z'y 

Glycerin, 
Olive  oil, 

aa  3iss. 
5  iiss. 
Dr.  Oehren. 

An  excellent  salve,  easily  applied  and 
washed  off,  and  contains  nothing  that  can 
injure  the  child.  The  pain  disappears  almost 
immediately  on  first  application. — Therapeu- 
Hsclie  Monatshefte. 


Eczema  of  the  Vulv^. 

R.    Tincturae  apii, 

Sodii  bicarbonatis,  aa  gram.  8. 
Potassii  bicarbonatis,  gram.  4. 
Glycerini,  gram.  6. 

Aquae  destill.,  gram.  260. 

Lusch. 


Vomiting  of  Pregnancy. 
Another  combination  for  the  relief  of  this 
troublesome  symptom,  as  given  by  Routh,  is 
applying  to  the  cervix  and  canal  of 
B.    Tinct.  iodini, 
Potassii  iodidi, 
Alcoholis, 
Aquae,  aa  partes  aequales. 

Purulent  Cystitis. 
B.    lodoformi,  pulv., 
Mucilag.  acaciae, 
Glycerini  puri. 

Aquae  destill.  M. 

SiG. — After  washing  out  the  bladder  about 
five  drams  of  this  combination  is  injected 
and  allowed  to  remain  for  fifteen  minutes. 
^Medical  Record,  N.  Y. 

For  Vomiting  After  ^Etherization. 
B.    Tincturae  opii  deodoratae,  gtt.  xxx. 
Sodii  bromidi,  gr  xxx. 

Aquae  amyji,  5ijoriij.    M. 

SiG. — As  an  enema.  Prof.  Hare. 

— College  and  Clinical  Record. 

Dr.  E.  P.  Davis  gives  the  following  in 
cases  of  slight  shock  following  abdominal 
operations; 

B.    Elixir  ammonii  valerianati,  ^j. 

Spirit  frumenti,  ^^ij. 

Aqua bullient,  %\\.    M. 

SiG.  —As  an  enema  every  two  hours. 
— College  and  Clijtical  Record. 

Tonic. 
The  general  tonic  used  at  the   Bellevue 
Hospital  is  composed  as  follows : 
B.    Quininae  sulphatis,  gr.  xxx. 

Tincturae  nucis  vomicae,  gtt.  clx. 
Tincturae  ferri  chloridi,   gtt.  clx. 
Acidi  phosphorici  diluti,  5j- 
Syrupi,  q.  s.  ad.  ^iv.         M. 

SiG.     A  teaspoonful  three  times  a  day. 
— Bulleli?t  of  Pharmacy. 


OBSTETRICAL  SOCIETY  OF  PHILADELPHIA. 

Meeting  of  April  6,  1893. 


The  President,  Dr.  Barton  Cooke  Hirst,  in  the  Chair. 


COMPLICATIONS     FOLLOWING    ABDOMI- 
NAL   SECTION.       BY  J.  M.  BALDY,  M.D. 

(See  page  467). 

MY      recent     ureteral      WORK.         BY 

HOWARD  A.  KELLY,  M.D.     (See  page 

469). 

discussion. 
Dr.  Willy  Meyer,  New  York  : 

I  rise  with  considerable  difficulty  to  open 
the  discussion  on  Dr.  Kelly's  paper.  It  is 
the  first  time  that  I  am  with  you.  In  the  first 
place,  permit  me  to  thank  you  for  the  kind 
invitation  which  you  tendered  me  through 
your  Secretary.  I  deem  it  a  great  honor  to 
be  with  you  to-night  and  to  participate  in 
your  scientific  work,  and  it  was  to  me  a  great 
pleasure  to  be  able  to  listen  to  the  paper  of 
Dr.  Kelly.  We  all  know  and  have  followed 
the  work  which  Dr.  Kelly  has  been  doing  for 
so  many  years.  We  know  of  that  work  in 
which  he  tried  to  palpate  the  ureters  in  the 
female,  and  did  it  with  success.  We  know  of 
his  modification  of  Pawlik's  ureteral  catheter, 
of  his  incision  of  the  ureter  through  the 
vagina  for  stricture,  and  of  many  others  of 
his  respective  works.  To-day  we  have  to 
thank  him  that  he  has  given  us  the  result  of 
his  further  experience  in  ureteral  work. 

The  surgery  of  the  ureter  is  still  in  its  in- 
fancy, not  so  much  on  account  of  the  diffi- 
culty of  reaching  the  ureter  in  its  various 
portions  with  the  knife,  but  more  especially 
on  account  of  the  extreme  difficulty  in  mak- 
ing a  strict,  distinct  diagnosis.  As  a  general 
surgeon,  I  naturally  look  at  ureteral  work 
from  a  slightly  different  standpoint  than  does 
Dr.  Kelly.  I  fully  acknowledge  the  value  of 
what  has  been  done.     But  the  general  sur- 


geon wants  to  diagnose  ureteral  and  kidney 
disease  not  only  in  the  female,  but  he  also 
wants  to  do  it  in  the  male.  I  am  fully  con- 
vinced that  so  far  as  the  male  subject  is  con- 
cerned, this  will- be  brought  to  the  profession 
by  the  cystoscope. 

Permit  me,  first,  to  briefly  consider  what 
surgical  diseases  of  the  ureter  are  known  to 
us  in  the  female  and  in  the  male.  We  have, 
I  think,  to  deal  with  these  :  Dilatation  of  the 
entire  ureter,  due  to  stricture  of  the  urethra 
or  hypertrophy  of  the  prostate.  Total  ob- 
struction of  the  ureter  either  by  a  stone  or  by 
coagulated  blood  and  pus  shreds  from  a 
ruptured  abscess  in  one  of  the  pyramids  of 
the  kidney.  Third,  partial  blocking  of  the 
ureter  by  a  stone  which  does  not  entirely  fill 
the  lumen  of  the  ureter.  Fourth,  in  conse- 
quence of  this  partial  blocking  and  the  grad- 
ual working  down  of  the  stone  with  consecu- 
tive local  inflammation,  we  have  stricture  of 
the  ureter.  Then  we  have  ureteritis,  due  to 
pyelitis  or  pyelo-nephritis,  and  tuberculosis, 
in  consequence  of  ascending  or  descending 
tubercular  disease  of  the  urinary  system ;  and 
finally,  there  are  tumors  of  the  ureter,  rather 
tumors  of  the  bladder,  involving  the  lowest 
portion  of  the  ureter,  where  it  passes  through 
the  bladder  in  an  oblique  direction. 

What  means  are  at  our  disposal  for  diag- 
nosing these  diseases  in  the  male  and  in  the 
female  ?  First,  we  have  the  pains  localized 
by  the  patient,  but  these  may  lead  the  sur- 
geon astray.  Second,  we  have  the  careful 
examination  of  the  urine  passed  at  different 
hours  of  the  same  day,  and  on  different  days. 
We  can,  further,  palpate  the  lower  portion 
of  the  ureter,  especially  in  the  female.  In 
the  female,  in  a  certain  percentage  of  cases, 
we  are  able  to  make  a  careful  analysis  of  the 
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urine  from  each  kidney  by  catheterizing  the 
ureters ;  and  lastly,  we  have  the  use  of  the 
cystoscope.  With  regard  to  catheterization 
of  the  ureters,  so  far  we  are  able  to  do  it  only 
in  the  female.  I  am  sure  that  it  requires 
great  personal  dexterity  and  immense  per- 
sonal experience,  such  as  can  only  be 
gathered  by  gentlemen  connected  with  large 
hospitals,  to  engage  the  catheter  in  the  mouth 
of  the  ureter  in  the  greater  percentage  of 
cases.  I  have  seen  such  remarkable  differ- 
ences in  the  position  of  the  mouth  of  the 
ureter  in  the  female  with  the  cystoscope,  that 
I  must  confess  that  it  is  even  more  than  dex- 
terity to  enter  the  mouth  in  the  majority  of 
cases.  I  have  seen  the  ureter  at  openings 
back  in  the  fundus,  where  it  was  difficult  to 
find  them ;  I  have  seen  them  very  close  to  the 
internal  urethral  orifice  ;  I  have  further  seen 
one  of  them  overlaid  by  a  pedunculated 
growth.  In  so-called  prolapse  of  the  ureter, 
where  there  is  irritation  in  the  pelvis  of  the 
kidney,  I  have  had  to  search  for  a  long  time 
before  I  found  the  mouth  of  the  ureter  in  the 
one  side  of  the  prolapse.  In  a  number  of 
cases,  especially  in  unilateral  kidney  disease, 
also,  the  position  of  the  ureteral  opening  on 
the  ureteral  cone  may  be  changed.  I  have 
tried  to  catheterize  the  ureters  in  the  female 
with  the  help  of  the  French  and  Brener's 
cystoscope.  In  three  cases  I  succeeded  in 
entering  them  for  some  distance  with 
the  catheter.  So  far  we  have  no  cysto- 
scope that  will  enable  us  to  do  this 
easily.  I  have  recently  outlined  the  way  in 
which  such  a  cystoscope  should  be  con- 
structed. But  it  will  cost  a  great  deal  of 
time  and  money  to  make  it  in  this  country. 
We  shall  probably  have  to  wait  until  Dr. 
Nitze,  of  Berlin,  makes  up  his  mind  to  make 
one  for  us.  However,  I  am  convinced  that 
we  shall  be  able  to  catheterize  the  ureters  also 
in  the  male  with  the  help  of  the  cystoscope. 
Now,  what  has  been  so  far  achieved  in 
diagnosing  ureteral  disease  with  the  help  of 
the  cystoscopy  ?  Naturally,  taking  also  into 
account  the  different  clinical  symptoms,  I 
think  we  may  say  this :  If  we  see  on  the  one 
side  the  ureteral  cone  and  mouth  of  the 
ureter  not  recede  and  protrude  as  we  see  it 
normally,  but  gaping,  and  if  on  this  side 
there  is  no  fluid  discharged  and  no  movement 
observed  whatsoever,  say  during  a  period  of 
five  to  ten  minutes,  whereas  we  see  the  urine 
normally  escape  from  the  other  ureter,  and  if 


the  clinical  symptoms  coincide,  I  think  we 
have  a  right  to  conclude  that  there  is  total 
obstruction  of  the  ureter.  If  we  see  the 
mouth  of  the  ureter  not  moving  at  all,  but 
find  it  very  wide,  and  the  urine  not  entering 
the  bladder  in  small,  short  jets,  but  in  a  con- 
tinuous tiny  whirl,  I  think  that  we  have  a 
right  to  conclude  that  there  is  dilatation  of 
the  ureter  in  its  entire  length,  provided  the 
clinical  symptoms  explain  this  conclusion. 
If  we  find  that  two  or  three  jets  of  urine  are 
discharged  on  the  healthy  side,  and  only 
rarely  a  longer  muddy  one  on  the  diseased, 
and  this  repeatedly,  I  think  we  have  a  right 
to  diagnose  partial  obstruction  by  a  stone, 
perhaps  also  stricture,  if  the  clinical  symp- 
toms point  to  such  a  trouble.  In  one  case, 
where  I  extracted  a  large  stone  from  the 
upper  portion  of  the  ureter,  I  saw  this  phe- 
nomenon a  number  of  times  in  a  brilliant, 
characteristic  manner. 

I  have  had  a  number  of  instances  in  which 
it  was  demonstrated  that  in  the  female  we 
can  thoroughly  palpate  the  lower  portion  of 
the  ureter.  There  is  a  cord-like  organ  to  be 
felt  which  is  extremely  sensitive  to  pressure, 
and  pressure  on  which  evokes  an  intense 
desire  to  pass  water. 

In  regard  to  Dr.  Kelly's  case  of  tubercu- 
losis, cited  to-night,  I  would  say  that  in  nearly 
all  cases  of  tuberculosis  of  the  kidneys,  where 
there  was  tuberculosis  of  the  ureter,  I  have 
seen  with  the  cystoscope  also  tuberculosis  of 
the  bladder,  generally  ulcerations  or  haemor- 
rhagic  spots  on  the  same  side.  I  fear  that  in 
the  case  reported  by  Dr.  Kelly  tuberculosis 
of  the  bladder  will  appear,  or  is  present  al- 
ready. 

I  personally  have  attacked  the  ureter  with 
the  knife  three  times.  My  firs':  case  was  one 
of  a  young  lady,  in  whom  1  had  performed 
nephrectomy  for  pyonephrosis.  Five  and  one- 
half  weeks  later,  suddenly,  total  suppression 
of  urine  set  in.  The  patient  was  not  very 
sick,  so  I  waited  thirty-six  hours.  But  as  the 
catheter  showed  no  urine  in  the  bladder,  I 
attacked  the  second  kidney  and  incised  the 
ureter  an  inch  and  a  half  below  the  renal 
pelvis.  I  found  the  ureter  entirely  blocked 
by  coagulated  blood  and  pus  shreds.  It  was 
washed  out,  and  finally  a  catheter  passed 
down  into  the  bladder.  The  ureter  was  again 
patent.  The  patient  recovered,  and  is  living 
and  well  two  years  after  the  operation. 

The  second  case  was  that  of  a  young  man 
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with  symptoms  of  intense  renal  colic,  but 
normal  urine.  The  attacks  were  so  intense 
that  I  expected  to  find  a  stone  in  the  ureter, 
or  a  stricture  of  this  organ.  I  opened  the 
ureter  in  the  same  place  as  in  my  first  case, 
and  found  it  normal  in  its  entire  length.  The 
patient  was  relieved  of  the  pain.  I  looked  at 
the  case  as  one  of  nephralgia. 

The  third  case  was  one  involving  the  lower 
end  of  the  ureter,  where  it  traverses  the  wall 
of  the  bladder.  The  operation  was  done  on 
a  patient  with  all  the  symptoms  of  tubercular 
prostatitis.     But   he  had  more  pus  than    I 


thought  could  come  from  the  prostate.  I  in- 
troduced the  cystoscope  and  found  on  the 
right  side  an  immense  tumor,  which  I  show 
here.  I  searched  for  the  mouth  of  the  right 
ureter,  but  could  not  see  it.  The  tumor  was 
removed  by  supra-pubic  cystotomy,  and  an 
inch  and  a  half  of  the  ureter  removed  with  it. 
The  operation  was  done  seven  weeks  ago, 
and  the  patient  is  perfectly  well.  So  far 
there  are  no  symptoms  of  ureteral  stricture. 
Adjourned. 

Harris  A.  Slocum, 

Secretary. 
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Clinical  Prof  essor  of  Dermatology  in  the  Jefferson  Medical  College 
Dermatologist  to  the  Philadelphia  Hospital,  etc. 


Notes  From  Ten  Years'  Service  (413  i  Cases)  at  the  Philadelphia 
Dispensary  for  Skin  Diseases. 


molluscum  contagiosum. 
The  record  of  the  dispensary 
shows  a  total  of  thirty  cases  ;  twenty- 
five  of  these  were  really  seen  at  one 
of  the  "Homes  for  Children,"  but 
belonging  to  the  dispensary  class  they 
were  recorded  in  connection  with  this 
service.  Of  the  thirty  cases  twenty 
were  females.  Those  visited  at  the 
"home"  varied  in  ages  from  3)4  to  8 
years,  and  were  seen  on  two  different 
occasions,  thirteen  at  one  time,  and 
twelve  some  months  or  a  year  later, 
and  in  a  manner  to  strongly  support 
the  belief  in  the  contagiousness  of  the 
disease.^ 


1  See  paper  by  the  writer  in  the  "  Journal  of  Cuta- 
neous and  Genito-Urinary  Diseases,"  for  February, 


The  other  cases  may  be  here  re- 
ferred to  briefly.  In  one  instance  a 
girl  of  12  years  exhibited  several 
lesions  upon  the  hip,  thigh,  and  back, 
and  later  upon  the  face  ;  ac  the  same 
time,  according  to  the  patient's  state- 
ment, her  sister  had  a  single  lesion 
on  the  thigh,  and  her  father  one  upon 
the  neck ;  several  months  afterward 
her  mother  appeared  at  the  dispensary 
with  a  characteristic  lesion  upon  the 
eyelid.  The  youngest  patient  was  a 
child  of  i^  years,  with  two  large  and 
four  small  lesions  in  the  fold  of  the 
neck  ;  a  brother,  the  mother  stated, 
had  four  or  five  similar  lesions  several 
months  previously.  In  the  remaining 
cases,  one  a  boy  of  6  years,  there  were 
about  thirty  lesions  scattered  over  the 
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face,  of  one  to  two  months'  duration  ; 
and  the  other,  a  boy  of  the  same  age, 
there  were  eight  or  nine  lesions  upon 
the  chin,  of  five  weeks'  duration  ;  in 
neither  of  these  cases  was  there  a 
history  of  contagion.  Experimental 
efforts  at  inoculation,  beyond  the  pro- 
duction of  small  inflammatory  papules, 
in  no  wise  significant,  were  unsuc- 
cessful. 

Many  of  the  cases,  in  fact  almost 
all,  tended  after  a  time  to  spontaneous 
recovery.  In  many  a  mild  mercurial 
ointment,  white  precipitate  ointment 
usually,  vigorously  rubbed  in,  was 
used ;  lesions  in  which  there  was  a 
tendency  to  pedunculationwere  either 
snipped  off  or  a  ligature  thrown 
around  them  ;  and  in  a  few  obstinate 
and  large-sized  lesions  a  puncture,  fol- 
lowed by  a  light  cauterization  with  the 
stick  of  silver  nitrate,  or  with  carbolic 
acid  applied  by  means  of  a  pointed 
stick,  was  made. 

ICHTHYOSIS. 

But  thirteen  cases  of  this  affection 
— about  three-tenths  of  i  per  cent. — 
came  under  observation ;  six  males 
and  seven  females.  Of  the  thirteen 
four  were  of  foreign  birth.  In  three 
cases  the  mild  form  of  the  disease 
was  presented,  in  five  cases  the  mod- 
erately well-developed,  and  in  five  the 
well-marked  type.  In  all  it  had  dated 
since  infancy  or  early  childhood  ;  the 
oldest  patient  coming  under  notice 
was  68.  In  one  instance  a  brother  of 
the  patient  had  the  same  disease. 
The  treatment  which  gave  the  great- 
est alleviation  consisted  of  daily  or 
tri-weekly  plain  warm  or  alkaline 
baths  according  to  the  severity  of  the 
case,  with  the  supplemental  use  of  a 
salicylated  ointment,  2  to  5  per  cent, 
strength.   In  two  or  three  of  the  more 


severe  cases  a  small  quantity  of  pre' 
cipitated  sulphur,  ten  to  thirty  grains 
to  the  ounce,  was  added  to  the  oint- 
ment. The  most  satisfactory  oint- 
ment base  was  that  made  up  of  equal 
parts  of  lanolin,  vaselin,  and  lard. 

IMPETIGO    CONTAGIOSA. 

This  disease  was  seen  in  the  pro- 
portion of  3.3  per  cent. — 138  cases. 
Of  these  eighty-seven  were  males, 
and  fifty-one  females.  It  occurreH 
more  frequently  during  the  warm 
months  of  the  year.  It  was,  as  is  well 
known,  essentially  a  disease  of  early 
childhood,  as  the  following  shows  : 
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In  a  few  cases,  more  especially 
when  the  eruption  was  extensive  and 
widely  distributed,  slight  malaise  and 
transitory  febrile  action  were  reported 
as  having  ushered  in  the  outbreak. 
In  many  instances  the  disease  ran 
through  the  children  of  a  family  one 
after  another  ;  while  in  other  families 
several  would  be  attacked  simulta- 
neously. The  site  of  the  eruption  in 
the  103  cases  in  which  it  was  noted 
was  as  follows  : 

Face, 49  cases. 

Face  and  hands 12 

Face  and  limbs 6 

Face  and  scalp 5 

Face,  scalp,  and  hands   ....  5 

Face,  hands,  and  other  parts  ,    .  4 

Face  and  trunk 3 

Face  and  buttock 3 

Face  and  feet i 

Legs 3 

Trunk  and  legs 2 

Trunk  and  limbs 

Hands  and  neck . 

Hands  and  buttocks    .    . 

Scalp . 

Buttock 

Limbs 

D  istribution  more  or  less  general  4 
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In  two  cases,  in  addition  to  the 
eruption  on  the  skin,  one  or  several 
lesions  were  to  be  seen  upon  the  con- 
junctiva ;  these  disappeared,  however, 
without  trace.  In  several  infants,  and 
in  one  or  two  older  children,  the  erup- 
tion was  distinctly  pemphigoid.  In  a 
few  cases  also  some  lesions,  especially 
upon  the  legs,  assumed  an  ecthyma- 
tous  character,  the  eruption  elsewhere 
being  of  the  ordinary  type.  Subject- 
ive symptoms  beyond  a  slight  sore- 
ness were  in  many  cases  absent ;  in 
the  majority,  however,  itching,  variable 
as  to  degree,  was  noted. 

Although  the  disease  usually  ran 
an  acute  course  of  one  or  two  weeks, 
disappearing  spontaneously,  making 
it  difficult  to  measure  the  effect  of 
medication,  yet  it  may  be  stated  that 


treatment  had  a  positive  influence. 
That  which  gave  satisfactory  results 
was  either  an  ointment  of  white  pre- 
cipitate, ten  to  twenty  grains  to  the 
ounce,  or  a  similar  ointment  contain- 
ing five  to  ten  grains  each  of  the 
white  and  the  red  precipitate  to  the 
ounce;  it  was  well  rubbed  into  the 
lesions,  the  crusts,  if  possible,  having 
been  first  removed  with  washings  of 
warm  water  and  soap.  In  cases 
markedly  itchy,  and  in  which,  there- 
fore, excoriations  were  produced,  and 
the  disease  kept  up  by  autoinocula- 
tion,  in  addition  to  the  above  applica- 
tion to  the  lesions  themselves,  a  lotion 
of  boric  acid,  with  one-half  to  one  and 
a  half  drachms  of  carbolic  acid  to  the 
pint,  was  applied  to  the  parts  gen- 
erally. 


SOCIETY  PROCEEDINGS. 


New  York  Academy  of  Medicine — Section  on  Paediatrics. 


Dr.  Henry  D.  Chapin,  Chairman. 
Meeting  of  April  13,  1893. 


Dr.  J.  H.  Fruitnight  presented  a 
case  of  lateral  curvature  of  the  spine 
following  empyema.  The  boy  had 
been  ill  for  eight  weeks  when  first 
seen  by  the  speaker,  the  true  condi- 
tion having  been  unrecognized.  The 
operation  was  performed  on  December 
5,  cocaine  being  used.  A  large  quan- 
tity of  pus  was  evacuated,  but  the 
cavity  was  not  irrigated.  Iodoform 
gauze  and  cotton  were  the  dressings 
used.  The  tube  remained  for  seven 
weeks,  and  pus  continued  to  flow  until 
about  February  i.     The  wound  had 


completely  closed  on  February  17. 
Lung  expansion  was  fairly  good,  but 
marked  lateral  curvature  had  resulted, 
for  which  a  brace  had  been  worn  since 
the  closure  of  the  wound. 

Dr.  W.  L.  Carr  expressed  surprise 
that  so  much  time  had  been  required 
for  closure  of  the  wound,  but  supposed 
it  was  due  to  the  long  duration  of  the 
illness  before  operation.  He  never 
irrigated  the  cavity  unless  the  finger 
had  been  introduced  to  break  down 
adhesions. 

Dr.  J.   Doming   said   that   he   did 
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not  irrigate  unless  the  condition  of 
the  pus  clearly  demanded  an  anti- 
septic. 

Dr.  F.  M.  Crandall  said  that  fre- 
quent irrigation  distended  the  cavity 
and  broke  down  adhesions  and  delayed 
closure.  He  had  abandoned  the  prac- 
tice unless  indicated  by  the  septic 
condition  of  the  pus. 

Dr.  H.  Koplik  said  that  drainage 
was  the  primary  indication,  hence  it 
was  wise  to  remove  a  portion  of  the 
bone,  and  to  use  a  very  large-sized 
tube  to  allow  the  free  flow  of  thick 
pus  and  fibrin. 

Dr.  B.  Scharlau  said  that  he  had 
operated  on  130  cases  of  empyema. 
He  usually  resected  a  rib,  and  used  a 
tube  of  large  size,  and  did  not  irrigate 
unless  there  was  a  fetid  odor  to  the 
pus.  He  then  used  a  very  bland  anti- 
septic solution.  The  sooner  the  case 
was  cured  the  less  was  the  liability  of 
lateral  curvature.  He  believed  that 
the  long  duration  of  the  illness  was 
the  cause  of  the  curvature  in  this  case. 
He  had  seen  an  incision  closed  in 
eleven  days. 

Dr.  J.  H.  Fruitnight  also  disap- 
proved of  irrigating,  and  believed  that 
deformity  in  this  case  was  due  to  the 
long  duration  of  the  pus  in  the  pleural 
cavity. 

DIFFERENTIAL  DIAGNOSIS  OF  THE 
VARIOUS  FORMS  OF  CONVULSIONS 
IN    YOUNG    CHILDREN. 

Dr.  Landon  Carter  Gray  in  discuss- 
ing this  subject  said  that  it  involved 
the  consideration  of  a  large  number 
of  diseases,  for  a  convulsion  is  a  symp- 
tom, and  not  in  itself  a  disease.  A 
broad  general  classification  of  convul- 
sions might  be  made  into  organic  and 
functional.  We  know  very  little  of 
•cerebellar  disease   in  the  child,  and 


our  attention  must  be  directed  en- 
tirely to  the  cerebrum.  In  the  organic 
class  are  the  convulsions  due  to  men- 
ingitis, encephalitis,  meningo-enceph- 
alitis,  and  hydrocephalus.  An  or- 
ganic lesion  may  be  suspected  when 
there  is  paralysis  of  some  function  of 
the  cerebrum,  as  of  sight  or  hearing. 
Cerebral  haemorrhage  may  alone  cause 
convulsions,  and  may  be  local  or  wide- 
spread. Organic  lesions  in  the  brain 
may  cause  convulsions,  and  may  also 
impair  mental  power.  Recently  much 
has  been  said  regarding  the  possibility 
of  mental  disturbance  due  to  prema- 
ture ossification  of  the  bones  of  the 
skull.  Lannelongue's  operation  has 
become  a  fad.  It  is  useless,  however, 
where  there  is  distinct  evidence  of  an 
organic  lesion,  as  paralysis,  blindness, 
or  deafness.  It  can  be  of  value  only 
when  the  mental  power  alone  is  re- 
duced. 

A  most  interesting  subject  is  that 
of  functional  convulsions.  Chorea 
is  sometimes  mistaken  for  disor- 
ders of  convulsive  nature.  Chorea 
appears  under  two  forms.  In  the  one 
the  movements  are  fibrillary  and  very 
quick  in  their  occurrence  and  beyond 
the  control  of  the  patient ;  in  the 
other  the  motions  are  more  gradual 
and  wormlike.  Experiments  have 
recently  been  made  regarding  the 
convulsions  due  to  digestive  disturb- 
ance. It  has  been  found  that  the 
normal  putrefaction  which  always  oc- 
curs during  digestion  sometimes  be- 
comes abnormal  or  irritative.  In  these 
cases  the  patient  is  slightly  dyspeptic, 
and  indican  may  be  detected  in  the 
urine.  These  investigations  are  inter- 
esting and  important,  as  they  throw 
light  upon  facts  which  have  long  been 
known  regarding  the  close  association 
of    digestive   disorders    and   convul- 
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sions.  Peripheral  irritation  has  long 
been  considered  a  cause  of  convul- 
sions. There  is  no  positive  proof  that 
ovarian  disease  ever  of  itself  causes 
convulsions.  Removal  of  the  disorder 
is  rarely  followed  by  more  than  tem- 
porary relief.  True  epilepsy  is  marked 
by  paroxysms  which  occur  in  series. 
This  fact  must  be  considered  in  dis- 
cussing the  disease,  and  in  drawing 
conclusions  regarding  the  treatment. 
No  one  can  say  at  what  period  epi- 
lepsy is  cured.  The  convulsions  some- 
times appear  months  or  even  years 
after  a  cure  has  apparently  been 
effected. 

PATHOLOGY   AND  TREATMENT    OF    SIM- 
PLE   ECLAMPSIA    IN    CHILDREN. 

Dr.  H.  W.  Berg  said  that  it  was 
illogical  to  discuss  the  pathology  of 
convulsions,  because  they  are  symp- 
toms, and  not  a  disease.  Idiopathic 
eclampsia  never  occurs.  In  general 
terms,  eclampsia  is  :  (i)  Febrile;  (2) 
reflex;  (3)  toxsemic.  The  first  of 
these  is  of  most  frequent  occurrence. 
It  is  proved  by  experiments  that  cere- 
bral anaemia,  followed  by  sudden  hy- 
peraemia,  is  an  active  cause  of  convul- 
sions. In  young  children  the  nervous 
system  is  in  a  state  of  uncertain 
equilibrium.  A  slight  cause  will 
precipitate  excessive  mental  disturb- 
ances. At  the  onset  of  acute  diseases, 
a  convulsion  in  a  child  frequently 
takes  the  place  of  a  chill  in  the  adult. 
It  is  known  that  irritation  of  certain 
areas  of  the  brain  produces  fever,  and 
irritation  of  certain  other  areas  pro- 
duces convulsive  movements.  These 
areas  are  closely  associated,  and  the 
relation  of  one  to  the  other  seems  to 
be  very  close.  Fever  itself  is  be- 
lieved by  many  to  be  an  active  excit- 
ing cause  of  eclampsia.     The  author 


believes  that  in  the  onset  of  acute 
disease  the  convulsions  are  due  to  the 
fever,  and  not  to  any  toxaemic  con- 
dition. 

Among  reflex  convulsions  dentition 
is  the  most  frequent  exciting  cause. 
Toxaemic  eclampsia  occurs  in  pneu- 
monia, scarlet  fever,  laryngitis  and 
numerous  other  conditions.  Children 
have  frequently  been  known  to  have 
convulsions  upon  nursing  immediately 
after  the  mother  has  received  some 
nervous  shock. 

Treatment  must  depend  upon  the 
exciting  cause.  Fever  must  not  be 
overlooked.  Eighty  per  cent,  of 
eclampsia  is  accompanied  by  fever. 
Reduction  of  temperature  is  one  of 
the  first  and  most  important  indica- 
tions. This  may  be  accomplished  by 
the  wet  pack,  tepid  bath,  or  the  use 
of  an  antipyretic.  Antipyrine  and 
antifebrine  may  be  given  in  full  doses. 
These  are  more  important  than  the 
antispasmodics.  Of  these  latter  drugs 
bromides  and  chloral  are  of  the  chief 
importance.  An  emetic  and  a  cathar- 
tic should  also  be  given. 

TO    WHAT    EXTENT    CAN     EPILEPSY     BE 
PREVENTED     BY     EARLY     DIAGNOSIS 
,    AND    TREATMENT.? 

Dr.  Graeme  M.  Hammond  read  a 
paper  on  this  subject.  The  early 
recognition  of  epilepsy  is  of  great  im- 
portance, for  the  nervous  system  is 
always  injured  by  a  convulsion.  In  a 
large  proportion  of  cases  of  epilepsy, 
it  will  be  found  that  convulsions  had 
occurred  during  infancy.  The  form 
of  epilepsy  known  as  petit  mal  is. 
especially  liable  to  be  overlooked.  It 
is  characterized  by  brief  attacks  of 
giddiness,  a  sudden  sense  of  fear, 
twitching  of  certain  muscles,  loss  of 
voice,  or  indescribable  cardiac  sensa- 
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tions.  More  common  than  these  is  a 
momentary  fixed  stare.  A  child  who 
falls  frequently  without  cause  should 
receive  immediate  attention.  Up  to 
the  age  of  seven  years  the  brain  grows 
with  great  rapidity.  Attacks  of  this 
character  decidedly  retard  its  growth. 
There  is  a  strong  tendency  for  func- 
tional disorders  of  the  brain  to  be- 
come organic,  for  the  delicate  brain 
cells  are  easily  changed.  The  earlier 
treatment  is  begun,  the  better  the 
chance  of  cure.  The  family  physician 
meets  these  cases  first,  and  should  be 
able  to  recognize  them  at  once.  It 
would  be  wise  for  him  to  instruct  the 
mothers  regarding  these  symptoms 
when  a  neuropathic  family  tendency 
is  present. 

The  usual  cause  of  convulsions  is 
rachitis  and  defective  digestion. 
There  is  in  some  families  and  in- 
dividuals a  strong  neuropathic  predis- 
position to  convulsions.  This  should 
be  taken  into  consideration  as  well  as 
the  exciting  cause.  A  convulsion 
should  never  be  considered  as  unim- 
portant, for  no  one  can  foresee  what 
results  may  follow. 

The  convulsive  tendency  should  be 
combatted  by  training  of  body  and 
training  of  mind,  and  by  proper  diet. 
Skim  milk,  peptonized  and  sterilized, 
if  necessary,  should  be  a  large  part 
of  the  diet  to  three  years,  nitrogenous 
food  being  omitted  for  one  year  and 
resumed  cautiously.  Bromides  still 
hold  their  place.  No  other  drug  gives 
so  uniform  and  certain  relief.  In  rare 
cases  of  petit  mal  bromides  act  badly. 
Strychnia  and  phosphorous  are  to  be 
then  selected.  Anemia  should  be 
vigorously  combatted  by  proper  ton- 
ics. Treatment  should  be  continued 
for  at  least  one  and  a  half  or  two 
years  after  the  last  seizure.     If  the 


case  is  severe,  it  should  be  continued 
for  four  years.  It  need  not  be  con- 
tinued, but  should  be  given  for  five 
or  six  weeks  with  intervals  of  two 
months.  The  amount  administered 
should  be  just  sufficient  to  do  the 
work,  the  bad  results  of  overdosing 
being  avoided.  Five  grains  to  fifteen 
grains  three  times  a  day  are  usually 
sufificient,  and  will  not  retard  mental 
and  physical  growth. 

Dr.  W.  L.  Carr  believed  that  the 
term  eclampsia  should  be  limited  to 
convulsions  with  no  gross  lesion. 
Rickets  is  a  predisposing  cause  in  a 
large  number  of  cases.  Dentition 
alone  with  these  conditions  may  cause 
eclampsia,  but  it  is  doubtful  if  it  ever 
does  so  alone.  Eclampsia  at  the  out- 
set of  a  disease  is  less  serious  than 
when  it  occurs  in  the  later  stages. 

Dr.  J.  Doming  did  not  believe  that 
dentition  ever  causes  eclampsia.  Con- 
vulsions tend  to  terminate  in  a  short 
time,  and  too  much  must  not  be  at- 
tributed to  treatment.  Indigestion  in 
rachitic  children  is  the  most  frequent 
cause.  In  urgent  cases  chloroform  is 
indicated.  In  ordinary  cases  chloral 
is  by  all  means  the  most  efficient 
drug.  It  is  best  to  give  one  full  dose 
rather  than  smaller  repeated  doses. 
It  rarely  happens  in  simple  eclampsia 
that  more  than  one  full  dose  is  re- 
quired. It  should  be  given  by  rec- 
tum, and  a  child  of  two  years  may 
take  ten  grains.  Morphine  is  only 
indicated  in  uraemic  eclampsia. 

The  Chairman  referred  to  the  fact 
that  ordinary  eclampsia  is  pyretic  in 
a  very  large  proportion  of  cases. 

Dr.  J.  Lewis  Smith  believed  that 
indigestion  was  the  cause  of  convul- 
sions in  most  cases  of  eclampsia.  He 
treats  it  by  reducing  the  fever,  apply- 
ing cold  to  the  head,  and  by  the  use 
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of  large  doses  of  bromide  of  sodium. 
He  sometimes  gives  five  grains  at 
one  year,  repeated  every  five  minutes 
for  three  or  four  doses.  He  also  uses 
chloral,  administering  three  to  five 
grains  by  the  rectum. 

Dr.   J.    E.   Winters   believed   that 


giving  instruction  to  mothers  regard- 
ing petit  mal  would  cause  unneces- 
sary nervousness  and  anxiety. 

Dr.  H.  Koplik  believed  that  denti- 
tion was  an  extremely  rare  cause  of 
eclampsia. 


The  Pan-American  Medical  Congress. 
Section  on  Diseases  of  Children. 


The  organization  of  this  Section  is 
complete,  and  the  work  of  arranging 
a  programme  is  well  advanced.  Nu- 
merous valuable  papers  have  been 
promised,  and  the  success  of  the 
meeting  is  assured.  Physicians  inter- 
ested in  diseases  of  children  are  cor- 
dially invited  to  attend  these  meet- 
ings, which  give  promise  of  great 
interest  both  to  the  specialist  and 
general  practitioner.  '  Any  American 
physician  desiring  to  read  a  paper 
will  please  communicate  at  once  with 
the  secretary,  who  will  be  pleased  to 
furnish  all  needed  information. 

Executive  president :  Dr.  John  M. 
Keating,  Colorado  Springs,  Colorado. 

Secretaries  :  Dr.  F.  M.  Crandall 
{English-Speaking),  No.  113  W.  95th 
St.,  New  York,  N.  Y. ;  Dr.  Damaso 
Laine  (Spanish-Speaking),  Media, 
Pa. 

Honorary  Presidents :  Dr.  S.  S. 
Adams,  Washington ;  Dr.  A.  D. 
Blackader,     Montreal,    Canada;    Dr. 


Sam'l  C.  Busey,  Washington;  Dr. 
Charles  Warrington  Earle,  Chicago  ; 
Dr.  F.  Forchheimer,  Cincinnati ;  Dr. 
L.  Emmet  Holt,  New  York ;  Dr.  A. 
V.  Meigs,  Philadelphia;  Dr.  W.  P. 
Northrup,  New  York ;  Dr.  J.  O'Dwyer, 
New  York  ;  Dr.  C.  I.  Putnam,  Bos- 
ton ;  Dr.  T.  M.  Rotch,  Boston ;  Dr. 
J.  Lewis  Smith,  New  York;  Dr.  Louis 
Starr,  Philadelphia;  Dr.  J.  E. Winters, 
New  York ;  Dr.  Jesus  Valenzuela, 
City  of  Mexico  ;  Dr.  I.  N.  Love,  St. 
Louis,  Missouri. 
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The  Danger  of  Using  Carbolic  Acid  and  Its  Derivatives  with 

Children. 


A  TIMELY  note  of  warning  was 
given  by  Simon  {La  Mid.  Moderne^ 
March  18,  1893),  at  the  Hospital  des 
Enfants-Malades,  when  he  called  at- 
tention to  the  ease  with  which  chil- 
dren are  poisoned  by  this  acid  and  its 
derivatives.  He  does  not,  however, 
include  all  of  them.  The  salicylate 
of  bismuth  and  salol  are  the  two  best 
borne,  and  no  case  is  reported  of  their 
poisonous  action.  The  use  of  this 
acid  in  dressings  of  wounds  is  dan- 
gerous ;  this  he  illustrates  by  a  case 


in  which,  after  a  large  wound  dressed 
with  carbolic  solutions  and  carbolized 
gauze,  there  appeared  the  following 
day  nausea,  vomiting,  pallor,  and  head- 
ache.  Pus  was  suspected,  but  the 
examination  of  the  urine,  its  black 
color,  showed  the  source  of  trouble ;: 
there  had  been  absorption  from  the 
dressings  of  carbolic  acid.  He  warns- 
especially  against  its  use  and  that  of 
chlorate  of  potassium  in  cases  of 
diphtheria. 


A  New  Method  of  Treating  Congenital  Torticollis. 


LoRENz  {La  Tribune  MSd.,  March 
9,  1893),  described  a  new  method  of 
performing  this  operation  before  the 
Royal  Medical  Society  of  Vienna.  It 
consisted  in  :  (i)  The  section  through 
an  open  wound,  but  with  as  small  an 
incision  as  possible,  of  the  two  seg- 
ments of  the  sterno-mastoid,  of  its 
fibrous  sheath,  and  of  all  the  fibrous 
bands  on  the  concave  side  of  the 
neck.  After  section  the  wound  is 
entirely  closed  and  an  antiseptic 
dressing  applied  with  pressure.  (2)The 
correction  of  the  scoliosis  is  accom- 
plished while  the  patient  is  recovering 
from  the  anaesthesia.  The  force  applied 
must  be  sufficient,  though  gradual  and 
continuous.  It  should  accomplish  in  one 
seance  the  distension  of  the  ligaments 
on  the  concave  side,  and  should  make 


the  concavity  a  convexity.  The  cor- 
rection should  not  be  considered  suffi- 
cient until  the  ear  of  the  sound  side 
touches  the  shoulder  of  that  side. 
(3)  The  application  of  a  bandage 
which  holds  the  head  in  a  posture 
opposite  to  the  original  deformity  for 
a  period  of  eight  to  ten  days.  At  the 
end  of  this  time  the  wound  is  healed,, 
the  bandages  are  removed  and  appro- 
priate gymnastic  exercises  com- 
menced. 

The  author  has  cured  twelve  chil- 
dren by  this  method,  and  presented 
one  case  that  had  had  several  unsuc- 
cessful tenotomies  performed  before 
this  method  was  tried  with  success. 

The  original  part  of  this  method  is 
the  orthopaedic  treatment  of  the 
operation.   It  is  harmless  in  any  case. 
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The  Contagiousness  of  Diphtheria. 


GoTTSTEiN,  of  Berlin  {La  Tribime 
Med.,  February  i6,  .1893),  in  review- 
ing fifty  cases  of  diphtheria,  whose 
source  of  contagion  he  had  carefully 
observed,  finds  that  of  these  cases 
more  than  half  were  in  patients  under 
6  years,  fifteen  between  that  age  and 
ten,  and  the  remainder  including  two 
adults  over  that  age.  The  diagnosis 
was  in  all  cases  confirmed,  both  bac- 
teriologically  and  by  the  clinical 
symptoms  and  course  of  the  disease- 
There  was  an  attendant  mortality  of 
2iZ  per  cent.  From  the  aetiological 
standpoint  it  was  curious  to  note  that 
a  grave  form  of  this  disease  had  so 
frequently  been  present  among  the 
immediate  and  remote  ancestors  of 
the  patients  as  to  almost  make  ten- 
able the  idea  of  an  hereditary  predis- 
position. In  regard  to  contagion 
among  the  eighty-five  brothers  and 
sisters   of    these    patients,    eighteen 


children  and  three  adults  had  been 
infected  from  fourteen  cases,  while 
there  was  no  contagion  from  the 
remaining  thirty-six  cases.  The  in- 
fection occurred  four  times  in  the 
first  twenty-four  hours,  five  times  at 
the  end  of  three  or  four  days,  and  five 
times  after  a  longer  period,  varying 
from  two  to  six  weeks.  In  the 
majority  of  cases  isolation  was  of 
seemingly  little  value  in  preventing 
contagion,  while  in  one  case  in  which 
there  was  no  isolation,  five  children 
lying  in  the  same  room  were  not  in- 
fected. In  cases  of  secondary  infec- 
tion there  was  a  marked  tendency  to 
a  malignant  form  of  the  disease. 

The  author  believes  that  these 
cases  show  that  the  contagion  of 
diphtheria  is  much  less  than  has  been 
supposed,  and  less  than  that  of 
measles  or  scarlatina. 


The  Therapeutic  Value  of  Barium  Chloride  in  Scrofulosis, 
Especially  in  Its  Intestinal  Form. 


Letti  {A  rchiv  fur  Kinderheilkimdey 
Band  15,  Heft  Hi  and  iv)  after  study- 
ing 72  children,  aged  from  2  to  12 
years,  who  had  been  treated  by 
chloride  of  barium  in  doses  of  from 
Yo  grain  to  3>^  grains,  once  or  twice 
daily,  concludes : 

That  the  chloride  of  barium  is  no 
specific  for  tabes  mesenterica,  and  is 
much  less  an  antiscrofulosum,  but 
that  it  is  capable  under  certain  con- 
ditions to  cure  the  intestinal  catarrh 
of  scrofulous  children.  In  thirty-five 
cases  of  intestinal  catarrh  in  torpid 


scrofulous  children,  twenty-five  were 
cured  ;  in  the  irritative  form  it  is  of  no 
value,  and  harmful.  In  emphatic  tabes 
mesenterica  it  is  of  no  use.  It  is  best 
given  shortly  before  the  meals.  Dur- 
ing the  first  three  or  four  days  the 
diarrhoea  becomes  more  excessive  ;  it 
then  begins  to  decrease  in  severity 
and  in  three  or  four  weeks  recovery 
takes  place.  In  unfavorable  cases 
the  diarrhoea  and  general  symptoms 
increase  in  severity.  Barium  chloride 
acts  as  an  irritant  which  renders  the 
chronic  catarrh  of  the  gut  again  acute. 
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A  Comparative   Study  of  690  Cases  of  Tracheotomy  and  Intubation 

in  Diphtheria. 


Taking  the  cases  treated  in  the 
Children's  Hospital  at  Ziirich,  between 
the  years  1874  and  1891,  Baer  {Deut. 
Zeitschr.  fur  CJiir.,  Band  xxxv,  Heft. 
3  und  4,  December,  1892)  makes  a 
critical  and  comparative  study  of  the 
methods  and  results  obtained.  The 
mortality  was  43.8  per  cent,  in  the 
690  cases.  According  to  whether 
tracheotomy  or  intubation  were  per- 
formed, in  the  years  1874  to  1888 
and  1888  to  1891,  the  mortality  was 
respectively  45.3  per  cent,  and  39  per 
cent.  But  in  the  latter  period  there 
were  a  greater  number  of  pharyngo- 
laryngeal  cases,  and  since  the  mor- 
tality is  greater  in  these  cases,  the 
actual  mortality  during  the  intubation 
period  was  8  per  cent,  better. 

These  better  average  results  the 
author  believes  to  be  due  not  to  the 
earlier  operation,  but  to  the  form  of 
operation  itself,  anS  especially  in 
patients  of  the  earliest  years.  Sex 
apparently  has  no  effect  either  as  re- 
gards prognosis  or  the  course  of  the 
•disease  after  operation.  The  author 
believes  that  the  intubation  method  is 
not  a  rival  of  the  treatment  by  trache- 
otomy, but  a  resource  of  less  danger 
and  more  easily  agreed  to  by  the 
parents  of  the  patient,  while  he  re- 
serves tracheotomy  for  the  last  resort, 
oftentimes  indeed  following  intuba- 
tion, but  in  special  cases  preceding  it, 
and  being  the  only  method.  His  con- 
clusions, arrived  at  after  the  experience 
and  results  shown  by  690  reported 
cases,  he  sums  up  as  follows,  giving 
as  his  indications   and  contraindica- 


tions for  the  use  of  tracheotomy  :  (i) 
There  are  not  as  many  contraindica- 
tions as  have  been  formerly  insisted 
upon,  his  statistics  showing  that  the 
spread  of  the  disease  into  the  trachea 
is  not  a  contraindication  ;  (2)  Feeble 
children  should  have  intubation,  as 
their  chances  are  lessened  by  wound 
complications ;  (3)  Cases  in  which 
death  is  impending  require  trache- 
otomy or  intubation  with  short  tubes ; 
(4)  When  superior  tracheotomy  cannot 
be  performed,  it  is  preferable  to  use 
intubation  on  account  of  its  shorter 
duration.  He  considers  these  as  the 
indications  for  secondary  tracheotomy 
following  after  intubation :  (i)  In 
cases  which  occur  very  seldom,  where 
masses  of  loose  or  floating  membrane 
prevent  respiration  even  after  laryn- 
geal aspiration ;  (2)  When  laryngeal 
and  tracheal  stenosis  persist  after 
intubation  has  been  performed ;  (3) 
Where  coughing  up  of  the  tube  occa- 
sions a  threatened  asphyxia.  His 
indications  for  a  primary  tracheotomy 
and  contraindications  for  intubation 
are:  (i)  Complete  closure  of  the 
naso-pharyngeai  space  through  swell- 
ing and  the  extensive  formation  of 
membranous  deposits  on  the  mucous 
membrane  of  the  pharynx  and  tonsils ; 
(2)  Intense  oedema  of  the  glottis  ;  (3) 
Complication  by  the  presence  of  a 
retro-pharyngeal  abscess ;  (4)  In  cases 
where  the  short  tube  cannot  be  used. 
He  also  recommends  intubation  for 
cases  of  chronic  stenosis  after  injuries, 
burns,  etc.,  reporting  two  successful 
cases  of  this  treatment. 
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Rcsorcin  in  Whooping-Cough. 


At  a  meeting  of  the  Boston  Society 
for  Medical  Improvement  (Medical 
and  Surgical  Journal,  Boston,  Febru- 
ary 27,  1890),  the  use  of  resorcin  by 
inhalation,  in  the  treatment  of  whoop- 
ing-cough, was  referred  to  by  Dr. 
Farlow,  and   two  cases   reported   in 


which  this  treatment  had  resulted  in 
cure  in  one  week.  Farlow  stated  that 
he  was  not  sure  that  the  resorcin  also 
favorably  influences  the  accompanying 
bronchitis  He  used  a  2  per  cent, 
solution,  spraying  it  well  into  the  nose, 
pharynx  and  larynx  every  two  hours. 


Treatment  of  Pertussis  with   Codein. 


Dr.  Soltmann  {JahresbericJit  des 
Wilhehn  -  Augusta  -  Kinder  -  Hospital 
fur  das  Jahr  1889)  believes  to  have 
found  in  codein  a  remedy  which  renders 
the  cough  of  pertussis  milder,  lessens 
the  paroxysms,  and  is  much  less  dan- 
gerous than  morphia. 

A   dose    of    \    grain    of    morphia 


represents  nearly  y^,  grain  codein. 
Soltmann  uses  the  following  formula  : 
B.     Codein  gr.  iij. 

Alcohol  ^iss  72. 

Syrup  q.  s.  ad.  "^xx].  M. 

SiG. — 3iv  {yi  gr.  codein)  added 
to  an  ounce  of  water  and  adminis- 
tered in  divided  doses  during  the 
48  hours. 


Gastric  Ulcer  in  a  Child  2y^  Years  Old. 


CoLGAN  {Medical  News,  lxi,  p.  408, 
1892)  reports  the  following  interest- 
ing case.  The  patient  was  a  girl,  2>^ 
years  old,  and  when  seen  by  Colgan 
was  suffering  with  spasms.  The  tem- 
perature was  106°,  pulse,  about  150, 
rather  full  and  tense ;  the  breathing 
was  stertorous ;  all  the  voluntary 
muscles  were  in  active  contraction. 
There  was  also  involuntary  evacua- 
tions from  the  bladder  and  rectum. 

The  child  gave  a  history  of  having 
been  perfectly  well  until  the  morn- 
ing of  the  day  she  was  seen,  when 
she  complained  of  not  feeling  well. 
There  was  no  vomiting,  and  no  com- 
plaint of  pain.  The  convulsions  were 
readily  controlled,  and  consciousness, 
which  had  been  lost  from  the  begin- 
ning of  the  attack,  was  beginning  to 


return  when  another  convulsion  oc- 
curred, apparently  limited  to  the  dia- 
phragm, and  soon  terminating.  She 
died  soon  after. 

The  autopsy  showed  a  perforating 
ulcer  of  the  stomach.  The  ulcer  was- 
on  the  posterior  wall  at  the  cardiac 
extremity  close  to  the  greater  curva- 
ture. In  some  places  there  was  an 
entire  loss  of  substance,  the  floor  of 
the  ulcer  being  made  up  only  of  peri- 
tonaeum. There  was  thickening  of 
other  parts  of  the  stomach,  especially 
on  the  anterior  wall,  extending  to  the 
lower  curvature. 

The  cause  of  the  ulcer  in  this  case 
was,  likely,  chronic  gastric  catarrh. 
The  stomach  was  thickened  in  several 
places,  and  the  mucous  membrane 
swollen. 
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In  collecting,  enforcing  and  adding 
to  the  evidence  accumulated  upon 
this  most  serious  subject,  I  would  not 
be  understood  to  imply  that  there 
exists  a  doubt  in  the  mind  of  any 
well-informed  member  of  the  medical 
profession  as  to  the  fact  that  puer- 
peral fever  is  sometimes  communi- 
cated from  one  person  to  another, 
both  directly  and  indirectly.  In  the 
present  state  of  our  knowledge  upon 
this  point  I  should  consider  such 
doubts  merely  as  a  proof  that  the 
sceptic  had  either  not  examined  the 
evidence,  or,  having  examined  it, 
refused  to  accept  its  plain  and  un- 
avoidable consequences.  I  should  be 
sorry  to  think,  with  Dr.  Rigby,  that  it 
was  a  case  of   "oblique  vision;"    I 
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should  be  unwilling  to  force  home 
the  argttmentum  ad  hominem  of  Dr. 
Blundell,  but  I  would  not  consent  to 
make  a  question  of  a  momentous  fact, 
which  is  no  longer  to  be  considered 
as  a  subject  for  trivial  discussions, 
but  to  be  acted  upon  with  silent 
promptitude.  It  signifies  nothing  that 
wise  and  experienced  practitioners 
have  sometimes  doubted  the  reality 
of  the  danger  in  question ;  no  man 
has  the  right  to  doubt  it  any  longer. 
No  negative  facts,  no  opposing 
opinions,  be  they  what  they  may  or 
whose  they  may,  can  form  any  answer 
to  the  series  of  cases  now  within  the 
reach  of  all  who  choose  to  explore 
the  records  of  medical  science. 

If  there  are  some  who  conceive 
that  any  important  end  would  be 
answered  by  recording  such  opinions, 
or  by  collecting  the  history  of  all  the 
cases   they  could  find  in  which  no 
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evidence  of  the  influence  of  contagion 
existed,  I  believe  they  are  in  error. 
Suppose  a  few  writers  of  authority 
can  be  found  to  profess  a  disbelief  in 
contagion — and  they  are  very  few 
compared  with  those  who  think  dif- 
ferently— is  it  quite  clear  that  they 
formed  their  opinions  on  a  view  of 
all  the  factSi  or  is  it  not  apparent  that 
they  relied  mostly  on  their  own  soli- 
tary experience.^  Still  further,  of 
those  whose  names  are  quoted,  is  it 
not  true  that  scarcely  a  single  one 
could  by  any  possibility  have  known 
the  half  or  the  tenth  of  the  facts 
bearing  on  the  subject  which  have 
reached  such  a  frightful  amount 
within  the  last  few  years  }  Again,  as 
to  the  utility  of  negative  facts,  as  we 
may  briefly  call  them  —  instances, 
namely,  in  which  exposure  has  not 
been  followed  by  disease — although, 
like  other  truths,  they  may  be  worth 
knowing,  I  do  not  see  that  they  are 
likely  to  shed  any  important  light  up- 
on the  subject  before  us.  Every  such 
instance  requires  a  good  deal  of  cir- 
cumstantial explanation  before  it  can 
be  accepted.  It  is  not  enough  that  a 
practitioner  should  have  had  a  single 
case  of  puerperal  fever  not  followed 
by  others.  It  must  be  known  whether 
he  attended  others  while  this  case 
was  in  progress,  whether  he  went 
directly  from  one  chamber  to  others, 
whether  he  took  any  and  what  pre- 
cautions. It  is  important  to  know 
that  several  women  were  exposed  to 
infection  derived  from  the  patient,  so 
that  allowance  may  be  made  for  want 
of  predisposition.  Now,  if  of  negative 
facts  so  sifted  there  could  be  accum- 
ulated a  hundred  for  every  one  plain 
instance  of  communication  here  re- 
corded, I  trust  it  need  not  be  said 
that  we  are  bound  to  guard  and  watch 


over  the  hundredth  tenant  of  our  fold, 
though  the  ninety  and  nine  may  be 
sure  of  escaping  the  wolf  at  its  en- 
trance. If  any  one  is  disposed,  then, 
to  take  a  hundred  instances  of  lives 
endangered  or  sacrificed  out  of  those 
I  have  mentioned,  and  make  it  reason- 
ably clear  that  within  a  similar  time 
and  compass  U71  thousand  escaped 
the  same  exposure,  I  shall  thank  him 
for  his  industry,  but  I  must  be  per- 
mitted to  hold  to  my  own  practical 
conclusions,  and  beg  him  to  adopt  or 
at  least  to  examine  them  also.  Chil- 
dren that  walk  in  calico  before  open 
fires  are  not  always  burned  to  death ; 
the  instances  to  the  contrary  may  be 
worth  recording;  but  by  no  means  if 
they  are  to  be  used  as  arguments 
against  woolen  frocks  and  high  fend- 
ers. 

I  am  not  sure  that  this  paper  will 
escape  another  remark  which  it  might 
be  wished  were  founded  in  justice. 
It  may  be  said  that  the  facts  are  too 
generally  known  and  acknowledged 
to  require  any  formal  argument  or 
exposition,  that  there  is  nothing  new 
in  the  positions  advanced,  and  no 
need  of  laying  additional  statements 
before  the  profession.  But  on  turn- 
ing to  two  works,  one  almost  univer- 
sally and  the  other  extensively  ap- 
pealed to  as  authority  in  this  country, 
I  see  ample  reason  to  overlook  this 
objection.  In  the  last  edition  of 
Dewee's  treatise  on  the  Diseases  of 
Females  it  is  expressly  said,  "  In  this 
country,  under  no  circumstance  that 
puerperal  fever  has  appeared  hitherto, 
does  it  afford  the  slightest  ground  for 
the  belief  that  it  is  contagious."  In 
the  "Philadelphia  Practice  of  Mid- 
wifery "  not  one  word  can  be  found  in 
the  chapter  devoted  to  this  disease 
which  would  lead  the  reader  to  sus- 
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pect  that  the  idea  of  contagion  had 
ever  been  entertained.  It  seems 
proper,  therefore,  to  remind  those 
who  are  in  the  habit  of  referring  to 
these  works  for  guidance,  that  there 
may  possibly  be  some  sources  of  dan- 
ger they  have  slighted  or  omitted, 
quite  as  important  as  a  trifling  irregu- 
larity of  diet,  or  a  confined  state  of 
the  bowels,  and  that  whatever  confi- 
dence a  physician  may  have  in  his 
own  mode  of  treatment,  his  services 
are  of  questionable  value  whenever 
he  carries  the  bane  as  well  as  the 
antidote  about  his  person. 

The  practical  point  to  be  illustrated 
is  the  following :  TJie  disease  known 
as  Puerperal  Fever  is  so  far  contagious 
as  to  be  frequently  carried  from  patient 
to  patient  by  physicians  and  nurses. 

Let  me  begin  by  throwing  out  cer- 
tain incidental  questions,  which,  with- 
out being  absolutely  essential,  would 
render  the  subject  more  complicated, 
and  by  making  such  concessions  and 
assumptions  as  may  be  fairly  sup- 
posed to  be  without  the  pale  of  dis- 
cussion. 

I.  It  is  granted  that  all  the  forms 
of  what  is  called  puerperal  fever  may 
not  be,  and  probably  are  not,  equally 
contagious  or  infectious.  I  do  not 
enter  into  the  distinctions  that  have 
been  drawn  by  authors,  because  the 
facts  do  not  appear  to  me  suflficient 
to  establish  any  absolute  line  of 
demarcation  between  such  forms  as 
may  be  propagated  by  contagion,  and 
those  which  are  never  so  propagated. 
This  general  result  I  shall  only  sup- 
port by  the  authority  of  Dr.  Rams- 
botham,  who  gives  as  the  result  of  his 
experience  that  the  same  symptoms 
belong  to  what  he  calls  the  infectious 
and  the  sporadic  forms  of  the  disease, 
and  the  opinion  of  Armstrong  in  his 


original  essay.  If  others  can  show 
any  such  distinction  I  leave  it  to 
them  to  do  it.  But  there  are  cases 
enough  that  show  the  prevalence  of 
the  disease  among  the  patients  of  a 
single  practitioner  when  the  disease 
was  in  no  degree  epidemic,  in  the 
proper  sense  of  the  term.  I  may 
refer  to  those  of  Mr.  Roberton  and 
of  Dr.  Pierson,  hereafter  to  be  cited, 
as  examples. 

2.  I  shall  not  enter  into  any  dispute 
about  the  particular  mode  of  infection, 
whether  it  be  by  the  atmosphere  the 
physician  carries  about  him  into  the 
sick  chamber,  or  by  the  direct  appli- 
cation of  the  virus  to  the  absorbing 
surfaces  with  which  his  hand  comes 
in  contact.  Many  facts  and  opinions 
are  in  favor  of  each  of  these  modes  of 
transmission.  But  it  is  obvious  that 
in  the  majority  of  cases  it  must  be 
impossible  to  decide  by  which  of 
these  channels  the  disease  is  con- 
veyed, from  the  nature  of  the  inter- 
course between  the  physician  and  the 
patient. 

3.  It  is  not  pretended  that  the  con- 
tagion of  puerperal  fever  must  always 
be  followed  by  the  disease.  It  is  true 
of  all  contagious  diseases  that  they 
frequently  spare  those  who  appear  to 
be  fully  submitted  to  their  influence. 
Even  the  vaccine  virus,  fresh  from 
the  subject,  fails  every  day  to  produce 
its  legitimate  effect,  though  every 
precaution  is  taken  to  insure  its 
action.  This  is  still  more  remarkably 
the  case  with  scarlet  fever  and  some 
other  diseases. 

4.  It  is  granted  that  the  disease 
may  be  produced  and  variously  modi- 
fied by  many  causes  besides  con- 
tagion, and  more  especially  by  epi- 
demic and  endemic  influences.  But 
this  is  not  peculiar  to  the  disease  in 
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question.  There  is  no  doubt  that 
smallpox  is  propagated  to  a  great 
extent  by  contagion,  yet  it  goes 
through  the  same  periods  of  period- 
ical increase  and  diminution  which 
have  been  remarked  in  puerperal 
fever.  If  the  question  is  asked  how 
we  are  to  reconcile  the  great  varia- 
tions in  the  mortality  of  puerperal 
fever  in  different  seasons  and  places 
with  the  supposition  of  contagion,  I 
will  answer  it  by  another  question 
from  Mr.  Farr's  letter  to  the  Regis- 
trar-General. He  makes  the  state- 
ment that  ^^five  die  weekly  of  small- 
pox in  the  metropolis  when  the  dis- 
ease is  not  epidemic,"  and  adds:  "The 
problem  for  solution  is,  Why  do  the  5 
deaths  become  10,  15,  20,  31,  58,  88 
weekly,  and  then  progressively  fall 
through  the  same  measured  steps  } " 

5.  I  take  it  for  granted  that  if  it 
can^be  shown  that  great  numbers  of 
lives  have  been  and  are  sacrificed  to 
ignorance  or  blindness  on  this  point, 
no  other  error  of  which  physicians  or 
nurses  may  be  occasionally  suspected 
will  be  alleged  in  palliation  of  this ; 
but  that  whenever  and  wherever  they 
can  be  shown  to  carry  disease  and 
death  instead  of  health  and  safety, 
the  common  instincts  of  humanity 
will  silence  every  attempt  to  explain 
away  their  responsibility. 

The  treatise  of  Dr.  Gordon,  of 
Aberdeen,  was  published  in  the  year 
1795,  being  among  the  earlier  special 
works  upon  the  disease.  A  part  of 
his  testimony  has  been  occasionally 
copied  into  other  works,  but  his  ex- 
pressions are  so  clear,  his  experience 
is  given  with  such  manly  distinctness 
and  disinterested  honesty,  that  it  may 
be  quoted  as  a  model  which  might 
have  been  often  followed  with  advan- 
tage: 


"This  disease  seized  such  women 
only  as  were  visited,  or  delivered,  by 
a  practitioner,  or  taken  care  of  by  a 
nurse,  who  had  previously  attended 
patients  affected  with  the  disease. 

"I  had  evident  proofs  of  its  infec- 
tious nature,  and  that  the  infection 
was  as  readily  communicated  as  that 
of  the  smallpox  or  measles,  and  oper- 
ated more  speedily  than  any  other 
infection  with  which  I  am  acquainted. 

"I  had  evident  proofs  that  every 
person  who  had  been  with  a  patient 
in  the  puerperal  fever  became  charged 
with  an  atmosphere  of  infection, 
which  was  communicated  to  every 
pregnant  woman  who  happened  to 
come  within  its  sphere.  This  is  not 
an  assertion,  but  a  fact,  admitting  of 
demonstration,  as  may  be  seen  by  a 
perusal  of  the  foregoing  table" — re- 
ferring to  a  table  of  seventy-seven 
cases,  in  many  of  which  the  channel 
of  propagation  was  evident. 

He  adds :  "  It  is  a  disagreeable 
declaration  for  me  to  mention  that  I 
myself  was  the  means  of  carrying  the 
infection  to  a  great  number  of 
women "  He  then  enumerates  a 
number  of  instances  in  which  the 
disease  was  conveyed  by  midwives 
and  others  to  the  neighboring  vil- 
lages, and  declares  that  "These  facts 
fully  prove  that  the  cause  of  the  puer- 
peral fever,  of  which  I  treat,  was  a 
specific  contagion,  or  infection,  al- 
together unconnected  with  a  noxious 
constitution  of  the  atmosphere." 

But  his  most  terrible  evidence  is 
given  in  these  words :    "  I  arrived 

AT  THAT  CERTAINTY  IN  THE  MATTER 
THAT  I  COULD  VENTURE  TO  FORETELL 
WHAT  WOMEN  WOULD  BE  AFFECTED 
WITH  THE  DISEASE  UPON  HEARING 
BY  WHAT  MIDWIFE  THEY  WERE  TO  BE 
DELIVERED,  OR   BY  WHAT  NURSE  THEY 
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WERE  TO  BE  ATTENDED,  DURING 
THEIR  LYING-IN  ;  AND,  ALMOST  IN 
EVERY  INSTANCE,  MY  PREDICTION  WAS 
VERIFIED." 

Even  previously  to  Gordon,  Mr. 
White,  of  Manchester,  had  said:  "  I 
am  acquainted  with  two  gentlemen  in 
another  town,  where  the  whole  busi- 
ness of  midwifery  is  divided  betwixt 
them,  and  it  is  very  remarkable  that 
one  of  them  loses  several  patients 
every  yeai  of  the  puerperal  fever,  and 
the  other  never  so  much  as  meets 
with  the  disorder"  —  a  difference 
which  he  seems  to  attribute  to  their 
various  modes  of  treatment.^ 

})T.  Armstrong  has  given  a  number 
of  instances,  in  his  "Essay  on  Puer- 
peral Fever,"  of  the  prevalence  of  the 
disease  among  the  patients  of  a  single 
practitioner.  At  Sunderland,  "  in  all, 
forty-three  cases  occurred  from  the 
first  of  January  to  the  first  of  Octo- 
ber, when  the  disease  ceased  ;  and  of 
this  number  forty  were  witnessed  by 
Mr.  Gregson  and  his  assistant,  Mr. 
Gregory,  the  remainder  having  been 
separately  seen  by  three  accoucheurs." 
There  is  appended  to  the  London 
edition  of  this  essay  a  letter  from  Mr. 
Gregson,  in  which  that  gentleman 
gays,  in  reference  to  the  great  num- 
ber of  cases  occurring  in  his  practice: 
"The  cause  of  this  I  cannot  pretend 
fully  to  explain,  but  I  should  be  want- 
ing in  common  liberality  if  I  were  to 
make  any  hesitation  in  asserting  that 
the  disease  which  appeared  in  my 
practice  was  highly  contagious,  and 
communicable  from  one  puerperal 
woman  to  another.  It  is  customary 
among  the  lower  and  middle  ranks  of 
people  to  make  frequent  personal 
visits  to  puerperal  women  resident  in 


the  same  neighborhood,  and  I  have 
ample  evidence  for  affirming  that  the 
infection  of  the  disease  was  often 
carried  about  in  that  manner;  and, 
however  painful  to  my  feelings,  I 
must  in  candor  declare  that  it  is  very 
probable  the  contagion  was  conveyed, 
in  some  instances,  by  myself,  though 
I  took  every  possible  care  to  prevent 
such  a  thing  from  happening  the 
moment  that  I  ascertained  that  the 
distemper  was  infectious."  Dr.  Arm- 
strong goes  on  to  mention  six  other 
instances  within  his  knowledge,  in 
which  the  disease  had  at  different 
times  and  places  been  limited,  in  the 
same  singular  manner,  to  the  prac- 
tice of  individuals,  while  it  existed 
scarcely,  if  at  all,  among  the  patients 
of  others  around  them.  Two  of  the 
gentlemen  became  so  convinced  of 
their  conveying  the  contagion  that 
they  withdrew  for  a  time  from  prac- 
tice. 

I  find  a  brief  notice,  in  an  Ameri- 
can journal,  of  another  series  of  cases, 
first  mentioned  by  Mr.  Davies,  in  the 
Medical  Repository.  This  gentleman 
stated  his  conviction  that  the  disease 
is  contagious. 

In  the  autumn  of  1822  he  met  with 
twelve  cases,  while  his  medical  friends 
in  the  neighborhood  did  not  meet 
with  any,  "or  at  least  very  few."  He 
could  attribute  this  circumstance  to 
no  other  cause  than  his  having  been 
present  at  the  examination,  after 
death,  of  two  cases  some  time  pre- 
vious, and  of  his  having  imparted  the 
disease  to  his  patients,  notwithstand- 
ing every  precaution.^ 

Dr.  Gooch  says:  "  It  is  not  uncom- 
mon for  the  greater  number  of  cases 
to  occur  in  the  practice  of  one  man, 


^  On  the  Management  of  Lying-in  Women,  p.  120.  ^  Philadelphia  Medical  Journal  for  1825,  p.  408. 
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while  the  other  practitioners  of  the 
neighborhood,  who  are  not  more  skil- 
ful or  more  busy,  meet  with  few  or 
none.  A  practitioner  opened  the 
body  of  a  woman  who  had  died  of 
puerperal  fever,  and  continued  to 
wear  the  same  clothes.  A  lady  whom 
he  delivered  a  few  days  afterward  was 
attacked  with  and  died  of  a  similar 
disease ;  two  more  of  his  lying-in 
patients,  in  rapid  succession,  met  with 
the  same  fate  ;  struck  by  the  thought 
that  he  might  have  carried  contagion 
in  his  clothes,  he  instantly  changed 
them,  and  met  with  no  more  cases  of 
the  kind.^  A  woman  in  the  country, 
who  was  employed  as  washerwoman 
and  nurse,  washed  the  linen  of  one 
who  had  died  of  puerperal  fever  ;  the 
next  lying-in  patient  she  nursed  died 
of  the  same  disease ;  a  third  nursed 
by  her  met  with  the  same  fate,  till 
the  neighborhood  getting  afraid  of 
her  ceased  to  employ  her.^ 

In  the  winter  of  the  year  1824, 
"  Several  instances  occurred  of  its 
prevalence  among  the  patients  of 
particular  practitioners,  while  others 
who  were  equally  busy  met  with  few 
or  none.  One  instance  of  this  kind 
was  very  remarkable.  A  general 
practitioner,  in  large  midwifery  prac- 
tice, lost  so  many  patients  from  puer- 
peral fever  that  he  determined  to 
deliver  no  more  for  some  time,  but 
that  his  partner  should  attend  in  his 
place.  This  plan  was  pursued  for 
one  month,  during  which  not  a  case 
of  the  disease  occurred  in  their  prac- 
tice. The  elder  practitioner  being 
then  sufficiently  recovered,  returned 
to  his  practice,  but  the  first  patient  he 


^  A  similar  anecdote  is  related  by  Sir  Benjamin 
Brodie  of  the  late  Dr.  John  Clarke.  Lancet,  May  2, 
1840. 

2  An  Account  of  Some  of  the  Most  Important  Dis- 
eases Peculiar  to  Women,  p.  4, 


attended  was  attacked  by  the  disease 
and  died.  A  physician  who  met  him 
in  consultation  soon  afterward  about 
a  case  of  a  different  kind,  and  who 
knew  nothing  of  his  misfortune, 
asked  him  whether  puerperal  fever 
was  at  all  prevalent  in  his  neighbor- 
hood, on  which  he  burst  into  tears 
and  related  the  above  circumstances. 

"Among  the  cases  which  I  saw 
this  season  in  consultation,  four  oc- 
curred in  one  month  in  the  practice 
of  one  medical  man,  and  all  of  them 
terminated  fatally."  ^ 

Dr.  Ramsbotham  asserted,  in  a  lec- 
ture at  the  London  Hospital,  that  he 
had  known  the  disease  spread  through 
a  particular  district,  or  be  confined  to 
the  practice  of  a  particular  person, 
almost  every  patient  being  attacked 
with  it,  while  others  had  not  a  single 
case.  It  seemed  capable,  he  thought, 
of  conveyance,  not  only  by  common 
modes,  but  through  the  dress  of  the 
attendants  upon  the  patient.^ 

In  a  letter  to  be  found  in  the  Lon- 
don Medical  Gazette  for  January, 
1840,  Mr.  Roberton,  of  Manchester, 
makes  the  statement  which  I  here 
give  in  a  somewhat  condensed  form. 

A  midwife  delivered  a  woman  on 
the  4th  of  December,  1830,  who  died 
soon  after  with  the  symptoms  of 
puerperal  fever.  In  one  month  from 
this  date  the  same  midwife  delivered 
thirty  women,  residing  in  different 
parts  of  an  extensive  suburb,  of  which 
number  sixteen  caught  the  disease, 
and  all  died.  These  were  the  only 
cases  which  had  occurred  for  a  con- 
siderable time  in  Manchester.  The 
other  midwives  connected  with  the 
same  charitable  institution  as  the 
woman  already  mentioned,  are  twenty- 


Ibid.^  p.  71. 
i  Lond.  Med.  Gaz.,  May  2,  1835. 
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five  in  number,  and  deliver,  on  an 
average,  ninety  women  a  week,  or 
about  three  hundred  and  eighty  a 
month.  None  of  these  women  had  a 
case  of  puerperal  fever.  "  Yet  all  this 
time  this  woman  was  crossing  the 
other  midwives  in  every  direction, 
scores  of  the  patients  of  the  charity 
being  delivered  by  them  in  the  very 
same  quarters  where  her  cases  of 
fever  were  happening." 

Mr.  Roberton  remarks  that  little 
more  than  half  the  women  she  de- 
livered during  this  month  took  the 
fever ;  that  on  some  days  all  escaped, 
on  others  only  one  or  more  out  of 
three  or  four — a  circumstance  similar 
to  what  is  seen  in  other  infectious 
maladies. 

Dr.  Blundell  says :  "  Those  who 
have  never  made  the  experiment  can 
have  but  a  faint  conception  how  diffi- 
cult it  is  to  obtain  the  exact  truth 
respecting  any  occurrence  in  which 
feelings  and  interests  are  concerned. 
Omitting  particulars,  then,  I  content 
myself  with  remarking,  generally,  that 
from  more  than  one  district  I  have 
received  accounts  of  the  prevalence 
of  puerperal  fever  in  the  practice  of 
some  individuals,  while  its  occurrence 
in  that  of  others,  in  the  same  neigh- 
borhood, was  not  observed.  Some,  as 
I  have  been  told,  have  lost  ten,  twelve, 
or  a  greater  number  of  patients  in 
scarcely  broken  succession  ;  like  their 
evil  genius,  the  puerperal  fever  has 
seemed  to  stalk  behind  them  wherever 
they  went.  Some  have  deemed  it 
prudent  to  retire  for  a  time  from 
practice.  In  fine,  that  this  fever  may 
occur  spontaneously,  I  admit ;  that  its 
infectious  nature  may  be  plausibly 
disputed,  I  do  not  deny ;  but  I  add, 
considerately,  that  in  my  own  family 
I  had  rather  that  those  I  esteemed 


the  most  should  be  delivered,  unaided, 
in  a  stable,  by  the  manger-side,  than 
that  they  should  receive  the  best  help, 
in  the  fairest  apartment,  but  exposed 
to  the  vapors  of  this  pitiless  disease. 
Gossipingfriends,  wet  nurses,  monthly 
nurses,  the  practitioner  himself,  these 
are  the  channels  by  which,  as  I  sus- 
pect, the  infection  is  principally  con- 
veyed." ^ 

At  a  meeting  of  the  Royal  Medical 
and  Chirurgical  Society,  Dr.  King 
mentioned  that  some  years  since  a 
practitioner  at  Woolwich  lost  sixteen 
patients  from  puerperal  fever  in  the 
same  year.  He  was  compelled  to 
give  up  practice  for  one  or  two  years, 
his  business  being  divided  among  the 
neighboring  practitioners.  No  case 
of  puerperal  fever  occurred  afterward, 
neither  had  any  of  the  neighboring 
surgeons  any  cases  of  this  disease. 

At  the  same  meeting,  Mr.  Hutchin- 
son mentioned  the  occurrence  of  three 
consecutive  cases  of  puerperal  fever, 
followed  subsequently  by  two  others, 
all  in  the  practice  of  one  accoucheur.^ 

Dr.  Lee  makes  the  following  state- 
ment :  "  In  the  last  two  weeks  of 
September,  1827,  five  fatal  cases  of 
uterine  inflammation  came  under  our 
observation.  All  the  individuals  so 
attacked  had  been  attended  in  labor 
by  the  same  midwife,  and  no  example 
of  a  febrile  or  inflammatory  disease  of 
a  serious  nature  occurred  during  that 
period  among  the  other  patients  of 
the  Westminster  General  Dispensary, 
who  had  been  attended  by  the  other 
midwives  belonging  to  that  institu- 
tion."^ 

The  recurrence  of  long  series  of 
cases  like  those  I  have  cited,  reported 


*  Lect.  on  Midwifery,  p.  395. 

2  Lancet,  May  2,  1840. 

■^  Lond.  Cyc  of  Pract.  Med.,  Art.  Fever,  Puerperal. 
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by  those  most  interested  to  disbelieve 
in  contagion,  scattered  along  through 
an  interval  of  half  a  century,  might 
have  been  thought  sufficient  to  satisfy 
the  minds  of  all  inquirers  that  here 
was  something  more  than  a  singular 
coincidence.  But  if,  on  a  more  ex- 
tended observation,  it  should  be  found 
that  the  same  ominous  groups  of 
cases,  clustering  about  individual  prac- 
titioners, were  observed  in  a  remote 
country,  at  different  times  and  in 
widely-separated  regions,  it  would 
seem  incredible  that  any  should  be 
found  too  prejudiced  or  indolent  to 
accept  the  solemn  truth  knelled  into 
their  ears  by  the  funeral  bells  from 
both  sides  of  the  ocean — the  plain 
conclusion  that  the  physician  and  the 
disease  entered  hand  in  hand  into  the 
chamber  of  the  unsuspecting  patient. 

That  such  series  of  cases  have  been 
observed  in  this  country,  and  in  this 
neighborhood,  I  proceed  to  show. 

In  Dr.  Francis's  "Notes  to  Denman's 
Midwifery,"  a  passage  is  cited  from 
Dr.  Hosack,  in  which  he  refers  to 
certain  puerperal  cases  which  proved 
fatal  to  several  lying-in  women,  and 
in  some  of  which  the  disease  was  sup- 
posed to  be  conveyed  by  the  accouch- 
eurs themselves.^ 

A  writer  in  the  New  York  Medical 
and  Physical  Journal  for  October, 
1829,  in  speaking  of  the  occurrence  of 
puerperal  fever,  confined  to  one  man's 
practice,  remarks  :  "  We  have  known 
cases  of  this  kind  occur,  though  rarely, 
in  New  York." 

I  mention  these  little  hints  about 
the  occurrence  of  such  cases,  partly 
because  they  are  the  first  I  have  met 
with  in  American  medical  literature, 
but    more    especially    because    they 


serve  to  remind  us  that  behind  the 
fearful  array  of  published  facts  there 
lies  a  dark  list  of  similar  events,  un- 
written in  the  records  of  science,  but 
long  remembered  by  many  a  desolated 
fireside. 

Certainly  nothing  can  be  more  open 
and  explicit  than  the  account  given  by 
Dr.  Peirson,  of  Salem,  of  the  cases 
seen  by  him.  In  the  first  nineteen 
days  of  January,  1829,  he  had  five 
consecutive  cases  of  puerperal  fever, 
every  patient  he  attended  being  at- 
tacked, and  the  three  first  cases  prov- 
ing fatal.  In  March  of  the  same  year 
he  had  two  moderate  cases,  in  June 
another  case,  and  in  July  another, 
which  proved  fatal.  "  Up  to  this 
period,"  he  remarks,  "I  am  not  in- 
formed that  a  single  case  had  occurred 
in  the  practice  of  any  other  physician. 
Since  that  period  I  have  had  no  fatal 
case  in  my  practice,  although  I  have 
had  several  dangerous  cases.  I  have 
attended  in  all  twenty  cases  of  this 
disease,  of  which  four  have  been  fatal. 
I  am  not  aware  that  there  has  been 
any  other  case  in  the  town  of  distinct 
puerperal  peritonitis,  although  I  am 
willing  to  admit  my  information  may 
be  very  defective  on  this  point.  I 
have  been  told  of  some  *  mixed  cases' 
and  'morbid  affections  after  de- 
livery.' "  ^ 

In  the  Quarterly  Summary  of  the 
Transactions  of  the  College  of  Physi- 
cians of  Philadelphia,^  may  be  found 
some  most  extraordinary  develop- 
ments respecting  a  series  of  cases 
occurring  in  the  practice  of  a  member 
of  that  body. 

Dr.  Condie  called  the  attention  of 
the  Society  to  the  prevalence  at  the 
present  time  of  puerperal  fever  of  a 


1  Denman's  Midwifery,  p.  675,  3d  Am.  ed. 


1  Remarks  on  Puerperal  Fever,  pp.  12  and  13. 

2  For  May,  June  and  July,  1842. 
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peculiarly  insidious  and  malignant 
character.  "In  the  practice  of  one 
gentleman  extensively  engaged  as  an 
obstetrician,  nearly  every  female  he 
has  attended  in  confinement,  during 
several  weeks  past,  within  the  above 
limits "  (the  southern  sections  and 
neighboring  districts),  "  had  been  at- 
tacked by  the  fever. 

"An  important  query  presents 
itself,"  the  Doctor  observed,  "in 
reference  to  the  particular  form  of 
fever  now  prevalent.  Is  it,  namely, 
capable  of  being  propagated  by  con- 
tagion, and  is  a  physician  who  has 
been  in  attendance  upon  a  case  of  the 
disease  warranted  in  continuing,  with- 
out interruption,  his  practice  as  an 
obstetrician  ?  Dr.  C,  although  not  a 
believer  in  the  contagious  character 
of  many  of  those  affections  generally 
supposed  to  be  propagated  in  this 
manner,  has,  nevertheless,  become 
convinced  by  the  facts  that  have 
fallen  under  his  notice,  that  the  puer- 
peral fever  now  prevailing  is  capable 
of  being  communicated  by  contagion. 
How  otherwise  can  be  explained  the 
very  curious  circumstance  of  the  dis- 
ease in  one  district  being  exclusively 
confined  to  the  practice  of  a  single 
physician,  a  Fellow  of  this  College, 
extensively  engaged  in  obstetrical 
practice — while  no  instance  of  the 
disease  has  occurred  in  the  patients 
under  the  care  of  any  other  accoucheur 
practicing  within  the  same  district ; 
scarcely  a  female  that  has  been  de- 
livered for  weeks  past  has  escaped  an 
attack  > " 

Dr.  Rutter,  the  practitioner  referred 
to,  "observed  that  after  the  occur- 
rence of  a  number  of  cases  of  the  dis- 
ease in  his  practice,  he  had  left  the 
city  and  remained  absent  for  a  week, 
but  on  returning,  no  article  of  cloth- 


ing he  then  wore  having  been  used  by 
him  before,  one  of  the  very  first  cases 
of  parturition  he  attended  was  fol- 
lowed by  an  attack  of  the  fever,  and 
terminated  fatally ;  he  cannot,  readily, 
therefore,  believe  in  the  transmission 
of  the  disease  from  female  to  female, 
in  the  person  or  clothes  of  the  physi- 
cian." 

The  meeting  at  which  these  re- 
marks were  made  was  held  on  the 
third  of  May,  1842.  In  a  letter  dated 
December  20,  1842,  addressed  to  Dr. 
Meigs,  and  to  be  found  in  the  Medi- 
cal Examiner^  he  speaks  of  "those 
horible  cases  of  puerperal  fever,  some 
of  which  you  did  me  the  favor  to  see 
with  me  during  the  past  summer," 
and  talks  of  his  experience  in  the  dis- 
ease, "  now  numbering  nearly  seventy 
cases,  all  of  which  have  occurred 
within  less  than  a  twelvemonth  past." 

And  Dr.  Meigs  asserts,  on  the 
same  page :  "  Indeed,  I  believe  that 
his  practice  in  that  department  of  the 
profession  was  greater  than  that  of 
any  other  gentleman,  which  was  pro- 
bably the  cause  of  his  seeing  a  greater 
number  of  the  cases."  This  from  a 
professor  of  midwifery,  who  some 
time  ago  assured  a  gentleman  whom 
he  met  in  consultation,  that  the  night 
on  which  they  met  was  the  eighteenth 
in  succession  that  he  himself  had 
been  summoned  from  his  repose,^ 
seems  hardly  satisfactory. 

I  must  call  the  attention  of  the  in- 
quirer most  particularly  to  the  Quar- 
terly Report  above  referred  to,  and  the 
letters  of  Dr.  Meigs  and  Dr.  Rutter, 
to  be  found  in  the  Medical  Examiner. 
Whatever  impression  they  may  pro- 
duce upon  his  mind,  I  trust  they  will 
at  least  convince  him  that  there  is 


1  For  Jan  21,  1843. 

2  Med.  Examiner  for  Dec.  10,  1842. 
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some  reason  for  looking  into  this  ap- 
parently uninviting  subject. 

At  a  meeting  of  the  College  of 
Physicians  just  mentioned,  Dr.  War- 
rington stated  that  a  few  days  after 
assisting  at  an  autopsy  of  puerperal 
peritonitis,  in  which  he  laded  out  the 
contents  of  the  abdominal  cavity  with 
his  hands,  he  was  called  upon  to  de- 
liver three  women  in  rapid  succession. 
All  of  these  women  were  attacked 
with  different  forms  of  what  is  com- 
monly called  puerperal  fever.  Soon 
after  these  he  saw  two  other  patients, 
both  on  the  same  day,  with  the  same 
disease.  Of  these  five  patients  two 
died. 

At  the  same  meeting.  Dr.  West 
mentioned  a  fact  related  to  him  by 
Dr.  Samuel  Jackson,  of  Northumber- 
land. Seven  females,  delivered  by 
Dr.  Jackson  in  rapid  succession,  while 
practising  in  Northumberland  County, 
were  all  attacked  with  puerperal  fever, 
and  five  of  them  died.  "Women," 
he  said,  "who  had  expected  me  to 
attend  upon  them,  now  becoming 
alarmed,  removed  out  of  my  reach, 
and  others  sent  for  a  physician  resid- 
ing several  miles  distant.  These 
women,  as  well  as  those  attended  by 
midwives,  all  did  well ;  nor  did  we 
hear  of  any  deaths  in  childbed  within 
a  radius  of  fifty  miles,  excepting  two, 
and  these  I  afterward  ascertained  to 
have  been  caused  by  other  diseases." 
He  underwent,  as  he  thought,  a 
thorough  purification,  and  still  his 
next  patient  was  attacked  with  the 
disease  and  died.  He  was  led  to  sus- 
pect that  the  contagion  might  have 
been  carried  in  the  p^loves  which  he 
had  worn  in  attendance  upon  the  pre- 
vious cases.  Two  months  or  more 
after  this  he  had  two  other  cases. 
He  could  find  nothing  to  account  for 


these,  unless  it  were  the  instruments 
for  giving  enemata,  which  had  been 
used  in  two  of  the  former  cases,  and 
were  employed  by  these  patients. 
When  the  first  case  occurred,  he  was 
attending  and  dressing  a  limb  exten- 
sively mortified  from  erysipelas,  and 
went  immediately  to  the  accouche- 
ment with  his  clothes  and  gloves  most 
thoroughly  imbued  with  its  effluvia. 
And  here  I  may  mention  that  this 
very  Dr.  Samuel  Jackson,  of  North- 
umberland, is  one  of  Dr.  Dewees' 
authorities  against  contagion. 

The  three  following  statements  are 
now  for  the  first  time  give  to  the  pub- 
lic. All  of  the  cases  referred  to  oc- 
curred within  this  State,  and  two  of 
the  three  series  in  Boston  and  its  im- 
mediate vicinity. 

L  The  first  is  a  series  of  cases 
which  took  place  during  the  last 
spring  in  a  town  at  some  distance 
from  this  neighborhood.  A  physician 
of  that  town.  Dr.  C,  had  the  follow- 
ing consecutive  cases : 

No.  I,  delivered  March  20,  died 
March  24. 

No.  2,  delivered  April  9,  died  April 

14- 

No.    3,    delivered    April    10,   died 

April  14. 

No.  4,  delivered  April  11,  died 
April  18. 

No.  5,  delivered  April  27,  died  May  3. 

No.  6,  delivered  April  28 ;  had  some 
symptoms ;  recovered. 

No.  7,  delivered  May  8 ;  had  some 
symptoms  ;  also  recovered. 

These  were  the  only  cases  attended 
by  this  physician  during  the  period 
referred  to.  "  They  were  all  attended 
by  him  until  their  termination,  with 
the  exception  of  the  patient  No.  6, 
who  fell  into  the  hands  of  another 
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physician  on  the  second  of  May. 
(Dr.  C.  left  town  for  a  few  days  at 
this  time.)  Dr.  C.  attended  cases  im- 
mediately before  and  after  the  above- 
named  periods,  none  of  which,  how- 
ever, presented  any  peculiar  symptoms 
of  the  disease." 

About  the  first  of  July  he  attended 
another  patient  in  a  neighboring  vil- 
lage, who  died  two  or  three  days  after 
delivery. 

The  first  patient,  it  is  stated,  was 
delivered  on  the  twentieth  of  March. 
"  On  the  nineteenth,  Dr.  C.  made  the 
autopsy  of  a  man  who  died  suddenly, 
sick  only  forty-eight  hours  ;  had  oede- 
ma of  the  thigh,  and  gangrene  ex- 
tending from  a  little  above  the  ankle 
iiito  the  cavity  of  the  abdomen."  Dr. 
C.  wounded  himself,  very  slightly,  in 
the  right  hand  during  the  autopsy. 
The  hand  was  quite  painful  the  night 
following,  during  his  attendance  on 
the  patient  No.  i.  He  did  not  see 
this  patient  after  the  twentieth,  being 
confined  to  the  house,  and  very  sick 
from  the  wound  just  mentioned,  from 
this  time  until  the  third  of  April. 

Several  cases  of  erysipelas  occurred 
in  the  house  where  the  autopsy  men- 
tioned above  took  place,  soon  after 
the  examination.  There  were  also 
many  cases  of  erysipelas  in  town  at 
the  time  of  the  fatal  puerperal  cases 
which  have  been  mentioned. 

The  nurse  who  laid  out  the  body  of 
the  patient  No.  3,  was  taken  on  the 
evening  of  the  same  day  with  sore 
throat  and  erysipelas,  and  died  in  ten 
days  from  the  first  attack. 

The  nurse  who  laid  out  the  body  of 
the  patient  No.  4,  was  taken  on  the 
day  following  with  symptoms  like 
those  of  this  patient,  and  died  in  a 
week,  without  any  external  marks  of 
erysipelas. 


"  No  other  cases  of  similar  charac- 
ter with  those  of  Dr.  C.  occurred  in 
the  practice  of  any  of  the  physicians 
in  the  town  or  vicinity  at  the  time. 
Deaths  following  confinement  have 
occurred  in  the  practice  of  other  phy- 
sicians during  the  past  year,  but  they 
were  not  cases  of  puerperal  fever. 
No  post-mortem  examinations  were 
held  in  any  of  these  puerperal  cases." 

Some  additional  statements  in  this 
letter  are  deserving  of  insertion. 

*'A  physician  attended  a  woman  in 
the  immediate  neighborhood  of  the 
cases  numbered  2,  3  and  4.  This  pa- 
tient was  confined  the  morning  of 
March  ist,  and  died  on  the  night  of 
March  7th.  It  is  doubtful  whether 
this  should  be  considered  a  case  of 
puerperal  fever.  She  had  suffered 
from  canker,  indigestion  and  diarrhoea 
for  a  year  previous  to  her  delivery. 
Her  complaints  were  much  aggra- 
vated for  two  or  three  months  pre- 
vious to  delivery;  she  had  become 
greatly  emaciated,  and  weakened  to 
such  an  extent,  that  it  had  not 
been  expected  that  she  would  long 
survive  her  confinement,  if  indeed  she 
reached  that  period.  Her  labor  was 
easy  enough  ;  she  flowed  a  good  deal, 
seemed  exceedingly  prostrated,  had 
ringing  in  the  ears,  and  other  symp- 
toms of  exhaustion ;  the  pulse  was 
quick  and  small.  On  the  second  and 
third  day  there  was  some  tenderness 
and  tumefaction  of  the  abdomen, 
which  increased  somewhat  on  the 
fourth  and  fifth.  He  had  cases  in 
midwifery  before  and  after  this,  which 
presented  nothing  peculiar." 

It  is  also  mentioned  in  the  same  let- 
ter, that  another  physician  had  a  case 
which  happened  last  summer,  and 
another  last  fall,  both  of  which  re- 
covered. 
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Another  gentleman  reports  a  case 
last  December,  a  second  case  five 
weeks,  and  another  three  weeks  since. 
All  these  recovered.  A  case  also  oc- 
curred very  recently  in  the  practice 
of  a  physician  in  the  village  where  the 
eighth  patient  of  Dr.  C.  resides,  which 
proved  fatal.  **  This  patient  had  some 
patches  of  erysipelas  on  the  legs  and 
arms.  The  same  physician  has  de- 
livered three  cases  since,  which  have 
all  done  well.  There  have  been  no 
other  cases  in  this  town  or  its  vicinity 
recently.  There  have  been  some  few 
cases  of  erysipelas."  It  deserves 
notice  that  the  partner  of  Dr.  C,  who 
attended  the  autopsy  of  the  man 
above-mentioned  and  took  an  active 
part  in  it,  who  also  suffered  very 
slightly  from  a  prick  under  the  thumb- 
nail received  during  the  examination, 
had  twelve  cases  of  midwifery  be- 
tween March  26th  and  April  12th,  all 
of  which  did  well,  and  presented  no 
peculiar  symptoms.  It  should  also  be 
stated  that  during  these  seventeen 
days  he  was  in  attendance  on  all  the 
cases  of  erysipelas  in  the  house  where 
the  autopsy  had  been  performed. 

I  owe  these  facts  to  the  prompt 
kindness  of  a  gentleman  whose  intel- 
ligence and  character  are  sufficient 
guaranty  for  their  accuracy. 

The  two  following  letters  were  ad- 
dressed to  my  friend  Dr.  Storer,  by 
the  gentleman  in  whose  practice  the 
cases  of  puerperal  fever  occurred. 
His  name  renders  it  unnecessary  to 
refer  more  particularly  to  these  gen- 
tlemen, who  on  their  part  have  mani- 
fested the  most  perfect  freedom  and 
courtesy  in  affording  these  accounts 
of  their  painful  experience. 


11. 


Jan.  28 y  184.3. 
"The  time  to  which  you 


allude  was  in  1830.  The  first  case 
was  in  February,  during  a  very  cold 
time.  She  was  confined  the  4th, 
and  died  the  12th.  Between  the 
lOth  and  28th  of  this  month  I 
attended  six  women  in  labor,  all  of 
whom  did  well  except  the  last,  as  also 
two  who  were  confined  March  ist  and 
5th.  Mrs.  E.,  confined  February  28th, 
sickened,  and  died  March  8th.  The 
next  day,  9th,  I  inspected  the  body, 
and  the  night  after  attended  a  lady, 
Mrs.  B.,  who  sickened,  and  died  i6th. 
The  loth,  I  attended  another,  Mrs.  G., 
who  sickened,  but  recovered.  March 
i6th,  I  went  from  Mrs.  G.'s  room  to 
attend  a  Mrs.  H.,  who  sickened,  and 
died  2 1  St.  The  17th,  I  inspected 
Mrs.  B.  On  the  19th,  I  went  directly 
from  Mrs.  H.'s  room  to  attend  an- 
other lady,  Mrs.  G.,  who  also  sickened, 
and  died  22d.  While  Mrs.  B.  was 
sick,  on  15th,  I  went  directly  from 
her  room  a  few  rods,  and  attended 
another  woman,  who  was  not  sick. 
Up  to  20th  of  this  month  I  wore  the 
same  clothes.  I  now  refused  to  at- 
tend any  labor,  and  did  not  till  April 
2 1st,  when,  having  thoroughly 
cleansed  myself,  I  resumed  my  prac- 
tice, and  had  no  more  puerperal 
fever. 

"The  cases  were  not  confined  to  a 
narrow  space.  The  two  nearest  were 
half  a  mile  from  each  other,  and  half 
that  distance  from  my  residence. 
The  others  were  from  two  to  three 
miles  apart,  and  nearly  that  distance 
from  my  residence.  There  were  no 
other  cases  in  their  immediate  vicinity 
which  came  to  my  knowledge.  The 
general  health  of  all  the  women  was 
pretty  good,  and  all  the  labors  as 
good  as  common  except  the  first. 
This  woman,  in  consequence  of  my 
not  arriving  in  season,  and  the  child 
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being  half  born  at  some  time  before 
I  arrived,  was  very  much  exposed  to 
the  cold  at  the  time  of  confinement, 
and  afterward,  being  confined  in  a 
very  open  cold  room.  Of  the  six 
cases  you  perceive  only  one  recovered. 

"  In  the  winter  of  1817  two  of  my 
patients  had  puerperal  fever,  one  very 
badly,  the  other  not  so  badly.  Both 
recovered.  One  other  had  swelled 
leg,  or  phlegmasia  dolens,  and  one  or 
two  others  did  not  recover  as  well  as 
usual. 

"In  the  summer  of  1835  another 
disastrous  period  occurred  in  my 
practice.  July  ist,  I  attended  a  lady 
in  labor,  who  was  afterward  quite  ill 
and  feverish ;  but  at  the  time  I  did 
not  consider  her  case  a  decided  puer- 
peral fever.  On  the  8th,  I  attended 
one  who  did  well.  On  the  12th,  one 
who  was  seriously  sick.  This  was 
also  an  equivocal  case,  apparently 
arising  from  constipation  and  irrita- 
tion of  the  rectum.  These  women 
were  ten  miles  apart  and  five  from 
my  residence.  On  15th  and  20th, 
two  who  did  well.  On  25th,  I  attended 
another.  This  was  a  severe  labor, 
and  followed  by  unequivocal  puer- 
peral fever,  or  peritonitis.  She  re- 
covered. August  2d  and  3d,  in  about 
twenty-four  hours  I  attended  four 
persons.  Two  of  them  did  very  well ; 
one  was  attacked  with  some  of  the 
common  symptoms,  which,  however, 
subsided  in  a  day  or  two,  and  the 
other  had  decided  puerperal  fever,  but 
recovered.  This  woman  resided  five 
miles  from  me.  Up  to  this  time  I 
wore  the  same  coat.  All  my  other 
clothes  had  frequently  been  changed. 
On  6th,  I  attended  two  women,  one 
of  whom  was  not  sick  at  all ;  but  the 
other,  Mrs.  L.,  was  afterward  taken 
ill.     On  loth,  I  attended  a  lady,  who 


did  very  well.  I  had  previously 
changed  all  my  clothes,  and  had  no 
garment  on  which  had  been  in  a  puer- 
peral room.  On  12th,  I  was  called  to 
Mrs.  S.,  in  labor.  While  she  was  ill, 
I  left  her  to  visit  Mrs.  L.,  one  of  the 
ladies  who  was  confined  on  6th.  Mrs. 
L.  had  been  more  unwell  than  usual, 
but  I  had  not  considered  her  case 
anything  more  than  common  till  this 
visit.  I  had  on  a  surtout  at  this  visit, 
which,  on  my  return  to  Mrs.  S.,  I  left 
in  another  room.  Mrs.  S.  was  de- 
livered on  13th  with  forceps.  These 
women  both  died  of  decided  puerperal 
fever. 

"  While  I  attended  these  women  in 
their  fevers,  I  changed  my  clothes, 
and  washed  my  hands  in  a  solution  of 
chloride  of  lime  after  each  visit.  I 
attended  seven  womeu  in  labor  during 
this  period,  all  of  whom  recovered 
without  sickness. 

"  In  my  practice  I  have  had  several 
single  cases  of  puerperal  fever,  some 
of  whom  have  died  and  some  have  re- 
covered. Until  the  year  1830  I  had 
no  suspicion  that  the  disease  could  be 
communicated  from  one  patient  to 
another  by  a  nurse  or  midwife ;  but  I 
now  think  the  foregoing  facts  strongly 
favor  the  idea.  I  was  so  much  con- 
vinced of  this  fact,  that  I  adopted  the 
plan  before  related. 

"I  believe  my  own  health  was  as 
good  as  usual  at  each  of  the  above 
periods.  I  have  no  recollection  to  the 
contrary. 

"  I  believe  I  have  answered  all  your 
questions.  I  have  been  more  particu- 
lar on  some  points  perhaps  than 
necessary ;  but  I  thought  you  could 
form  your  own  opinion  better  than  to 
take  mine.  In  1830,  I  wrote  to  Dr. 
Channing  a  more  particular  statement 
of  my  cases.     If  I  have  not  answered 
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your  questions  sufficiently,  perhaps 
Dr.  C.  may  have  my  letter  to  him, 
and  you  can  find  your  answer  there."^ 

Boston^  Feb.  j,  184.3. 

IIL  "  My  Dear  Sir  : — I  received  a 
note  from  you  last  evening,  request- 
ing me  to  answer  certain  questions 
therein  proposed,  touching  the  cases 
of  puerperal  fever  which  came  under 
my  observation  the  past  summer.  It 
gives  me  pleasure  to  comply  with 
your  request,  so  far  as  it  is  in  my 
power  so  to  do,  but  owing  to  the 
hurry  in  preparing  for  a  journey,  the 
notes  of  the  cases  I  had  then  taken 
were  lost  or  mislaid.  The  principal 
facts^  however,  are  too  vivid  upon  my 
recollection  to  be  soon  forgotten.  I 
think,  therefore,  that  I  shall  be  able 
to  give  you  all  the  information  you 
may  require. 

"All  the  cases  that  occurred  in  my 
practice  took  place  between  the  7th 
of  May  and  the  17th  of  June,  1842. 

"They  were  not  confined  to  any 
particular  part  of  the  city.  The  two 
first  cases  were  patients  residing  at 
the  south-end,  the  next  was  at  the  ex- 
treme north-end,  one  living  in  Sea 
Street  and  the  other  in  Roxbury. 
The  following  is  the  order  in  which 
they  occurred. 

"  Case_  I. — Mrs. was  confined 

on  the  7th  of  May,  at  5  o'clock  P.M., 
after  a  natural  labor  of  six  hours.  At 
12  o'clock  at  night,  on  the  9th  (thirty- 
one  hours  after  confinement;,  she  was 
taken  with  severe  chill,  previous  to 
which  she  was  as  comfortable  as 
women  usually  are  under  the  circum- 
stances.    She  died  on  the  loth. 

"  Case  2. — Mrs. was  confined 


Un  a  letter  to  myself,  this  gentleman  also  stated, 
*  I  do  not  recollect  that  there  was  any  erysipelas  or 
any  other  disease  particularly  prevalent  at  the  time." 


on  the  loth  of  June  (four  weeks  after 
Mrs.  C),  at  11  A.M.,  after  a  natural, 
but  somewhat  severe  labor  of  five 
hours.  At  7  o'clock,  on  the  morning 
of  the  nth,  she  had  a  chill.  Died  on 
the  I2th. 

"Case  3. — Mrs.  ,  confined  on 

the  14th  of  June,  was  comfortable 
until  the  i8th,  when  symptoms  of 
puerperal  fever  were  manifest.  She 
died  on  the  20th. 

"Case  4. — Mrs. ,  confined  June 

17th,  at  5  o'clock  A.M.,  was  doing  well 
until  the  morning  of  the  19th.  She 
died  on  the  evening  of  the  21st. 

"  Case  5. — Mrs. was  confined 

with  her  fifth  child  on  the  17th  of 
June,  at  6  o'clock  in  the  evening. 
This  patient  had  been  attacked  with 
puerperal  fever  at  three  of  her  pre- 
vious confinements,  but  the  disease 
yielded  to  depletion  and  other  reme- 
dies without  difficulty.  This  time,  I 
regret  to  say,  I  was  not  so  fortunate. 
She  was  not  attacked,  as  were  the 
other  patients,  with  a  chill,  but  com- 
plained of  extreme  pain  in  abdomen, 
and  tenderness  on  pressure,  almost 
from  the  moment  of  her  confinement. 
In  this,  as  in  the  other  cases,  the  dis- 
ease resisted  all  remedies,  and  she 
died  in  great  distress  on  the  22d  of 
the  same  month.  Owing  to  the  ex- 
treme heat  of  the  season  and  my  own 
indisposition,  none  of  the  subjects 
were  examined  after  death.  Dr.  Chan- 
ning,  who  was  in  attendance  with  me 
on  the  three  last  cases,  proposed  to 
have  a  post-mortem  examination  of 
the  subject  of  Case  No.  5,  but  from 
some  cause,  which  I  do  not  now  recol- 
lect, it  was  not  obtained. 

"  You  wish  to  know  whether  I  wore 
the  same  clothes  when  attending  the 
different  cases.  I  cannot  positively 
say,  but  I  should  think  not,  as  the 
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weather  became  warmer  after  the  first 
two  cases ;  I  therefore  think  it  prob- 
able that  I  made  a  change  of  at  least 
a  part  of  my  dress.  I  have  had  no 
other  case  of  puerperal  fever  in  my 
own  practice  for  three  years,  save 
those  above  related,  and  I  do  not  re- 
member to  have  lost  a  patient  before 
with  this  disease.  While  absent  last 
July,  I  visited  two  patients  sick  with 
puerperal  fever  with  a  friend  of  mine 
in  the  country.  Both  of  them  re- 
covered. 

"The  cases  that  1  have  recorded 
were  not  confined  to  any  particular 
constitution  or  temperament,  but  it 
seized  upon  the  strong  and  the  weak, 
the  old  and  the  young — one  being 
over  40  years,  and  youngest  under  18 
years  of  age.  ...  If  the  disease  is  of 
an  erysipelatous  nature,  as  many  sup- 
pose, contagionists  may  perhaps  find 
some  ground  for  their  belief  in  the 
fact  that  for  two  weeks  previous  to 
my  first  case  of  puerperal  fever  I  had 
been  attending  a  severe  case  of  ery- 
sipelas, and  the  infection  may  have 
been  conveyed  through  me  to  the 
patient ;  but  on  the  other  hand,  why 
is  not  this  the  case  with  other  physi- 
cians, or  with  the  same  physician  at 
all  times,  for  since  my  return  from 
the  country  I  have  had  a  more  in- 
veterate case  of  erysipelas  than  ever 
before,  and  no  difficulty  whatever  has 
attended  any  of  my  midwifery  cases  t " 

I  am  assured,  on  unquestionable 
authority,  that  "  about  three  years 
since,  a  gentleman  in  extensive  mid- 
wifery business,  in  a  neighboring 
State,  lost  in  the  course  of  a  few 
weeks  eight  patients  in  child-bed, 
seven  of  them  being  undoubted  cases 
of  puerperal  fever.  No  other  physi- 
cian of  the  town  lost  a  single  patient 
of    this    disease    during    the    same 


period."  And  from  what  I  have 
heard  in  conversation  with  some  of 
our  most  experienced  practitioners,  1 
am  inclined  to  think  many  cases  of 
the  kind  might  be  brought  to  light  by 
extensive  inquiry. 

This  long  catalogue  of  melancholy 
histories  assumes  a  still  darker  aspect 
when  we  remember  how  kindly  nature 
deals  with  the  parturient  female,  when 
she  is  not  immersed  in  the  virulent 
atmosphere  of  an  impure  lying-in 
hospital,  or  poisoned  in  her  chamber 
by  the  unsuspected  breath  of  con- 
tagion. From  all  causes  together, 
not  more  than  four  deaths  in  a  thou- 
sand births  and  miscarriages  happened 
in  England  and  Wales  during  the 
period  embraced  by  the  first  Report 
of  the  Registrar-General.^  In  the 
second  Report  the  mortality  was 
shown  to  be  about  five  in  one  thou- 
sand.^ In  the  Dublin  Lying-in  Hos- 
pital, during  the  seven  years  of  Dr. 
Collins'  mastership,  there  was  one 
case  of  puerperal  fever  to  178  de- 
liveries, or  less  than  six  to  the  thou- 
sand, and  one  death  from  this  disease 
in  278  cases,  or  between  three  and 
four  to  the  thousand.^  Yet  during 
this  period  the  disease  was  endemic 
in  the  hospital,  and  might  have  gone 
on  to  rival  the  horrors  of  the  pesti- 
lence of  the  Maternite,  had  not  the 
poison  been  destroyed  by  a  thorough 
purification. 

In  private  practice,  leaving  out  of 
view  the  cases  that  are  to  be  ascribed 
to  the  self-acting  system  of  propaga- 
tion, it  would  seem  that  the  disease 
must  be  far  from  common.  Mr. 
White,  of  Manchester,  says :  "  Out 
of    the    whole    number    of    lying-in 


1  ist  Report,  p.  105. 

2  2d  Report,  p.  73- 

3  Collins'  Midwifery,  p.  228,  etc. 
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patients  whom  I  have  delivered  (and 
I  may  safely  call  it  a  great  one),  I 
have  never  lost  one,  nor  to  the  best 
of  my  recollection  has  one  been 
greatly  endangered  by  the  puerperal, 
miliary,  low  nervous,  putrid  malignant, 
or  milk  fever."  ^  Dr.  Joseph  Clarke 
informed  Dr.  Collins  that  in  the 
course  oi  forty-five  years'  most  exten- 
sive practice  he  lost  but /<??/r  patients 
from  this  disease.^  One  of  the  most 
eminent  practitioners  of  Glasgow, 
who  has  been  engaged  in  very  exten- 
sive practice  for  upward  of  a  quarter 
of  a  century,  testifies  that  he  never 
saw  more  than  twelve  cases  of  real 
puerperal  fever.^ 

I  have  myself  been  told  by  two 
gentlemen  practicing  in  this  city,  and 
having  for  many  years  a  large  mid- 
wifery business,  that  they  had  neither 
of  them  lost  a  patient  from  this  dis- 
ease, and  by  one  of  them  that  he  had 
only  seen  it  in  consultation  with  other 
physicians.  In  500  cases  of  mid- 
wifery, of  which  Dr.  Storer  has  given 
an  abstract  in  the  first  number  of  this 
journal,  there  was  only  one  instance 
of  fatal  puerperal  peritonitis. 

In  the  view  of  these  facts,  it  does 
appear  a  singular  coincidence  that  one 
man  or  woman  should  have  ten,  twenty, 
thirty,  or  seventy  cases  of  this  rare 
disease  following  their  footsteps  with 
the  keenness  of  a  beagle  through  the 
streets  and  lanes  of  a  crowded  city, 
while  the  scores  that  cross  the  same 
paths  on  the  same  errands  know  it 
only  by  name.  It  is  a  series  of  similar 
coincidences  that  has  led  us  to  con- 
sider the  dagger,  the  musket,  and  cer- 
tain innocent  looking  white  powders, 
as  having  some  little  claim  lo  be  re- 


garded as  dangerous.  It  is  the  prac- 
tical inattention  to  similar  coinci- 
dences that  has  given  rise  to  the 
unpleasant  but  often  necessary  docu- 
ments called  indictments y  that  has 
sharpened  a  form  of  the  cephalotome 
sometimes  employed  in  the  case  of 
adults,  and  adjusted  that  modification 
of  the  fillet  which  delivers  the  world 
of  those  who  happen  to  be  too  much 
in  the  way  while  such  striking  coin- 
cidences are  taking  place. 

I  shall  now  mention  a  few  instances 
in  which  the  disease  appears  to  have 
been  conveyed  by  the  process  of  direct 
inoculation. 

Dr.  Campbell,  of  Edinburgh,  states 
that  in  October,  1821,  he  assisted  at 
the  post-mortem  examination  of  a 
patient  who  died  with  puerperal  fever. 
He  carried  the  pelvic  viscera  in  his 
pocket  to  the  class-room.  The  same 
evening  he  attended  a  woman  in 
labor  without  previously  changing  his 
clothes  ;  this  patient  died.  The  next 
morning  he  delivered  a  woman  with 
the  forceps ;  she  died  also,  and  of 
many  others  who  were  seized  with 
the  disease  within  a  few  weeks  three 
shared  the  same  fate  in  succession.      ■> 

In  June,  1823,  he  assisted  some  of 
his  pupils  at  the  autopsy  of  a  case  of 
puerperal  fever.  He  was  unable  to 
wash  his  hands  with  proper  care  for 
want  of  the  necessary  accommoda- 
tions. On  getting  home  he  found 
two  patients  required  his  assistance. 
He  went  without  further  ablution  or 
changing  his  clothes ;  both  these 
patients  died  with  puerperal  fever.^ 
This  same  Dr.  Campbell  is  one  of  Dr. 
Churchill's  authorities  against  con- 
tagion. 

Mr.  Roberton  says  that  in  one  in- 


1  op.  cit.,  p.  115. 

2  Collins'  Treatise  on  Midwifery,  p.  228. 
8  Lancet,  May  4, 1833. 


1  Lond.  Med.  Gaz.,  December  10,  1831. 
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stance  within  his  knowledge  a  prac- 
titioner passed  the  catheter  for  a 
patient  with  puerperal  fever  late  in 
the  evening;  the  same  night  he  at- 
tended a  lady  who  had  the  symptoms 
of  the  disease  on  the  second  day.  In 
another  instance  a  surgeon  was  called 
while  in  the  act  of  inspecting  the 
body  of  a  woman  who  had  died  of 
this  fever,  to  atteAd  a  labor ;  within 
forty-eight  hours  this  patient  was 
seized  with  the  fever.^ 

On  the  i6th  of  March,  1831,  a  med- 
ical practitioner  examined  the  body  of 
a  woman  who  had  died  a  few  days 
after  delivery,  from  puerperal  perito- 
nitis. On  the  evening  of  the  17th  he 
delivered  a  patient  who  was  seized 
with  puerperal  fever  on  the  19th,  and 
died  on  the  24th.  Between  this  period 
and  the  6th  of  April,  the  same  prac- 
titioner attended  two  other  patients, 
both  of  whom  were  attacked  with  the 
same  disease  and  died.^ 

In  the  autumn  of  1829  a  physician 
was  present  at  the  examination  of  a 
case  of  puerperal  fever,  dissected  out 
the  organs,  and  assisted  in  sewing  up 
the  body.  He  had  scarcely  reached 
home  when  he  was  summoned  to  at- 
tend a  young  lady  in  labor.  In  six- 
teen hours  she  was  attacked  with  the 
symptoms  of  puerperal  fever,  and  nar- 
rowly escaped  with  her  life.'* 

In  December,  1830,  a  midwife  who 
had  attended  two  fatal  cases  of  puer- 
peral fever  at  the  British  Lying-in 
Hospital,  examined  a  patient  who  had 
just  been  admitted,  to  ascertain  if 
labor  had  commenced.  This  patient 
remained  two  days  in  the  expectation 
that  labor  would  come  on,  when  she 


returned  home,  and  was  then  suddenly 
taken  in  labor,  and  delivered  before 
she  could  set  out  for  the  hospital. 
She  went  on  favorably  for  two  days, 
and  was  then  taken  with  puerperal 
fever,  and  died  in  thirty-six  hours. ^ 

"  A  young  practitioner,  contrary  to 
advice,  examined  the  body  of  a  pa- 
tient who  had  died  from  puerperal 
fever ;  there  was  no  epidemic  at  the 
time ;  the  case  appeared  to  be  purely 
sporadic.  He  delivered  three  other 
women  shortly  afterward;  they  all 
died  with  puerperal  fever,  the  symp- 
toms of  which  broke  out  shortly  after 
labor.  The  patients  of  his  colleague 
did  well,  except  one,  where  he  as- 
sisted to  remove  some  coagula  from 
the  uterus ;  she  was  attacked  in  the 
same  manner  as  those  whom  he  had 
attended,  and  died  also."  The  writer 
in  the  British  and  Foreign  Medical 
Review,  from  whom  I  quote  this  state- 
ment— and  who  is  no  other  than  Dr. 
Rigby  —  adds:  "We  trust  that  this 
fact  alone  will  forever  silence  such 
doubts,  and  stamp  the  well-merited 
epithet  of  '  criminal,'  as  above  quoted, 
upon  such  attempts."  ^ 

From  the  cases  given  by  Mr.  Ing- 
leby,  I  select  the  following :  Two 
gentlemen,  after  having  been  engaged 
in  conducting  the  post-mortem  exam- 
ination of  a  case  of  puerperal  fever, 
went  in  the  same  dress,  each  respect- 
ively, to  a  case  of  midwifery.  "  The 
one  patient  was  seized  with  the  rigor 
about  thirty  hours  afterward.  The 
other  patient  was  seized  with  a  rigor 
the  third  morning  after  delivery.  One 
recovered,  one  died.''^  One  of  these 
same    gentlemen    attended    another 


'  Ibid,  for  January,  1832. 

2  London  Cyc.  of   Prac.  Med  ,  Art.  Fever,    Puer- 
peral. 

3  Ibid. 
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woman  in  the  same  clothes  two  days 
after  the  autopsy  referred  to.  "The 
rigor  did  not  take  place  until  the 
evening  of  the  fifth  day  from  the  first 
visit.  Result  fatal''  These  cases 
belonged  to  a  series  of  seven,  the  first 
of  which  was  thought  to  have  origi- 
nated in  a  case  of  erysipelas.  "  Sev- 
eral cases  of  a  mild  character  followed 
the  foregoing  seven,  and  their  nature 
being  now  most  unequivocal,  my  friend 
declined  visiting  all  midwifery  cases 
for  a  time,  and  there  was  no  recur- 
rence of  the  disease."  These  cases 
occurred  in  1833.  Five  of  them  proved 
fatal.  Mr.  Ingleby  gives  another 
series  of  seven  cases  which  occurred 
to  a  practitioner  in  1836,  the  first  of 
which  was  also  attributed  to  his  hav- 
ing opened  several  erysipelatous  ab- 
scesses a  short  time  previously. 

I  need  not  refer  to  the  case  lately 
read  before  this  society,  in  which  a 
physician  went,  soon  after  performing 
an  autopsy  of  a  case  of  puerperal 
fever,  to  a  woman  in  labor,  who  was 
seized  with  the  same  disease  and  per- 
ished. The  forfeit  of  that  error  has 
been  already  paid. 

At  a  meeting  of  the  Medical  and 
Chirurgical  Society  before  referred 
to  Dr.  Merriman  related  an  instance 
occurring  in  his  own  practice,  which 
excites  a  reasonable  suspicion  that 
two  lives  were  sacrificed  to  a  still  less 
dangerous  experiment.  He  was  at 
the  examination  of  a  case  of  puerpe- 
ral fever  at  two  o'clock  in  the  after- 
noon. He  took  care  not  to  touch  the 
body.  At  nine  o'clock  the  same  even- 
ing he  attended  a  woman  in  labor ; 
she  was  so  nearly  delivered  that  he 
had  scarcely  anything  to  do.  The 
next  morning  she  had  severe  rigors, 
and   in  forty-eight   hours  she  was  a 


corpse.  Her  infant  had  erysipelas, and 
died  in  two  days.^ 

In  connection  with  the  facts  which 
have  been  stated,  it  seems  proper  to 
allude  to  the  dangerous  and  often  fatal 
effects  which  have  followed  from 
wounds  received  in  the  post-mortem 
examination  of  patients  who  have  died 
of  puerperal  fever.  The  fact  that 
such  wounds  are  attended  with  pecu- 
liar risk  has  been  long  noticed.  I  find 
that  Chaussier  was  in  the  habit  of 
cautioning  his  students  against  the 
danger  to  which  they  were  exposed  in 
these  dissections.^  The  head  pJiarma- 
cien  of  the  Hotel  Dieu,  in  his  analysis 
of  the  fluid  effused  in  puerperal  peri- 
tonitis, says  that  practitioners  are 
convinced  of  its  deleterious  qualities, 
and  that  it  is  very  dangerous  to  apply 
it  to  the  denuded  skin.^  Sir  Benjamin 
Brodie  speaks  of  it  as  being  well 
known  that  the  inoculation  of  lymph 
or  pus  from  the  peritonaeum  of  a  puer- 
peral patient  is  often  attended  with 
dangerous  and  even  fatal  symptoms. 
Three  cases  in  confirmation  of  this 
statement,  two  of  them  fatal,  have 
been  reported  to  this  society  within  a 
few  months. 

Of  about  fifty  cases  of  injuries  of 
this  kind,  of  various  degrees  of  sever- 
ity, which  I  have  collected  from  differ- 
ent sources,  at  least  twelve  were  in- 
stances of  infection  from  puerperal 
peritonitis.  Some  of  the  others  are 
so  stated  as  to  render  it  probable  that 
they  may  have  been  of  the  same  na- 
ture. Five  other  cases  were  of  peri- 
toneal inflammation  ;  three  in  males. 
Three  were  of  what  was  called  ente- 


1  Lancet,  May  2,  1840. 

2  Stein,  I'Art  de  Accoucher,  1794.  Diet,  des Sciences 
Medicales.  Art.  Puerperal. 

3  Journal  de  Pharmacie,  January,  1836. 
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ritis,  inone  instance  complicated  with 
erysipelas  ;  but  it  is  well  known  that 
this  term  has  been  often  used  to  sig- 
nify inflammation  of  the  peritonaeum 
covering  the  intestines.  On  the  other 
hand,  no  case  of  typhus  or  typhoid 
fever  is  mentioned  as  giving  rise  to 
dangerous  consequences,  with  the  ex- 
ception of  the  single  instance  of  an 
undertaker  mentioned  by  Mr.  Trav- 
ers,  who  seems  to  have  been  poisoned 
by  a  fluid  which  exuded  from  the 
body.  The  other  accidents  were  pro- 
duced by  dissection,  or  some  other 
mode  of  contact  with  bodies  of  pa- 
tients who  had  died  of  various  affec- 
tions. They  also  differed  much  in 
severity,  the  cases  of  puerperal  origin 
being  among  the  most  formidable  and 
fatal.  Now,  a  moment's  reflection  will 
show  that  the  number  of  cases  of 
serious  consequences  ensuing  from 
the  dissection  of  the  bodies  of  those 
who  had  perished  of  puerperal  fever 
is  so  vastly  disproportioned  to  the 
relatively  small  number  of  autopsies 
made  in  this  complaint  as  compared 
with  typhus,  or  pneumonia  (from  which 
last  disease  not  one  case  of  poisoning 
happened),  and  still  more  from  all  dis- 
eases put  together,  that  the  conclu- 
sion is  irresistible  that  a  most  fearful 
morbid  poison  is  often  generated  in 
the  course  of  this  disease.  Whether 
or  not  it  is  stii  £^eneris  confined  to  this 
disease,  or  produced  in  some  others, 
as  for  instance  erysipelas,  I  need  not 
stop  to  inquire. 

In  connection  with  this  may  be  taken 
the  following  statement  of  Dr.  Rigby: 
"That  the  discharges  from  a  patient 
under  puerperal  fever  are  in  the  high- 
est degree  contagious,  we  have  abund- 
ant evidence  in  the  history  of  lying-in 
hospitals.  The  puerperal  abscesses 
are  also  contagious,  and  may  be  com- 


municated to  healthy  lying-in  women 
by  washing  with  the  same  sponge  ; 
this  fact  has  been  repeatedly  proved 
in  the  Vienna  Hospital ;  but  they  are 
equally  communicable  to  women  not 
pregnant ;  on  more  than  one  occasion 
the  women  engaged  in  washing  the 
soiled  bed-linen  of  the  General  Lying- 
in  Hospital  have  been  attacked  with 
abscess  in  the  fingers  or  hands,  at- 
tended with  rapidly  spreading  inflam- 
mation of  the  cellular  tissue."  ^ 

Now,  add  to  all  this  the  undisputed 
fact  that  within  the  walls  of  lying-in 
hospitals  there  is  often  generated  a 
miasm,  palpable  as  the  chlorine  used 
to  destroy  it,  tenacious  so  as  in  some 
cases  almost  to  defy  extirpation, 
deadly  in  some  institutions  as  the 
plague ;  which  has  killed  women  in  a 
private  hospital  of  London  so  fast 
that  they  were  buried  two  in  one  coffin 
to  conceal  its  horrors  ;  which  enabled 
Tonnelle  to  record  222  autopsies  at 
the  Maternite  of  Paris ;  which  has  led 
Dr.  Lee  to  express  his  deliberate  con- 
viction that  the  loss  of  life  occasioned 
by  these  institutions  completely  de- 
feats the  objects  of  their  founders ; 
and  out  of  this  train  of  cumulative 
evidence,  the  multiplied  groups  of 
cases  clustering  about  individuals,  the 
deadly  results  of  autopsies,  the  inoc- 
ulation by  fluids  from  the  living  pa- 
tient, the  murderous  poisons  of  hos- 
pitals— does  there  not  result  a  con- 
clusion that  laughs  all  sophistry  to 
scorn,  and  renders  all  argument  an 
insult  ? 

I  have  had  occasion  to  mention 
some  instances  in  which  there  was  an 
apparent  relation  between  puerperal 
fever  and  erysipelas.  The  length  to 
which  this  paper  has  extended  does 


1  System  of  Midwifery,  p.  292. 
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not  allow  me  to  enter  into  the  con- 
sideration of  this  most  important  sub- 
ject. I  will  only  say  that  the  evidence 
appears  to  me  altogether  satisfactory 
that  some  most  fatal  series  of  puer- 
peral fever  have  been  produced  by  an 
infection  originating  in  the  matter  or 
effluvia  of  erysipelas.  In  evidence  of 
some  connection  between  the  two 
diseases,  I  need  not  go  back  to  the 
older  authors,  as  Ponteau  or  Gordon, 
but  will  content  myself  with  giving 
the  following  references,  with  their 
dates,  from  which  it  will  be  seen  that 
the  testimony  has  been  constantly 
coming  before  the  profession  for  the 
last  few  years : 

London  Cyclopedia  of  Practical 
Medicine — article   Puerperal    Fever. 

1833- 

Mr.  Ceeley's  Account  of  the  Puer- 
peral  Fever  at    Aylesbury,   Lancet^ 

1835. 

Dr.  Ramsbotham's  Lecture.  Lon- 
don Medical  Gazette ,  1835. 

Mr.  Yates  Ackerly's  Letter  in  the 
same  journal,  1838. 

Mr.  Ingleby  on  Epidemic  Puerperal 
Fever.  Edinburgh  Medical  and  Sur- 
gical Jotirnal,  1837. 

Mr.  Paley's  Letter.  London  Medi- 
cal Gazette,  1839. 

Remarks  at  the  Medical  and  Chi- 
rurgical  Society.     Lancet,  1840. 

Dr.  Rigby's  System  of  Midwifery. 
1841. 

Nunneley  on  Erysipelas — a  work 
which  contains  a  large  number  of 
references  on  the  subject.     1841. 

British  and  Foreign  Quarterly  Re- 
view, 1842. 

Dr.  S.  Jackson,  of  Northumberland, 
as  already  quoted  from  the  Summary 
of  the  College  of  Physicians,  1842. 

And  lastly,  a  startling  series  of 
caseg  by  Mr.  Storrs,  of  Doncaster,  to 


be  found  in  the  American  Journal  of 
the  Medical  Sciences  lor  ]a.nu2iry,  1843. 

The  relation  of  puerperal  fever  with 
other  continued  fevers,  would  seem 
to  be  remote  and  rarely  obvious.  He 
refers  to  two  cases  of  synochus  oc- 
curring in  the  Royal  Infirmary  of 
Edinburgh,  in  women  who  had  at- 
tended upon  puerperal  patients.  Dr. 
Collins  refers  to  several  instances  in 
which  puerperal  fever  has  appeared 
to  originate  from  a  continued  prox- 
imity to  patients  suffering  with 
typhus.^ 

Such  occurrences  as  those  just 
mentioned,  though  most  important  to 
be  remembered  and  guarded  against, 
hardly  attract  our  notice  in  the  midst 
of  the  gloomy  facts  by  which  they  are 
surrounded.  Of  these  facts,  at  the 
risk  of  fatiguing  repetitions,  I  have 
summoned  a  sufficient  number,  as  I 
believe,  to  convince  the  most  incredu- 
lous, that  every  attempt  to  disguise 
the  truth  which  underlies  them  all  is 
useless. 

It  is  true  that  some  of  the  histori- 
ans of  the  disease,  especially  Hulme, 
Hull  and  Leake,  in  England;  Ton- 
nelle,  Duges  and  Baudelocque,  in 
France,  profess  not  to  have  found 
puerperal  fever  contagious.  At  the 
most  they  give  us  mere  negative  facts, 
worthless  against  an  extent  of  evi- 
dence which  now  overlaps  the  widest 
range  of  doubt,  and  doubles  upon 
itself  in  the  redundancy  of  superfluous 
demonstration.  Examined  in  detail, 
this  and  much  of  the  show  of  testi- 
timony  brought  up  to  stare  the  day- 
light of  conviction  out  of  countenance, 
proves  to  be  in  a  great  measure  un- 
meaning and  inapplicable,  as  might 
be   easily   shown  were  it   necessary. 


^  Treatise  on  Midwifery,  p.  228. 
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Nor  do  I  feel  the  necessity  of  enforc- 
ing the  conclusion  which  arises  spon- 
taneously from  the  facts  which  have 
been  enumerated,  by  formally  citing 
the  opinions  of  those  grave  authori- 
ties who  have  for  the  last  half  century 
been  sounding  the  unwelcome  truth 
it  has  cost  so  many  lives  to  establish. 

"It  is  to  the  British  practitioner," 
says  Dr.  Rigby,  "that  we  are  indebted 
for  strongly  insisting  upon  this  im- 
portant and  dangerous  character  of 
puerperal  fever."^ 

The  names  of  Gordon,  John  Clarke, 
Denman,  Burns,  Young,'^  Hamilton,^ 
Haighton,''  Good,'  Waller,^  Blundell, 
Gooch,  Ramsbotham,  Douglas,^  Lee, 
Ingleby,  Locock,^  Abercrombie,^ 
Alison,^*'  Travers,"  Rigby  and  Wat- 
son,^- many  of  whose  writings  I 
have  already  referred  to,  may  have 
some  influence  with  those  who  prefer 
the  weight  of  authorities  to  the  simple 
deductions  of  their  own  reason  from 
the  facts  laid  before  them.  A  few 
continental  writers  have  adopted 
similar  conclusions.^^  It  gives  me 
pleasure  to  remember,  that  while  the 
doctrine  has  been  unceremoniously 
discredited  in  one  of  the  leading 
journals,^*  and  made  very  light  of  by 
teachers  in  two  of  the  principal 
medical  schools  of  this  cauntry.  Dr. 

^  British  and  Foreign  Med.  Review  for  January,  1842. 
^Encyc.  Britannica,  xiii.,  467,  Art.  Medicine. 
3  Outlines  of  Midwifery,  p.  109. 

*  Oral  Lectures,  elc 

5  Study  of  Medicine,  11,  195. 

•^  Medical  and  Physical  Journal,  July,  1830. 

^  Dublin  Hospital  Reports,  for  1822. 

*  Library  of  Practical  Medicine,  i,  272- 

^  Researches  on  Diseases  of  the  Stomach,  etc.,  p.  i8t. 

^^  Library  of  Practical  Medicine,  Vol.  i,  p.  96. 

"  Further  Researches  on  Constitutional  Irritation, 
p.  128. 

"  Lond.  Med.  Gazette,  February,  1842. 

13  See  British  and  Foreign  Medical  Review,  Vol.  lii, 
p.  525,  and  Vol.  iv,  p.  517.  Also,  Ed.  Med.  Surg. 
Journal  for  July,  1824,  and  American  Journal  of  Med. 
Sciences  for  January,  1841. 

"  Phil.  Med.  Journal,  Vol.  xii,  p.  364. 


Channing  has  for  many  years  incul- 
cated and  enforced  by  examples  the 
danger  to  be  apprehended  and  the 
precautions  to  be  taken  in  the  disease 
under  consideration. 

I  have  no  wish  to  express  any  harsh 
feeling  with  regard  to  the  painful 
subject  that  has  come  before  us.  If 
there  are  any  so  far  excited  by  the 
story  of  these  dreadful  events,  that 
they  ask  for  some  word  of  indignant 
remonstrance,  to  show  that  science 
does  not  turn  the  hearts  of  its  follow- 
ers into  ice  or  stone,  let  me  remind 
them  that  such  words  have  been  ut- 
tered by  those  who  speak  with  an 
authority  I  could  not  claim.^  It  is  as 
a  lesson  rather  than  as  a  reproach  that 
I  call  up  the  memory  of  these  irre- 
parable errors  and  wrongs.  No  tongue 
can  tell  the  heart-breaking  calamity 
they  have  caused;  they  have  closed 
the  eyes  just  opened  upon  a  new 
world  of  love  and  happiness;  they 
have  bowed  the  strength  of  manhood 
into  the  dust;  they  have  cast  the 
helplessness  of  infancy  into  the 
stranger's  arms,  or  bequeathed  it, 
with  less  cruelty,  the  death  of  its 
dying  parent.  .There  is  no  tone  deep 
enough  for  regret,  and  no  voice  loud 
enough  for  warning.  The  woman 
about  to  become  a  mother,  or  with 
her  new-born  infant  upon  her  bosom, 
should  be  the  object  of  trembling 
care  and  sympathy  wherever  she  bears 
her  tender  burden,  or  stretches  her 
aching  limbs.  The  very  outcast  of 
the  streets  has  pity  upon  her  sister 
in  ■  degradation  when  the  seal  of 
promised  maternity  is  impressed  upon 
her.  The  remorseless  vengeance  of 
the  law,  brought  down  upon  its  victim 
by  a  machinery  as  sure  as  destiny,  is 

1  Dr.  Blundell  and  Dr.  Rigby  in  the  works  already 
cited. 
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arrested  in  its  fall  at  a  word  which 
reveals  her  transient  claim  for  mercy. 
The  solemn  prayer  of  the  liturgy 
singles  out  her  sorrows  from  the 
multiplied  trials  of  life,  to  plead  for 
her  in  the  hour  of  peril.  God  forbid 
that  any  member  of  the  profession  to 
which  she  trusts  her  life,  doubly 
precious  at  that  eventful  period, 
should  hazard  it  negligently,  unad- 
visedly, or  selfishly! 

There  may  be  some  among  those 
whom  I  address  who  are  disposed  to 
ask  the  question.  What  course  are  we 
to  follow  in  relation  to  this  matter .? 
The  facts  are  before  them,  and  the 
answer  must  be  left  to  their  judgment 
and  conscience.  If  any  should  care 
to  know  my  own  conclusions,  they 
are  the  following ;  and  in  taking  the 
liberty  to  state  them  very  freely  and 
broadly,  I  would  ask  the  inquirer  to 
examine  them  as  freely  in  the  light 
of  the  evidence  which  has  been  laid 
before  him. 

(i)  A  physician  holding  himself  in 
readiness  to  attend  cases  of  mid- 
wifery should  never  take  any  active 
part  in  the  post-mortem  examination 
of  cases  of  puerperal  fever. 

(2)  If  a  physician  is  present  at  such 
autopsies,  he  should  use  thorough 
ablution,  change  every  article  of  dress, 
and  allow  twenty-four  hours  or  more 
to  elapse  before  attending  to  any  case 
of  midwifery.  It  may  be  well  to  ex- 
tend the  same  caution  to  cases  of 
simple  peritonitis. 

(3)  Similar  precautions  should  be 
taken  after  the  autopsy  or  surgical 
treatment  of  cases  of  erysipelas,  if 
the  physician  is  obliged  to  unite  such 
offices  with  his  obstetrical  duties, 
which  is  in  the  highest  degree  inex- 
pedient. 

(4)  On  the  occurrence  of  a  single 


case  of  puerperal  fever  in  his  practice, 
the  physician  is  bound  to  consider 
the  next  female  he  attends  in  labor, 
unless  some  weeks,  at  least,  have 
elapsed,  as  in  danger  of  being  infected 
by  him,  and  it  is  his  duty  to  take 
every  precaution  to  diminish  her  risk 
of  disease  and  death. 

(5)  If  within  a  short  period  two 
cases  of  puerperal  fever  happen  close 
to  each  other,  in  the  practice  of  the 
same  physician,  the  disease  not  exist- 
ing or  prevailing  in  the  neighborhood, 
he  would  do  wisely  to  relinquish  his 
obstetrical  practice  for  at  least  one 
month,  and  endeavor  to  free  himself 
by  every  available  means  from  any 
noxious  influence  he  may  carry  about 
with  him. 

(6)  The  occurrence  of  three  or 
more  closely  connected  cases,  in  the 
practice  of  one  individual,  no  others 
existing  in  the  neighborhood,  and  no 
other  sufficient  cause  being  alleged 
for  the  coincidence,  \?>  prima  facie  evi- 
dence that  he  is  the  vehicle  of  conta- 
gion. 

(7)  It  is  the  duty  of  the  physician 
to  take  every  precaution  that  the  dis- 
ease shall  not  be  introduced  by  nurses 
or  other  assistants,  by  making  proper 
inquiries  concerning  them,  and  giving 
timely  warning  of  every  suspected 
source  of  danger. 

(8)  Whatever  indulgence  may  be 
granted  to  those  who  have  heretofore 
been  the  ignorant  causes  of  so  much 
misery,  the  time  has  come  when  the 
existence  of  2,  private  pestilence  in  the 
sphere  of  a  single  physician  should  be 
looked  upon  not  as  a  misfortune  but 
a  crime ;  and  in  the  knowledge  of 
such  occurrences,  the  duties  of  the 
practitioner  to  his  profession,  should 
give  way  to  his  paramount  obligations 
to  society. 
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Cases  of  Neglected  Pus  Tubes — A  Contribution  to  the 
Natural  History  of  Pus  in  the  Pelvis.^ 


BY    CHARLES    P.    NOBLE,    M.D., 

PHILADELPHIA. 


At  the  January  meeting  of  the 
society  I  reported  a  case  of  pyosal- 
pinx  in  which  the  disease  had  been 
permitted  to  run  its  course  without 
interference  on  the  part  of  a  surgeon. 
As  it  is  to  be  hoped  that  in  the  future 
such  treatment  will  seldom  if  ever  be 
pursued,  it  is  of  interest  to  put  the 
case  on  record  for  its  historical  value. 
This  patient  had  had  evidences  of 
serious  pelvic  inflammation  for  about 
five  years — the  source  of  the  trouble 
being  a  septic  labor  many  years  be- 
fore. The  trouble  had  culminated  in 
pyosalpinx,  and  an  immense  pelvic  ab- 
scess, which  was  allowed  to  develop, 
and  finally  to  discharge,  without  inter- 
ference— the  discharge  taking  place 
above  Poupart's  ligament.  This  con- 
fined her  to  bed  nearly  two  years. 
She  improved,  only  to  have  a  recur- 
rence of  the  same  trouble  on  the 
opposite  side.  At  this  time  I  saw  her, 
and  found  her  an  emaciated  wreck, 
pus-poisoned,  with  bowels  and  stom- 
ach refusing  everything.  I  was  called 
to  see  if  I  could  suggest  something 
to  settle  her  rebellious  stomach.  At 
this  time  the  idea  of  operating  had  not 
been  suggested  by  the  medical  attend- 
ant. Yet  an  immense  abscess  existed, 
filling  the  lower  right  quarter  of  the 
abdomen,  and  burrowing  down  the 
thigh.  The  patient  was  evidently  at 
death's  door,  making  it  out  of  the  ques- 
tion to  propose  more  than  a  simple  in- 
cision to  evacuate  the  pus.  This  advice 

1  Read  before  the  Philadelphia  Obstetrical  Society, 
May,  1893. 


was  not  accepted,  whether  because  the 
family  had  resigned  themselves  to  her 
death,  or  because  of  the  opposition  of 
the  attendant  I  do  not  know.  Prob- 
ably it  made  little  difference,  as  the 
emaciation  was  so  extreme  that  it  is 
unreasonable  to  suppose  that  she 
could  have  recuperated.  Under  the 
circumstances  it  probably  was  fortu- 
nate that  incision  was  refused,  as 
otherwise  it  would  have  received  the 
blame  for  her  death.  Moreover,  we 
have  a  case  of  pus  tube  pursuing  its 
natural  course  to  death.  It  is  the  habit 
of  those  who  oppose  pelvic  surgery 
to  say  that  pyosalpinx  tends  to  a  nat- 
ural cure — and  many  of  them  main- 
tain that  they  have  never  known  a 
death  from  peritonitis  or  salpingitis. 
Those  of  us  who  have  had  some  ex- 
perience are  convinced  that  the  mem- 
ories .of  these  gentlemen  are  at  fault. 
And  I  take  great  pleasure  in  record- 
ing this  undoubted  case  of  death  from 
a  neglected  pus  tube.  This  poor 
woman  was  an  invalid  many  years, 
and  a  bedridden  wreck  for  more  than 
two  years,  and  finally  met  her  death 
because  these  pus  tubes  were  per- 
mitted to  remain  in  her  pelvis.  This, 
to  me,  seems  almost  unpardonable,  as 
by  a  prompt  section  not  only  her  life 
but  her  years  of  suffering  could  have 
been  saved. 

Last  summer,  in  one  of  the  dis- 
tant mountain  counties  of  this  State, 
I  saw  two  cases  which  still  further 
illustrate  the  natural  history  of  pyo- 
salpinx.    One  was  a  poor  woman,  the 
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wife  of  a  miner,  who  had  arrived  near 
the  period  of  the  menopause  without 
conceiving.  This  indicates  tubal 
trouble,  especially  as  there  was  a  his- 
tory of  obstinate  dysmenorrhoea.  At 
this  time  she  unfortunately  met  a  man 
having  little  surgical  judgment,  who 
operated  on  her  to  cure  her  dysmen- 
orrhoea and  sterility  by  dilating  the 
cervix.  This  resulted  in  a  violent 
pelvic  peritonitis  and  pus  formation, 
presumably  in  the  tube.  Whether 
the  trouble  was  due  to  operating  in 
the  presence  of  an  old  peritonitis  and 
tubal  trouble,  or  to  setting  up  inflam- 
mation by  faulty  asepsis,  matters  not. 
It  was  certainly  bad  judgment  to 
operate  on  a  woman  of  her  age  with 
the  idea  of  curing  sterility,  and  bad 
surgery  to  set  up  inflammation  either 
by  poor  selection  of  the  case  or  by 
poor  asepsis.  The  abscess  burst  into 
the  bowel,  and  this  poor  woman  was 
reduced  to  the  last  extremity  of  pain 
and  exhaustion  by  the  inflammation 
and  suppuration  which  followed.  The 
pus  drained  away  through  the  bowels 
at  irregular  intervals,  causing  great 
suffering  and  marked  hectic.  This 
woman  was  recommended  to  have  the 
pus  sac  removed,  which,  however,  she 
has  not  done,  being  deterred  by  the 
distance  she  would  have  to  travel,  by 
the  guarded  prognosis  which  "must  be 
given  in  such  a  case,  and  probably  by 
her  former  sad  experience  with  sur- 
gery— or  rather  with  its  abuse. 

The  other  case  was  the  wife  of  a 
gentleman  of  wealth.  She  had  had 
some  trifling  pelvic  complaint,  said  to 
be  cervical  catarrh.  For  this  she 
consulted  a  Philadelphia  gynaecolo- 
gist, who  introduced  a  sponge  tent, 
or  rather  a  series  of  them,  and  caused 
a  violent  salpingo-peritonitis.  After 
this  she  was  treated  many  weeks  for 


what  was  called  typhoid  fever  by  an 
assistant  of  the  gynaecologist.  De- 
spairing of  her  recovery,  her  husband 
took  her  home  to  die.  Arrived  there, 
after  more  weeks  of  suffering,  the 
trouble  manifested  its  true  character 
by  the  discharge  of  an  abscess  through 
the  vagina.  The  sponge  tent  had 
done  in  this  case  what  it  has  done  in 
so  many  others — caused  salpingitis 
and  pyosalpinx.  The  country  doctors 
had  already  doubted  their  city  broth- 
er's diagnosis,  and  now  they  won- 
dered if  it  was  intended  to  cover  over 
bad  surgery.  The  patient  fell  into 
good  hands  in  the  country.  Her  phy- 
sician wisely  refrained  from  radical 
interference  in  her  exhausted  state ; 
but  he  dilated  the  sinus  sufficiently  to 
introduce  a  catheter,  and  to  wash  out 
the  cavity.  Under  this  treatment 
she  very  slowly  but  surely  improved. 
I  saw  her  after  she  had  been  an  in- 
valid two  years,  and  she  told  me  how 
happy  she  was  that  she  could  walk 
across  the  room  with  a  little  help — 
yet  this  woman  had  been  known  the 
county  over  for  her  daring  feats  of 
horsemanship  scarcely  two  years  be- 
fore. When  I  examined  her  there 
were  no  well-defined  masses  to  be  felt 
in  the  pelvis — hence  T  concluded  the 
pus  sac  had  emptied  itself,  especially 
as  all  hectic  symptoms  had  been  in 
abeyance  for  some  time.  I  advised 
a  continuance  of  the  tonic  treatment 
in  use,  and  operation  only  if  hectic 
symptoms  reappeared,  or  pelvic  pain 
from  adhesions  proved  annoying. 

These  cases  point  several  morals. 
I  report  them,  however,  because  of 
their  bearing  on  the  natural  history 
of  pyosalpinx.  In  one  case,  the  re- 
sult was  death  after  years  of  great 
suffering.  In  the  second  case,  the 
woman  has  been  brought  to  the  brink 
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of  the  grave,  and  it  is  more  than 
doubtful  whether  she  will  escape 
death.  In  the  third  case,  a  woman 
noted  for  her  physique,  spirit,  and 
daring,  is  brought  to  the  pitiable  state 
of  rejoicing  in  her  ability  to  take  a 
step  with  assistance,  and  that  after 
two  years  of  weary  suffering.  These 
cases  seen  recently  are  but  types  of 
many  I  have  met,  and  how  men  of 
experience  can  deny  the  very  serious 
and  even  fatal  character  of  pyosalpinx, 
when  not  subjected  to  early  removal 
by  coeliotomy,  is  beyond  my  powers 
of  comprehension. 

In  connection  with  the  report  of 
the  fatal  cases  of  neglected  pelvic 
abscess  I  wish  to  read  a  letter  from 
Dr.  Charles  Hermon  Thomas,  who 
attended  the  lady  in  1882.  The  letter 
is  of  interest  as  showing  the  fact  that 
tubo-ovarian  diseases  were  overlooked 
at  that  time.  As  we  all  know.  Dr. 
Thomas  was  a  most  intelligent  prac- 
titioner of  the  gynaecology  of  that 
date,  but  when  the  relation  of  tubo- 
ovarian  disease  to  the  disease  of 
womea  became  known,  and  it  became 


necessary  for  a  gynaecologist  to  be 
an  abdominal  surgeon.  Dr.  Thomas 
gave  up  his  gynaecological  practice, 
confining  himself  to  the  diseases  of 
the  eye.  There  is  no  doubt  that  at 
the  time  he  attended  her  she  had 
tubo-ovarian  disease.  I  regret  very 
much  that  Dr.  Thomas  is  unable  to 
be  present  to-night. 

Dear  Dr   Noble  : 

Mrs.  J.  came  under  my  care  in  1882.  Symp- 
toms at  the  time  chiefly  neurotic.  She  had 
distinct  hystero-epilepsy  as  made  out  by  Dr. 
Mills,  who  saw  her  with  me  at  that  time. 

Examination  revealed  a  moderately-soft 
tumor,  of  the  size  of  an  egg,  in  contact  with 
the  posterior  vaginal  wall  on  the  right  side  of 
the  median  line,  and  midway  between  the 
cervix  and  the  vaginal  outlet. 

There  was  considerable  tenderness  of  the 
tumor  on  pressure,  but  no  local  pain. 

Patient  chiefly  concerned  about  a  slight 
leucorrhoea  of  intra-uterine  origin,  and  for 
w^hich  for  short  periods,  during  two  or  three 
years,  topical  applications  were  made.  A 
neurasthenic  condition  was  always  present. 
The  tumor,  which  was  said  to  have  been 
present  for  some  years  before  I  saw  her,  did 
not  change  in  its  size  or  other  characteristics 
while  under  observation. 

(Signed)  Charles  H.  Thomas. 


Certain  Aspects  of  Puerperal  Septicaemia,  with  the  Report 
of  a  Case  of  Acute  Puerperal  Cellulitis.^ 


BY    CHARLES    P.  NOBLE,  M.D. 

PHILADELPHIA. 


It  is  not  my  purpose  to-night  to 
take  up  the  general  subject  of  puer- 
peral septicaemia,  but  to  refer  briefly 
to  certain  aspects  of  the  subject. 
With  the   more   general  recognition 

1  Read  before  the  Obstetrical  Society  of  Philadelphia^ 
May,  1S93. 


of  the  truth  of  the  modern  doctrines  of 
pelvic  inflammation,  that  it  originates 
as  an  endometritis,  or  as  a  vaginitis, 
and  spreads  through  the  tubes  to  the 
peritonaeum,  causing  salpingitis  and 
peritonitis,  in  certain  quarters  an  ex- 
treme view  of  the  subject  came  to  be 
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maintained,  and  it  was  held  that  pelvic 
inflammation  exists  only  as  diseased 
uterine  appendages  and  peritonitis. 
While  maintaining  as  strongly  as  any 
one  that  the  seat  of  pelvic  inflamma- 
tion in  the  immense  majority  of  cases 
is  in  the  tubes,  ovaries  or  peritonaeum, 
especially  in  non-puerperal  cases,  I 
have  felt  called  upon  to  protest  against 
the  false  position  taken  by  some,  of 
denying  the  occurrence  of  inflamma- 
tiou  of  the  pelvic  cellular  tissue.  I 
have  reported  cases  to  this  Society 
in  which  the  diagnosis  of  acute  pelvic 
cellulitis  was  substantiated  by  explora- 
tory abdominal  section.  I  have  not 
met  with  pelvic  cellulitis  except  in  the 
puerperal  state,  and  as  an  acute  in- 
flammation ending  in  resolution  or 
abscess.  A  recent  example  of  acute 
puerperal  cellulitis  having  come  under 
my  care,  I  shall  make  it  the  basis  of  a 
few  remarks  on  the  management  of 
certain  cases  of  puerperal  sepsis. 

Mrs.  G.,  aged  30  years,  Il-para,  was 
delivered  January  18  of  a  living  child, 
after  a  normal  labor.  The  placenta 
was  delivered  by  introducing  the  hand 
into  the  uterus.  The  following  day 
the  temperature  was  104°  F.,  and 
marked  tympany  and  pain  were  pres- 
ent. No  improvement  having  oc- 
curred, on  the  night  of  the  20th  I 
was  called  to  see  her.  The  tempera- 
ture was  103°  F.,  the  pulse  1 10,  the 
abdomen  was  tympanitic,  and  there 
was  much  tenderness  over  the  right 
ovary,  which  region  had  been  the  seat 
of  severe  pain.  As  the  bowels  had 
not  been  moved  for  four  or  five  days, 
and  as  there  had  been  persistent  con- 
stipation during  the  pregnancy,  I  felt 
hopeful  that  a  good  purge  would  clear 
up  the  difficulty,  especially  as  the 
very  rapid  onset  of  the  bad  symptoms 
after  labor  was  sufficient  to  make  one 


wary  in  making  a  diagnosis  of  or- 
dinary infection.  The  bowels  were 
well  moved,  but  without  improvement 
in  the  symptoms.  In  spite  of  quinine, 
strychnia  and  digitalis,  and  vaginal 
and  intra-uterine  antiseptic  douches, 
the  case  failed  to  improve,  and  indeed 
grew  worse.  As  the  lochia  had  never 
been  foul,  and  as  the  douches  had 
failed  to  bring  away  debris,  I  felt  that 
it  was  useless  in  this  case  to  use  the 
curette.  Dr.  Goodell  was  called  and 
agreed  in  this  opinion.  At  the  end 
of  a  week  the  right  broad  ligament 
became  infiltrated  with  exudate,which 
extended  between  the  cervix  and 
bladder,  pushing  the  cervix  back  into 
the  hollow  of  the  sacrum.  The  mass 
of  exudate  was  distinctly  palpable 
from  above,  plainly  beginning  at  the 
border  of  the  uterus.  It  was  very 
clear  that  the  mass  was  in  the  broad 
ligament,  and  not  intra-peritoneal,  on 
account  of  its  relations,  and  this  was 
made  positive  a  week  later  when  it 
rapidly  disappeared,  enabling  the 
examiner  to  map  out  the  slightly  en- 
larged and  lightly  adherent  tube  and 
ovary.  I  shall  not  enlarge  on  the 
subsequent  history  of  the  case.  Mrs. 
G.  is  making  a  gradual  recovery.  The 
convalescence  was  much  retarded  by 
an  attack  of  nephritis,  supposedly  of 
septic  origin. 

The  attack  of  nephritis  caused  a 
rise  of  temperature  during  the  third 
week.  At  this  time  Dr.  Parish  saw 
the  case.  Whether  the  rise  of  tem- 
perature was  due  to  an  embolic  ne- 
phritis or  to  an  ascending  inflamma- 
tion traveling  up  the  ureter  is  uncer- 
tain. The  urine  contained  a  large 
amount  of  albumen,  much  mucus  and 
blood,  and  a  few  epithelial  casts. 

The  question  of  how  to  manage  a 
case  of  puerperal  sepsis  after  the  in- 
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flammation  has  extended  to  the  tubes, 
or  to  the  broad  ligaments,  is  a  most 
important  one.  The  time  has  gone 
by  when  it  is  useful  or  advisable  to 
use  intra-uterine  douches,  or  the 
curette — the  disease  is  beyond  the 
reach  of  these  agents.  We  must  trust 
to  nature,  assisted  by  our  remedies, 
to  bring  about  resolution,  or  in  case  of 
pus  formations  must  resort  to  opera- 
tion. Much  depends  on  whether  the 
secondary  inflammation  is  in  the  tubes 
and  peritonaeum,  or  in  the  broad  liga- 
ment.    In  the  one  case  the  pus  can 


be  evacuated  advantageously  through 
the  vagina  or  over  the  groin ;  in  the 
other  a  coeliotomy  is  imperative ;  and 
again  early  operation  is  much  more 
imperative  in  case  of  intra-peritoneal 
abscess  than  in  case  of  broad  ligament 
abscess.  Therefore,  I  believe  it  is 
important  not  to  lose  sight  of  the  oc- 
currence of  acute  puerperal  cellulitis 
and  abscess,  even  though  their  occur- 
rence is  rare  as  compared  with  intra- 
peritoneal inflammation,  due  to  sal- 
pingitis or  to  ovaritis. 


The  Treatment  of  Large  Ovarian  Cysts,  with  the  Report  of 

a  Case :    Extirpation  of  the  Coccyx  for 

Congenital  Cyst.^ 


BY   EDWARD    P.    DAVIS,    M.D. 

PHILADELPHIA. 


It  is  my  purpose  to-night  to  report 
the  clinical  histories  of  these  cases, 
inviting  discussion  upon  them  by 
members  of  the  Society. 

Case  I,  of  large  ovarian  cyst,  oc- 
curred in  the  person  of  Mrs.  V , 

^g^d  55  years,  seen  by  me  in  consul- 
tation for  an  abdominal  enlargement. 
The  history  of  the  case  was  briefly  as 
follows :  The  patient  had  been  of  ex- 
traordinary muscular  development ; 
by  occupation  a  market-woman,  she 
had  enjoyed  exceptionally  robust 
health.  At  a  time  not  accurately  de- 
scribed by  herself  and  family,  she  first 
noticed  an  enlargement  of  the  abdo- 
men ;  this  must  have  been  three  or 
four  years   before  I  saw  her.     This 

1  Read  before  the  Obstetrical  Society  of  Philadelphia, 
May,  1893- 


enlargement  was  painless,  slowly  in- 
creasing, and  had  been  variously  diag- 
nosticated as  dropsy  and  tumor.  The 
diagnosis  of  ovarian  cyst  had  not  been 
stated  to  the  patient,  although  it  may 
have  been  made  by  some  of  the  nu- 
merous physicians  who  saw  her. 

When  I  first  visited  her  she  was 
undergoing  treatment  for  the  relief 
of  dropsy,  this  treatment  consisting 
in  the  administration  of  a  diuretic  mix- 
ture and  the  occasional  employment 
of  purgative  medicines.  On  exami- 
nation, the  patient  was  markedly  ema- 
ciated above  the  sternum  ;  her  thighs 
were  moderately  swollen,  her  legs  less 
so  than  her  thighs ;  her  arms  were 
wasted.  Her  expression  was  not 
markedly  cachectic,  and  a  typical  ova- 
rian face  was  not  clearly  developed. 
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Her  pulse  varied  from  lOO  to  i  lo ;  her 
respiration  was  not  noticeably  diffi- 
cult ;  she  was  cheerful,  complaining 
of  no  pain,  but  of  the  increasing  load 
and  d'rain  upon  her  muscular  strength 
occasioned  by  the  abdominal  enlarge- 
ment. She  was  unable  to  lie  down, 
resting  in  a  partly  reclining  posture, 
usually  on  the  right  side.  She  could 
not  sit  upright,  as  the  abdominal  en- 
largement had  descended  so  far  as  to 
protrude  between  her  thighs.  She 
was  taking  a  fair  amount  of  nutriment, 
and  complained  of  no  pain.  She 
strongly  desired  to  know  the  nature 
of  her  disease,  and,  if  possible,  to  have 
the  size  of  the  abdominal  enlargement 
decreased,  or  the  condition  radically 
remedied. 

A  superficial  examination  of  the  ab- 
domen by  palpation,  and  a  partial  vagi- 
nal examination,  convinced  me  that  a 
positive  diagnosis  could  not  be  readily 
made  under  the  circumstances  in 
which  I  found  the  patient.  She  was 
accordingly  told  that  it  would  be  un- 
justifiable to  even  puncture  her  abdo- 
men in  her  own  house,  and  that  a 
proper  diagnosis  and  treatment  of  her 
condition  could  only  be  obtained  in  a 
hospital,  where  antiseptic  precautions 
were  possible.  She  was  accordingly 
brought  to  the  Polyclinic  Hospital 
some  time  afterward,  it  being  neces- 
sary to  place  her  in  a  partially  recum- 
bent position,  in  a  wagon,  to  trans- 
port her  to  the  hospital. 

She  was  there  examined  by  my  col- 
leagues. Dr.  Baer  and  Dr.  Morton, 
and  by  my  friend,  Dr.  George  E.  Shoe- 
maker. The  following  condition  of 
the  abdomen  was  observed : 

Its  enlargement  was  very  great,  and 
is  best  shown  by  the  photographs 
done  by  Dr.  White,  of  the  resident 
staff,  which  I  show  to  the  Society. 


The  skin  of  the  abdomen  was  brawny 
and  thickened,  and  at  the  first  sight 
simulated  closely  some  of  the  hyper- 
trophies of  the  integument  occasion- 
ally seen ;  indistinct  fluctuation  was 
obtainable  upon  the  left  side  of  the 
abdomen,  while  at  the  right  and  upper 
portion  a  sensation  of  greater  resist- 
ance was  detected.  Vaginal  exami- 
nation was  negative,  as  the  tumor 
descended  so  far  externally  that  it  was 
very  difficult  to  make  a  satisfactory 
investigation.  It  was  learned  from 
the  patient's  daughter  that  she  had 
had,  in  the  preceding  few  months, 
several  attacks  of  syncope,  which 
had  occasioned  considerable  anxiety 
among  the  family.  A  diagnosis  was 
made  of  probable  ovarian  cyst,  and 
an  exploratory  incision,  and,  if  prac- 
ticable, the  removal  of  the  tumor, 
were  advised.  The  patient's  family 
were  informed  that  her  death  in  a 
short  time  was  unavoidable  if  she  was 
not  relieved ;  that  the  chance  of 
saving  her  life  was  questionable, 
and  that  the  only  relief  lay  in 
surgical  interference,  probably  of  a 
radical  nature.  It  was  observed  that 
the  patient  retained  remarkable  mus- 
cular power,  being  able  to  partially 
raise  herself  and  move  about  upon 
her  bed  in  a  manner  indicating  her 
former  strength  of  physique  and  con- 
stitution. She  and  her  family  con- 
sented to  the  operation,  and  after 
suitable  preparation,  with  the  assist- 
ance of  Dr.  Shoemaker,  Dr.  Morton 
and  Dr.  Baer,  the  abdomen  was 
opened. 

To  place  the  patient  in  position 
for  operation  it  was  necessary  to  pro- 
vide an  additional  table  for  the  tumor. 
As  she  could  not  lie  upon  her  back 
she  was  turned  upon  her  right  side, 
the  tumor  lying  upon  a  small  table. 
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As  syncope  was  feared,  oxygen  was 
at  hand,  and  an  electric  battery  and 
various  stimulants.  It  was  deter- 
mined to  mitigate  the  tremendous 
change  in  the  physical  conditions  of 
the  circulation,  which  the  emptying 
of  the  tumor  would  produce,  by  re- 
moving the  contents  as  slowly  as  pos- 
sible, making  continuous  pressure 
during  this  time.  An  incision  through 
the  abdominal  wall  revealed,  as  was 
expected,  the  sac  of  a  cystic  tumor. 
This  was  punctured  by  a  trocar,  when 
a  large  amount  of  chocolate-colored 
fluid  escaped.  More  than  a  half  hour 
was  consumed  in  emptying  the  fluid, 
the  patient  meanwhile  enduring  the 
operation  fairly  well.  The  cyst  was 
but  very  slightly  adherent  to  the  wall 
of  the  abdomen,  and  it  seemed  quite 
possible  to  completely  remove  the 
tumor ;  accordingly,  the  tumor  was 
separated  from  the  abdominal  wall. 
It  was  found  to  be  a  multilocular  cyst, 
its  largest  portion  lying  beneath  the 
liver.  The  solid  parts  were  broken 
down  as  rapidly  as  possible,  and  the 
entire  mass  removed.  Its  pedicle  was 
from  the  right  ovary,  and  was  so  small 
as  to  scarcely  require  ligation.  No 
adhesions  calling  for  ligature  were 
found,  and  the  haemorrhage  which 
accompanied  the  separation  of  the 
cyst  was  inconsiderable. 

The  patient  partially  collapsed  dur- 
ing the  removal  of  the  solid  portion, 
but  was  relieved  by  inhalations  of 
oxygen  and  the  use  of  an  electric 
battery,  accompanied  by  the  injection 
of  stimulants.  The  removal  of  the  tu- 
mor demonstrated  the  great  changes 
which  its  enormous  size  had  caused 
in  the  body  of  the  patient ;  the  lower 
ribs  had  been  turned  outward  and  up- 
ward, and  the  distended  abdominal 
walls  lay  in  folds  against  the  spinal 
column. 


As  quickly  as  possible  the  abdomi- 
nal cavity  was  freely  flushed  with  a 
hot  saline  solution,  the  incision  closed 
and  large  masses  of  cotton  were  ban- 
daged firmly  above  an  antiseptic  dress- 
ing. The  patient  reacted  from  the 
operation,  her  temperature  being 
97.5°  and  then  98°  ;  her  pulse  120  and 
130.  She  become  conscious,  and  com- 
plained of  no  pain.  Six  hours  later, 
without  appreciable  warning,  she  died 
in  sudden  syncope. 

No  post-mortem  examination  could  ^ 
be  obtained,  but  symptoms  of  haemor- 
rhage were  never  present.  The  con- 
dition of  the  patient's  kidneys  and 
bowels  was  normal  before  and  after 
the  operation. 

The  solid  portion  of  the  tumor 
weighed  nine  pounds;  seventeen  gal- 
lons of  fluid  were  collected  during 
the  operation,  the  weight  of  the  fluid 
being  17}^  ounces  to  the  pint.  The 
total  weight  of  the  solid  and  liquid 
portions  of  the  tumor  reached  the 
great  total  of  160  pounds.  Micro- 
scopic examination  of  the  fluid  showed 
cholesterin  and  haematin,  blood  cells 
and  anomalous  epithelia.  No  meas- 
urements were  made  of  the  tumor 
before  its  removal,  as  the  patient's 
condition  was  such  that  I  limited 
manipulation  and  disturbance  of  her 
position  to  the  interference  necessary 
in  securing  an  examination  for  diag- 
nosis. ► 

The  question  of  practical  interest 
suggested  by  this  case  lies  in  the 
avoidance  of  the  syncope  which  de- 
stroyed the  patient's  life.  Is  it  pos- 
sible to  remove  so  large  a  mass  from 
the  abdominal  cavity  without  pro- 
ducing such  a  change  in  circulation 
as  to  cause  fatal  syncope.^  Two 
methods  of  treatment  were  available, 
one  the  partial  emptying  of  the  cyst, 
stitching  its  wall  to  the  abdominal 
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wall  and  using  drainage ;  the  second 
was  the  complete  removal  of  the  cyst 
as  practiced.  Had  firm  adhesions 
been  present,  no  effort  would  have 
been  made  to  remove  the  tumor;  it 
would  have  been  partially  emptied, 
with  the  hope  of  prolonging  the  pa- 
tient's life  by  the  operation.  The 
fact  that  the  tumor  could  be  separated 
without  great  difficulty  from  the  ab- 
dominal wall  led  us  to  practice  total 
removal,  believing  that  the  patient's 
chance  of  ultimate  recovery  would  be 
sufficient  to  warrant  the  procedure. 
We  were  led  to  operate  upon  the  case 
by  the  patient's  desire  for  relief,  by 
the  threatening  syncope  from  which 
she  had  already  suffered,  and  by  her 
remarkable  and  persistent  strength, 
and  her  previous  history  of  uniformly 
good  health. 

Case  II  is  an  example  of  abscess 
over  the  coccyx  without  appreciable 
cause,  and  accompanied  by  pain  at 
the  sacro-coccygeal  joint,  completely 
relieved,  first  by  evacuation  of  the 
abscess  and  then  by  extirpation  of 
the  coccyx.  The  patient,  Mrs.  B., 
was  first  seen  in  the  eighth  month  of 
her  first  pregnancy;  her  health  had 
been  good;  her  pelvis  was  normal; 
the  foetus  occupying  the  second  posi- 
tion, its  heart  sounds  plainly  discerni- 
ble. She  complained  of  a  painful 
swelling  to  the  left  of  the  coccyx  and 
above  the  junction  of  the  coccyx  and 
sacrum.  This  swelling  gave  indis- 
tinct fluctuations  and  was  painful 
upon  pressure.  On  vaginal  examina- 
tion pressure  upon  the  coccyx  re- 
vealed great  tenderness,  also  to  the 
left  of  the  articulation  with  the 
sacrum.  She  stated  that  three  months 
previously  a  similar  swelling  had  ap- 
peared, which  was  dissipated  without 
treatment.     She  said  that  before  her 


marriage  she  had  been  fond  of  riding, 
but  at  times  had  been  obliged  to  dis- 
mount by  reason  of  pain  in  this  re- 
gion. When  asked  if  she  could  recall 
a  bruise,  fall,  blow,  or  direct  injury  to 
the  part,  she  could  not  do  so.  Under 
antiseptic  precautions  the  tumor  was 
incised,  emptied  of  an  ounce  of  foul, 
sanious  pus,  and  a  careful  examination 
with  the  finger  and  probe  was  made 
to  detect  caries  of  the  bone.  This 
was  apparently  absent,  a  smooth 
cavity  only  being  found.  A  pyogenic 
membrane  was  curetted  away,  the 
cavity  irrigated  and  packed  with 
gauze.  Uninterrupted  recovery  fol- 
lowed. 

At  the  patient's  labor  she  experi- 
enced marked  pain  when  the  head 
reached  the  pelvic  floor.  Her  child, 
a  female,  was  small,  and  the  delivery 
was  readily  accomplished  under  an- 
aesthesia by  chloroform.  Her  puer- 
peral period  was  marked  by  no  com- 
plications. 

Five  months  after  her  labor  she  re- 
quested further  relief  for  pain  in  the 
coccyx.  Previous  to  her  marriage 
she  had  been  a  trained  nurse,  under- 
stood the  details  of  surgical  opera- 
tions, and  desired  to  avoid  any  such 
procedure  if  possible.  I  could  detect 
no  hysterical  element  in  the  case,  but 
the  patient  and  her  husband  were  con- 
vinced that  treatment  was  requisite. 

On  vaginal  examination  the  genital 
tract  was  found  in  a  normal  condition ; 
the  patient's  general  health  was  ex- 
cellent; the  position  of  the  uterus 
was  normal,  but  pressure  upon  the 
cervix  gave  rise  to  an  indistinct,  gra- 
ting sensation  and  to  the  complaint 
of  acute  pain  upon  the  part  of  the 
patient.  The  coccyx  was  accordingly 
removed,  and  found  to  be  of  normal 
length  and  dimension.     The  articular 
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tion  between  the  sacrum  and  coccyx 
was  slightly  roughened,  but  no  evi- 
dence of  caries,  necrosis,  or  suppura- 
tion could  be  found.  The  scar  of  the 
previous  abscess  was  firm,  and  the 
abscess  had  been  completely  oblit- 
erated. The  patient  was  entirely  re- 
lieved by  the  removal  of  the  coccyx, 
and  continues  in  good  health. 

The  interesting  point  in  regard  to 
the  case  is  an  explanation  of  the  oc- 
currence of  this  abscess  when  the 
history  of  no  septic  infection  could 
be  obtained.  The  usual  causes  of 
abscess  in  this  region  are  violence, 
sinus,  or  fistula  connecting  with  the 
intestine,  and  septic  infection  of  the 
genital  tract,  septic  infection  after 
labor,  accompanied  by  mechanical  in- 
jury to  the  parts;  by  the  foetus,  or 
the  instruments  used  by  the  obste- 
trician. The  most  rational  explana- 
tion of  this  case  is  afforded  by  the 
interesting  examples  found  in  surgical 
literature,  where  abscess  cavities  with- 
out communication  with  surrounding 
parts  have  been  observed  in  this  re- 


gion of  the  body,  as  the  result  of  a 
persistence  of  the  foetal  medullary 
canal.  Most  of  these  cases  occur  in 
males,  and  hair  is  found  in  these 
cavities.  The  continued  irritation  of 
the  parts  by  pressure  has  explained  a 
non-septic  necrosis  which  results  in 
the  formation  of  abscess  in  this  region. 
In  many  of  these  cases  an  external 
opening  is  found  near  the  coccyx,  ad- 
mitting a  small  probe  from  which  a 
sinus  proceeds  along  the  wall  of  the 
intestine.  Pavement  epithelium  is 
often  found  upon  the  walls  of  these 
cysts  when  hair  is  not  present.  Cases 
similar  to  that  reported  have  been  pub- 
lished by  Terrillon,  Goodsall,  Warren 
and  Beach.  An  interesting  research 
upon  this  subject  is  that  by  Mallory, 
of  the  Harvard  Medical  School,  pub- 
lished in  the  American  Journal  of  the 
Medical  Sciences  for  March,  1892, 
page  263.  The  relation  of  such  sin- 
uses and  cysts  to  the  coccyx  is  well 
shown  by  Mallory  in  reproductions  of 
microscopic  sections  through  embryos 
of  various  ages. 


Uterine  Thrombosis  Following  Post-Partum  Haemorrhage, 
and  Its  Relation  to  Puerperal  Infection/ 


BY   W.  REYNOLDS    WILSON,  M.D., 

PHILADELPHIA. 


PosT-PARTUM  haemorrhage  is  fol- 
lowed by  a  series  of  consequences  de- 
pendent upon  thrombosis.  The  most 
conspicuous  of  these  are  phlegmasia 
alba  dolens,  and  pyaemic  infection, 
although  a  general  infection  depend- 

1  Read  before  the  Philadelphia  Obstetrical  Society, 
May,  1893. 


ent  upon  the  same  cause  is  to  be  ob- 
served, as  demonstrated  by  the  histo- 
logical study  of  the  subject.  In  nor- 
mal involution  the  contraction  and 
retraction  of  the  uterine  muscle  is 
sufficient  to  prevent  bleeding  from  the 
sinuses,  by  causing  an  approximation 
of  the  vessel  walls.     In  the  absence 
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of  normal  uterine  contractions  de- 
pendent upon  want  of  muscular  de- 
velopment, or  upon  loss  of  blood,  as 
in  placenta  praevia,  or  upon  over-dis- 
tention  from  twins,  or  hydramnios, 
haemorrhage  is  prevented  by  the  for- 
mation of  thrombi.  On  the  part  of 
the  blood  itself  the  increase  of  fibrin, 
consequent  to  the  loss  of  blood,  is  an 
important  factor  in  thrombosis.  This 
natural  means  for  controlling  haemor- 
rhage approaches  a  pathological  con- 
dition, in  that  it  admits  of  an  exten- 
sion of  the  thrombi  into  the  veins 
surrounding  the  uterus,  namely,  those 
of  the  parametrium  and  broad  liga- 
ments. In  this  way  a  direct  commu- 
nication between  the  endometrium 
and  pelvic  veins  is  set  up. 

In  active  involution  the  blood  cur- 
rent is  diminished,  and  the  absorptive 
power  of  the  veins  and  lymphatics  is 
decreased,  whereas  in  defective  invo- 
lution the  amount  of  blood  in  the 
uterus  is  increased,  and  the  lymphatic 
circulation  called  more  actively  into 
play.  According  to  Winckel  (i)  the 
outcome  of  physiological  thrombosis 
is  described  as  a  conversion  of  the 
thrombi,  by  the  immigration  of  wan- 
dering cells,  probably  with  the  aid  of 
the  endothelium  and  vasa-vasorum, 
into  a  firm  connective  tissue  cord, 
which  at  times  becomes  canaliculated, 
possibly  by  the  passage  of  red  blood 
corpuscles,  so  that  the  blood  current 
is  restored.  Thus,  under  the  condi- 
tions in  which  uterine  inertia  exists, 
we  have  haemorrhage  giving  rise  to 
increased  tendency  to  inertia,  and  to 
the  formation  of  thrombi,  which  serve 
as  a  dangerous  means  of  communica- 
tion with  the  central  venous  circula- 
tion, and  as  a  stimulation  of  the  lym- 
phatics surrounding  them.  Where 
elements  of  infection  are  absent  the 


thrombi  shut  off  the  uterine  cavity 
from  the  circulation,  but  where  septic 
material  is  present  they  offer,  when 
once  affected  by  the  putrefactive 
changes  about  them,  a  means  of  en- 
trance into  the  system  for  the  micro- 
organisms which  attack  them. 

Bacteriological  research  has  shown 
that  the  normal  uterine  lochia  con- 
tain no  germs,  and  may  be  injected 
into  the  body  of  any  animal  in  any 
amount  without  injury.  Doederlein 
(2)  found  that  after  a  normal  labor 
with  a  temperature  not  exceeding 
98.4°  there  were  no  germs,  but  when 
fever  was  present,  bacilli  and  cocci 
were  found  until  the  temperature  fell, 
being  eliminated  by  the  very  abund- 
ant secretion,  especially  when  this 
was  purulent.  Micro-organisms  may 
find  entrance  into  the  uterine  cavity 
by  various  means,  and  when  in  con- 
tact with  the  endometrium  give  rise 
to  infection.  It  has  been  positively 
shown  that  the  endometrium  is  the 
usual  source  of  infection,  for  in  puer- 
peral ulcers  of  the  vagina  we  have 
only  a  mild  form  of  infection  accom- 
panying the  local  signs,  and  although 
the  same  micro-organisms  are  present 
as  those  which  are  found  within  the 
uterus  in  puerperal  endometritis  they 
occur  only  at  the  seat  of  infection, 
and  are  not  found  penetrating  into 
the  neighboring  tissues  (3). 

Having,  therefore,  a  case  of  haem- 
orrhage with  the  occurrence  of  dila- 
tation thrombosis,  and  the  presence 
of  septic  material,  we  have  the  liabil- 
ity of  infection,  the  process  attacking 
the  endometrium,  and  spreading  by 
means  of  the  disorganization  of  the 
thrombi  along  the  course  of  the  veins, 
especially  at  the  placental  site,  and 
invading  the  general  circulation. 

It  will  be  of  interest  to  study  the 
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means  by  which  infecting  germs  find 
entrance  into  the  uterus.  These  may- 
be present  before  the  occurrence  of 
labor  in  cases  in  which  haemorrhage 
is  likely  to  occur,  their  presence  and 
the  liability  to  haemorrhage  being 
dependent  upon  the  same  cause. 
Namely,  in  cases  of  endometritis  we 
have,  as  has  been  so  forcibly  main- 
tained by  Pozzi,  the  presence  of  path- 
ogenic organisms,  the  prevailing  spe- 
cies being  staphylococci  (pyogenes 
aureus,  albus  and  citreus),  and  various 
kinds  of  streptococci.  As  to  the  part 
played  by  the  uterus  in  cases  of  haem- 
orrhage due  to  metritis  and  endome- 
tritis with  the  presence  of  the  usual 
pathogenic  organisms,  Winckel  states 
that  a  limited  metritis,  or  premature 
fatty  degeneration  of  the  muscle  of 
the  pregnant  uterus  is  likely  to  inter- 
fere with  the  contractile  power  of  the 
affected  area.  Endometritis  having 
existed  during  pregnancy,  and  pres- 
ent at  the  time  when  uterine  contrac- 
tion and  retraction  are  essential  to 
the  arrest  of  haemorrhage,  predisposes 
to  bleeding ;  first,  on  account  of  the 
hyperaemia;  secondly,  by  reason  of 
erosion  of  already  occluded  vessels 
from  the  presence  of  mycotic  ele- 
ments ;  and  thirdly,  by  interference 
with  involution.  The  question  arises, 
what  determines  the  presence  of  mi- 
cro-organisms within  the  uterus  in 
endometritis,  and  why,  if  in  any  such 
case  their  existence  is  proven,  should 
puerperal  endometritis  and  its  conse- 
quences be  the  exception  rather  than 
the  rule  ?  The  answer  to  this  lies  in 
the  fact  that  the  tissues  of  the  gen- 
ital tract  possess,  under  normal  con- 
ditions, a  power  of  resistance  to  the 
pathogenic  action  of  the  germs  which 
may  be  present.  The  vitality  of 
these  germs  becomes  more  and  more 
35 


attenuated  as  they  are  acted  upon  by 
the  normal  secretions  and  cellular  ele- 
ments of  the  tissues.  This  antago- 
nism of  the  tissues  against  the  inva- 
sion of  pathogenic  germs  continues 
as  pregnancy  advances,  up  to  the  time 
of  the  beginning  of  labor.  The  com- 
pletion of  labor,  marked  by  the  expul- 
sion of  the  placenta  and  discharge  of 
liquor  amnii,  affords  the  natural  means 
by  which  the  genital  tract  is  flushed 
out,  and  the  possibility  of  the  lodg- 
ment of  germs  is  prevented.  In 
pathological  conditions,  on  the  other 
hand,  that  is,  in  simple  endometritis, 
in  contra-distinction  to  puerperal  en- 
dometritis, the  mucous  membrane 
becomes  infected  by  the  invasion 
of  germs  which  are  indigenous  to 
the  genital  tract.  According  to 
Pozzi  (4)  there  exists  in  the  genital 
tract  of  the  female  a  zone  rich  in 
micro-organisms,  situated  at  the  level 
of  the  internal  os.  The  activity  of 
this  zone  is  increased  by  the  general 
debility  of  all  the  tissues,  which  re- 
duces cellular  vitality,  or  by  trauma- 
tism. In  endometritis  the  mucous 
membrane  becomes  infected  from 
this  source,  and  the  ordinary  lesions 
and  symptoms  follow.  In  puerperal 
endometritis,  in  cases  where  hetero- 
infection  can  be  excluded,  we  may 
ascribe  the  condition  to  an  ante-par- 
tum  infection  dependent  upon  an 
earlier  endometritis,  the  earlier  patho- 
logical changes  in  the  uterine  mucosa 
and  connective  tissue  predisposing 
to  haemorrhage,  by  interfering  with 
contractions,  with  infection  of  the 
resulting  thrombi  by  the  germs  which 
are  already  present.  In  cases  of  atony 
from  other  causes  (want  of  muscular 
development,  over  -  distention)  the 
treatment  which  is  used  to  avert 
the  haemorrhage,  and  the  necessary 
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manipulations,  may  be  responsible 
for  the  infection.  Frequent  exami- 
nations during  the  course  of  labor, 
hasty  and  careless  manipulations  at 
the  time  when  the  patient  is  bleed- 
ing, and  carelessness  of  the  prin- 
ciples of  asepsis  owing  to  the  loss  of 
self-control  on  the  part  of  the  attend- 
ant, and  the  introduction  of  infected 
instruments,  all  contribute  to  the  risk 
of  infection.  There  exist,  therefore, 
under  these  circumstances,  ample 
opportunities  for  the  invasion  of  bac- 
teria. 

What,  on  the  other  hand,  are  the 
natural  means  of  resisting  these  bac- 
teria in  cases  of  non-infection,  and 
what  are  the  local  changes  in  septic 
cases,  resulting  from  the  action  of 
micro-organisms  ?  Immediately  after 
the  expulsion  of  the  placenta  the 
uterus  contracts  and  obliterates  the 
cavity  recently  occupied  by  the  ovum. 
This  contraction  is  influenced  largely 
by  the  nervous  condition  of  the  wo- 
man, and  may  be  considered  as  an 
active  process.  Under  normal  cir- 
cumstances the  innervation  of  the 
organ  produces  the  active  power  of 
contraction  irrespective  either  of  the 
elasticity  of  the  fibres  or  of  the  dimi- 
nution due  to  shortening  of  the  fibres 
by  retraction.  The  blood  supply  is 
kssened  by  this  contraction,  and  the 
vessels  at  the  placental  site  are  com- 
pressed by  the  uterine  fibres  and 
emptied  of  blood.  Both  the  free  con- 
tents of  the  uterus,  namely,  blood  and 
the  remaining  amniotic  liquid,  and 
the  adherent  shreds  of  decidua  are 
expelled.  As  soon  as  the  tonic  con- 
tractile power  of  the  uterus  is  estab- 
lished, retraction  of  the  muscle  (fatty 
degeneration  of  the  muscular  fibres) 
and  regeneration  of  the  mucous  mem- 
brane take  place.     Together  with  the 


lessening  in  size  of  the  uterus  by  re- 
traction, there  is  an  increase  in  the 
development  of  intraglandular  tissue 
and  a  reconstruction  of  the  mucosa 
from  the  epithelium  springing  from 
the  remaining  glands.  The  exudation 
which  accompanies  this  process,  to- 
gether with  the  migration  of  white 
corpuscles  and  the  secretion  from  the 
cervical  canal,  constitute  the  lochial 
discharge.  As  to  the  local  changes 
occurring  in  the  course  of  infection, 
we  have  these  normal  processes  modi- 
fied as  follows  :  First,  as  a  predispos- 
ing cause  of  infection  we  have  the 
absence  of  uterine  contraction.  As 
a  result,  the  haemorrhage  from  the 
sinuses  is  controlled  not  by  pressure, 
but  by  thrombosis ;  secondly,  the 
uterus  contains,  also  incident  to  the 
absence  of  contraction,  remnants  of 
decidua  or  placental  debris,  these,  to- 
gether with  the  thrombi  projecting 
from  the  placental  site,  act  as  foreign 
bodies,  and  are  prone  to  putrefactive 
changes ;  thirdly,  the  reconstruction 
of  the  mucous  membrane  is  replaced 
by  necrosis  of  the  epithelium  and  base- 
ment membrane;  fourthly,  the  normal 
constituents  of  the  lochial  discharge 
are  replaced  by  the  putrefactive  debris 
of  disorganized  thrombi,  the  remnants 
of  decidua  and  necrotic  mucous  mem- 
brane, mixed  with  the  various  micro- 
organisms  which  accompany  these 
putrefactive  changes.  In  order  to  ap- 
preciate the  relation  of  such  changes 
to  the  devolopment  of  infection,  it  will 
be  necessary  at  this  point  to  study  the 
histology  of  puerperal  endometritis. 

According  to  Bumm  we  have  com- 
monly to  deal  with  the  following 
forms : 

Putrid  Endometritis. — In  this  form 
putrefaction  occurs  from  the  presence 
of  saprophytic  organisms.     The  bac- 
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teriology  of  this  condition  is  still  un- 
developed ;  as  to  the  histology,  we 
find  that  the  necrotic  decidua  is  cut 
•off  by  a  zone  of  cellular  infiltration,  by 
which  the  various  micro-organisms 
present  are  prevented  from  penetrat- 
ing into  the  underlying  tissues.  In- 
vasion of  the  thrombi,  however,  at  the 
placental  site,  is  not  prevented  by  any 
such  zone  of  reaction  on  account  of 
the  want  of  organization  of  the  throm- 
botic tissue. 

Septic  Endometritis^  occurring  in 
two  forms. — First,  a  localized  septic 
process  in  which  a  granulation  zOne 
occurs  (contrary  to  what  is  found  in 
the  form  mentioned  above)  shutting 
off  the  necrotic  endometrium  and  pre- 
venting the  invasion  of  germs.  The 
(Uterine  lymphatics  are  not  actively 
involved.  The  placental  site,  as  in 
•the  putrid  form,  is  most  markedly 
affected.  Secondly,  a  septic  endo- 
metritis, accompanied  by  a  general 
infection.  Bumm  has  studied  five 
cases  belonging  to  this  class,  and 
has  found  in  three  instances  that  in- 
fection has  occurred  by  invasion 
through  the  lymphatic  system,  and  in 
two  instances  along  the  course  of  the 
veins.  In  the  first  set  of  cases  the 
placental  site  is  free  from  micro-or- 
ganisms and  thrombi,  so  that  it  is  not 
likely  that  this  pathological  condition 
bears  upon  that  form  of  infection  re- 
sulting from  haemorrhage  in  which 
thrombi,  especially  at  the  placental 
site,  occur.  In  the  second  set  of 
cases  the  smaller  lymphatic  branches 
surrounding  the  sinuses  are  marked 
by  colonies  of  cocci,  which  extend 
into  larger  lymphatics  underlying 
the  peritoneal  covering  of  the  uterus. 
The  decidua  is  disorganized  and  in- 
filtrated with  a  fibrinous  exudate, 
presenting     a    diphtheritic     appear- 


ance. In  this  class  of  cases,  as  well 
as  in  that  about  to  be  described,  the 
granulation  zone  is  absent.  This  fact 
has  evidently  an  important  bearing 
upon  the  function  of  such  a  zone  of 
demarkation,  in  combating  the  pro- 
gress of  micro-organisms  into  the  un- 
derlying tissue. 

Thirdly,  a  thrombotic  form  of  infec- 
tion;  and  this  is  the  form  which  con- 
cerns us  principally  in  the  discussion 
of  post-haemorrhagic  infection.  This 
is  characterized  by  both  a  putrid  and 
septic  endometritis.  It  is  described 
by  Bumm  as  follows  : 

"  The  decidual  layer  of  the  uterine 
cavity,  in  a  state  of  necrosis,  is  beset 
with  micro-organisms.  In  the  neigh- 
borhood of  the  colonies  of  strepto- 
cocci, outlined  by  the  staining  process, 
are  scattered  innumerable  colonies  of 
putrefactive  germs.  The  histologi- 
cal relation  of  the  tissues,  that  is,  the 
decidual,  glandular  and  muscular  tis- 
sues, in  the  necrotic  area,  is  unrecog- 
nizable." 

The  zone  of  reaction  is  marked. 
The  placental  site  presents  no  remains 
of  the  placenta,  but  is  marked  by  the 
projection  of  thrombi.  The  latter  are 
found  to  be  infected  by  various  path- 
ogenic germs,  are  disorganized,  and 
offer,  by  reason  of  their  disorganiza- 
tion, a  direct  means  of  entrance  for 
the  septic  products  into  the  current 
of  the  blood.  The  disorganization 
occurs  first  in  the  axis  of  the  thrombi. 
The  endothelium  and  the  vessel  wall 
become  rapidly  affected  and  break 
down  into  a  mass  of  necrotic  tissue 
mixed  with  white  corpuscles  and  in- 
fected with  cocci  and  bacilli. 

In  conclusion,  we  may  summarize 
the  development  of  infection  as  a 
result  of  thrombosis  by  noting  the 
following  events  :  First,  a  predisposi- 
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tion  to  infection  arising  in  cases  of 
hoemorrhage  the  result  of  atony  of  the 
placental  site;  secondly,  the  forma- 
tion of  thrombi  which  offer,  on  ac- 
count of  their  want  of  vital  organiza- 
tion, an  improper  means  of  resistance 
to  infecting  germs ;  and  thirdly,  the 
presence  of  infecting  material  either 
from  the  pre-existing  endometritis  or 
from  contamination  at  the  time  of 
delivery  by  careless  or  frequent  ex- 
aminations. When  these  factors  are 
present  we  have  a  resulting  infection 
occurring  in  accordance  with  the  his- 
tological changes  described  above. 

Clinically,  we  are  apt  to  consider  pyae- 
mia as  the  type  of  infection  occurring 
as  a  result  of  thrombosis.  Such  a  view 
is  based  upon — first,  the  frequency  of 
the  occurrence  of  phlegmasia  follow- 
ing phlebitis,  either  by  extension  from 
the  veins  of  the  broad  ligament  or  by 
the  lodgment  of  coagula  washed  from 
the  placental  site  and  carried  into  the 
hypogastric  veins  and  obstructing  the 
flow  of  blood  through  the  crural  veins ; 
and  secondly,  upon  the  occurrence 
of  embolism  from  the  detachment  of 
thrombi  from  the  placental  site  or  the 
parametrium.  But  it  is  morq  likely, 
from  the  histology  of  endometritis  in 
the  puerperal  state,  that  the  thrombi 
act  more  as  a  channel  by  which  path- 
ogenic germs  find  entrance  into  the 
organism  than  as  a  direct  means  of 
conveyance  by  their  detachment  and 
circulation  in  the  blood  current.  We 
have  observed  in  the  thrombotic  form 
of  endometritis  that  the  disorganiza- 
tion of  the  thrombi  is  a  pathological 


change  dependent  upon  the  action  of 
bacteria,  and  that  the  natural  barrier 
to  the  entrance  of  infecting  elements 
is  removed  by  this  process  of  disor- 
ganization. According  to  this,  the 
blood  current  is  likely  to  be  contami- 
nated, not  by  the  remnants  of  uterine 
coagula,  but  by  the  presence  of  path- 
ogenic bacteria  and  their  chemical 
products.  These,  carried  along  in  the 
blood  current,  may  be  reasonably  sup- 
posed to  set  up  inflammatory  changes, 
causing  phlebitis,  and,  especially,  to 
produce  the  development  of  a  general 
septicaemia.  There  is  no  doubt  that 
the  formation  of  emboli  is  a  common 
result  of  the  detachment  of  thrombi 
from  the  placental  site,  but  in  the 
study  of  the  subject  from  a  histologi- 
cal point  we  are  not  warranted  in  ac- 
cepting the  occurrence  of  pyaemia  as 
the  universal  clinical  associate  of 
thrombotic  infection  the  result  of 
haemorrhage,  and,  on  the  other  hand,, 
we  are  warranted  in  assuming  the  pos- 
sibility of  a  marked  state  of  septic 
endometritis  occurring  after  haemor- 
rhage without  the  early  association  of 
pyaemic  symptoms. 
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Ectopic  pregnancy  is  a  subject  of 
great  importance  to  the  general  prac- 
titioner as  well  as  to  the  gynaecologist. 

Every  physician  should  be  well  ac- 
quainted with  its  symptoms  and  signs 
so  as  to  recognize  such  conditions  as 
soon  as  possible  and  recommend  such 
measures  as  the  individual  case  may 
demand,  which  will  often  save  the  life 
•of  his  patient. 

So  much  has  been  written  on  this 
subject  of  late  that  to  be  entirely  ig- 
norant of  the  signs,  symptoms  and 
treatment  of  these  cases  is  inexcus- 
able. I  do  not  pretend  to  say  all 
cases  can  or  should  be  diagnosed  pre- 
vious to  primary  rupture ;  far  from  it, 
for  many  cases  do  not  seek  the  coun- 
sel of  a  physician,  and  some  do  not 
suspect  anything  wrong  until  sud- 
denly seized  with  pain,  accompanied 
with  indications  of  internal  haemor- 
rhage. It  is  those  cases  that  consult 
the  physician  and  present  such  signs 
and  symptoms  as  warrant  at  least  a 
possible  diagnosis  of  an  abnormal 
pregnancy,  and  especially  those  of 
primary  rupture  that  should  be  recog- 
nized by  the  attendant  and  active 
proper  measures  for  relief  advised. 

In  writing  on  this  subject,  if  I 
should  seem  somewhat  emphatic  it  is 
but  an  expression  of  my  convictions 
of  its  importance  which  have  devel- 
oped from  some  practical  experience 

'  Read  before  the  Geortjia  State  Medical  Associa- 
lion,  April  19,  1893. 


in  my  own  practice  and  that  of  others* 
coupled  with  the  opinions  of  writers 
on  ectopic  pregnancy. 

The  true  pathology  of  these  condi- 
tions has  not  been  solved,  yet  certain 
conditions  seem  to  render  certain 
women  more  liable  to  its  occurrence. 
Imperfect  development  of  fallopian 
tubes,  salpingitis  and  its  results,  pro- 
longed sterility,  commonly  precede 
ectopic  pregnancy. 

If  normal  fecundation  occurs  in  the 
uterus  only,  as  stated  by  Mr.  Tait,  it 
greatly  simplifies  this  subject.  The 
exact  location  where  normal  fecunda- 
tion occurs  is  a  matter  of  theory,which 
possibly  may  be  settled  by  future  in- 
vestigations. It  is  difficult  to  under- 
stand why  nature  would  subject  every 
fruitful  woman  to  the  risks  of  ectopic 
pregnancy  by  requiring  fecundation 
to  take  place  in  tube  or  at  ovary ;  also 
why  the  wave  of  motion  of  ciliae  in 
tubes  should  obstruct  the  migration 
of  the  male  element,  on  the  destiny 
of  which  depends  the  propagation  of 
the  human  .race.  It  is  claimed  by 
some  (Bland,  Sutton  and  Johnstone), 
that  the  lining  of  the  fallopian  tubes 
is  subject  to  a  desquamative  inflam- 
mation, rendering  the  surface  similar 
to  that  of  the  uterus,  thus  furnishing 
a  suitable  nidus  for  the  development 
of  the  fecundated  ovule. 

Again,  the  fimbriated  extremity  of 
the  tube  may  become  adherent  to  the 
ovary  as  a  result  of  salpingo-ovaritis, 
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thus  favoring  tiibo-ovarian  pregnancy. 
Whether  these  theories  as  to  causa- 
tion be  true  or  not,  we  are  occasionally 
confronted  with  the  grave  problem  of 
a  fecundated  ovule  developing  pri- 
marily in  the  fallopian  tube,  the  other 
varieties  being  a  result  of  rupture  of 
tube  with  a  very  few  established  ex- 
ceptions. 

Clinical  History. — Sterility,  with  im- 
perfect functions  of  generative  organs 
or  a  prolonged  period  of  sterility  after 
bearing  children  is  very  suggestive. 

A  patient  having  suffered  with  sal 
pingitis  or  pelvic  peritonitis  and  re- 
vealing the  symptoms  and  indications 
of  pregnancy  with  an  enlargement  in 
either  broad  ligament,  should  be 
watched  with  care. 

To  the  above  indications  add  a 
close  clinical  history  and  a  careful 
physical  examination,  and  at  least  an 
appropriate  diagnosis  may  be  reached. 
There  will  in  all  cases  be  some  irregu- 
larity in  menstrual  flow,  probably  first 
a  cessation  or  scant,  later  free,  con- 
taining membranous  structure,  re- 
vealed by  washing  discharges  in  water. 
This  structure  placed  under  micro- 
scope is  said  by  Ayers,  of  New  York, 
to  present  evidence  of  pseudo-decidual 
membrane  distinguishable  from  the 
true  by  its  structure.  Many  cases 
will  experience  an  uneasy  sensation 
in  the  pelvis,  in  the  right  or  left  side, 
often  amounting  to  severe  pain; 
others  will  suffer  from  intense  excru- 
ciating bearing-down  pains,  more  con- 
stant than  labor  pains,  differing  from 
pams  of  abortion,  not  being  charac- 
teristically intermittent. 

Couple  with  some  or  most  of  the 
above  symptoms  the  usual  indications 
of  pregnancy,  discoloration  of  the 
vaginal  mucous  membrane,  softening 
of  the  cervix,  some  enlargement  of 
the  uterus  yet  not  large  enough  to 


correspond  to  the  time  of  pregnancy, 
an  increasing  enlargement  in  either 
broad  ligament,  the  diagnosis  of 
ectopic  pregnancy  should  be  made, 
and  coeliotomy  advised. 

After  viability  with  a  living  foetus 
the  diagnosis  can  be  more  readily 
made. 

In  primary  rupture  we  have  the  in- 
tense pain  indications  of  shock  with 
internal  haemorrhage  confined  to  the 
broad  ligament  or  free  in  peritoneal 
cavity,  the  location  of  which  must  be 
decided  by  physical  examination. 

To  classify  this  condition  we  have 
primarily : 

(i)  Tubal  (most  common). 

(2)  Tubo-ovarian. 

(3)  Ovarian  (rare  and  doubtful). 

(4)  Interstitial. 

As  a  result  of  rupture  and  con- 
tinued development  of  foetus  we  have 
secondarily : 

(i)  Intra-ligamentous,  i.  e.y  extra- 
peritoneal. 

(2)  Abdominal,/.^.,  intra-peritoneal. 

The  results  of  tubal  pregnancy,  if 
left  to  nature,  are  variable,  influenced 
greatly  by  the  period  at  which  pri- 
mary rupture  takes  place  and  whether 
it  be  intra-  or  extra-peritoneal.  Intra- 
peritoneal ruptures  usually  prove  fatal 
unless  operated  upon,  yet  in  a  few,  in 
which  the  placenta  is  not  entirely  de- 
tached, the  foetus  continues  to  de 
velop. 

If  the  tube  ruptures  into  the  broad 
ligament  in  the  early  weeks  of  gesta- 
tion a  pelvic  haematocele  results,  the 
contents  of  which  may  be  absorbed, 
or  may  result  in  pus  formation. 

I  have  seen  absorption  of  the 
effused  blood  take  place  to  such  an 
extent  that  the  patient  passed  from 
under  my  care  and  considered  herself 
well  and  is  yet  living. 

If  the  foetus  survives  rupture,  it  may 
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continue  to  develop  to  full  term,  then 
die  and  form  a  lithopedion,  or,  more 
commonly,  the  foetus  and  cyst  con- 
tents break  down,  producing  septic 
poisoning,  or  the  foetus  ulcerates 
through  into  rectum,  vagina  or 
bladder. 

The  serious  results  of  cases  left  to 
nature  can  often  be  averted  by  timely 
interference,  as  in  the  following  case, 
referred  to  me  by  Dr.  Joseph  Green, 
of  Decatur,  Georgia.^  The  case  gave 
a  typical  history  of  tubal  pregnancy, 
with  rupture  about  eleventh  or  twelfth 
week.  About  six  weeks  after  rupture 
patient  had  a  chill  with  evidences  of 
septic  infection.  About  eight  days 
after  chill  patient  was  operated  upon 
at  the  Atlanta  Polyclinic,  with  the 
able  assistance  of  Drs.  W.  A.  Crow, 
J.  C.  Avary,  Joseph  H.  Green  and 
other  members  of  the  Polyclinic  staff. 
In  the  operation  four  cysts  were  en- 
countered. The  first  one,  on  entering 
the  abdominal  cavity,  contained  about 
one  ounce  of  pus ;  the  second,  two  or 
three  ounces  of  fluid  resembling  that 
of  an  ovarian  cyst ;  the  third,  about 
one  pint  of  bloody  fluid;  the  fourth 
contained  a  foetus,  partially  decom- 
posed, and  measuring  about  three  and 
one-half  inches  in  length.  Placenta 
left  in  situ  to  slough  out ;  cyst  wall 
stitched  to  parietal  peritonaeum  ;  cyst 
and  abdominal  cavity  irrigated  with 
Thiersch's  solution ;  drainage  used  in 
cyst ;  three  artery  clamps  left  on  cyst 
wall  near  placenta  to  check  haemor- 
rhage, as  all  efforts  at  ligating  in- 
creased haemorrhage.  So  efficiently 
was  asepsis  maintained  during  the 
operation  and  afterward  that  there 
was  no  suppuration  for  seven  days ; 
forceps     were     removed     forty-eight 


hours  after  operation  without  haem- 
orrhage. 

From  this  case  we  may  draw  some 
practical  lessons.  Although  the  foe- 
tus was  low  down  in  the  pelvis,  plainly 
felt  through  the  vagina,  elytrotomy 
would  have  been  a  failure,  for  at  least 
two  of  the  cysts — one  a  pus  cyst — 
could  not  have  been  drained.  If  the 
case  had  been  left  to  nature,  and  the 
foetus  discharged  spontaneously,  re. 
covery  could  not  have  taken  place  for 
the  same  reason,  while  the  patient 
would  most  likely  have  died  from 
septic  influences  before  the  foetus  was 
discharged. 

Electricity  could  have  availed  noth- 
ing, even  if  the  foetus  had  been  alive  ; 
it  would  only  have  induced  the  condi- 
tion that  inevitably  required  surgical 
interference.  We  are  forced  to  the 
conclusion  that  nothing  but  coeli- 
otomy  would  have  met  the  indications. 

I  desire  to  mention  a  third  case 
which  illustrates  the  interstitial  vari- 
ety.^ Patient  was  not  seen  until  after 
the  death  of  the  foetus,  which  occurred 
about  the  fifth  month.  When  seen 
the  indications  were  so  similar  to  that 
of  a  fibroid  tumor  of  the  uterine  wall 
that  it  was  treated  as  such,  by  the  use  of 
electricity,  ergot,  etc.,  without  special 
benefit,  and  left  to  nature,  as  the  symp- 
toms were  not  such  as  to  demand  sur- 
gical interference.  After  some  two 
years  the  patient  returned,  suffering 
considerable  pain,  with  free  purulent 
vaginal  discharge  with  indications  of 
septic  absorption.  Examination  re- 
vealed foetal  structures,  detected 
through  the  cervical  canal.  Later  the 
cervical  canal  was  dilated  (by  Allen's 
surgical  pump,  with  improvised  silk 
bags),  for  a  distance  of  four  inches, 


1  For  a  detailed  report  of  the  case  see  Atlanta  Medi- 
cal and  Surgical  Journal. 
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and  to  a  diameter  of  two  inches,  and 
the  osseous  remains  of  the  foetus  re- 
moved. An  entero-uterine  fistula 
complicated  the  case,  faecal  evacua- 
tions occurring  entirely  through  the 
uterus  for  some  two  or  three  weeks 
after  operation.  In  irrigating  the 
colon  the  water  passed  out  through 
the  uterus.  Large  rubber  drainage 
tubes  were  carried  up  into  the  uterus 
a  distance  of  nearly  ten  inches  after 
the  operation.  By  irrigation  and  drain- 
age the  fistula  closed,  and  the  patient 
made  a  rapid  and  complete  recovery. 
From  time  of  conception  to  date  of 
operation  was  a  period  of  four  years 
and  eight  months. 

This  was  certainly  a  case  of  inter- 
stitial pregnancy  discharging  into  the 
uterine  cavity,  notwithstanding  Tait 
who  says  they  all  prove  fatal  by  rupture 
intra-peritoneally.  This  case  also 
illustrates  the  necessity  for  more  care- 
ful diagnosis  and  surgical  measures, 
for  she  would  most  certainly  have  died 
if  she  had  not  been  possessed  of  a  won- 
derfully stout  physique  and  good  con- 
stitution. 

Treatment.— {\)  In  primary  or  sec- 
ondary intra-peritoneal  rupture  of  ec- 
topic sac,  operate  by  coeliotomy  at 
once.  (2)  Before  primary  rupture, 
with  diagnosis  of  tubal  pregnancy, 
extirpate  cyst,  tube  and  ovary.  Foeti- 
cide for  this  condition  by  electricity 
and  morphia  injections  are  but  tem- 
porary expedients,  suitable  for  cases 
of  doubtful  diagnosis,  or  when  a  com- 
petent operator  cannot  be  obtained. 
Their  use  only  allures  patients  into  a 
false  hope  of  security  when  delay  is 
dangerous.  If  diagnosis  could  be 
made  in  the  first  three  or  four  weeks 
of  pregnancy  then  electricity  might 
accomplish  more  potent  results.  (3) 
With    extra-peritoneal    primary   rup- 


ture into  broad  ligament  in  the  early 
weeks  of  gestation,  producing  haemato- 
cele,  wait  for  absorption  of  effused 
blood ;  if  it  fail,  then  perform  coeli- 
otomy or  vaginal  drainage.  (4)  If  the 
child  survives  primary  rupture  into 
broad  ligament,  do  not  commit  mur- 
der; keep  a  clean  conscience  toward 
God  and  man  ;  let  the  foetus  live,  keep- 
ing patient  under  strict  observance, 
ready  to  operate  at  any  time  when  the 
life  of  the  patient  demands  it  or  the 
foetus  has  at  least  reached  a  viable 
period.  By  waiting  for  the  develop- 
ment of  the  foetus  and  cyst,  as  Tait 
claims,  the  peritonaeum  is  pushed  up 
on  the  side  in  which  they  are  located, 
so  that  in  later  months  of  pregnancy 
a  lateral  incision  will  enter  the  cyst, 
and  the  foetus  may  be  extracted  with- 
out entering  the  abdominal  cavity. 
(5)  Surgical  interference  should  be 
the  rule  in  all  cases  of  ectopic  preg 
nancy  reaching  full  term,  even  after 
spurious  labor  and  the  death  of  the 
foetus. 

Operative  Technique. — Prepare  the 
patient  aseptically,  as  in  all  abdomi- 
nal sections,  and,  if  time  afford,  place 
her  thoroughly  under  the  influence  of 
strychnia  and  quinine ;  secure  elimi- 
nation by  arousing  the  action  of  the 
skin,  kidneys  and  bowels.  The  qui- 
nine and  strychnia  prevent  shock  and 
paresis  of  intestines,  thereby  favoring 
the  action  of  cathartics  and  lessening 
the  tendency  to  intestinal  adhesions 
after  operation. 

The  different  details  of  the  opera- 
tion will  have  to  be  varied  according 
to  stage  of  pregnancy,  condition  of 
foetus  and  the  results  of  primary  rup- 
ture, as  previously  indicated. 

If  the  placenta  is  left  to  be  absorbed, 
aseptically  and  hermetically  close  the 
cyst  after  the  manner  of  Tait ;  if  left 
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to  slough,  stitch  the  cyst  to  the  parie- 
tal peritonaeum,  closing  the  abdomi- 
nal cavity,  and,  if  space  admit,  drain 
with  tube  and  iodoform  gauze  until 
the  cyst  fills  by  granulation  from  the 
bottom.  While  the  placenta  is  slough- 
ing, wash  out  thoroughly,  maintain 
free  drainage  and  do  not  forcibly  de- 
tach the  placenta,  keeping  the  cyst 
properly  disinfected. 


Never  give  opiates ;  have  the  bowels 
moved  early  by  salines  and  enemata  5 
no  food,  only  sips  of  warm  water  until 
the  bowels  are  moved  and  vomiting 
ceases.  Early  catharsis  relieves  pain, 
nausea  and  prevents  intestinal  adhe- 
sions and  obstructions.  I  have  never 
regretted  giving  cathartics  early  after 
operation,  but  have  seen  the  evil 
effects  of  delay. 


EDITORIAL. 


One  of  the  most  interesting  occur- 
rences at  the  last  meeting  of  the 
American  Gynaecological  Society  was 
the  informal  celebration  of  the  fiftieth 
anniversary  of  the  publication  of  the 
remarkable  paper  of  Dr.  Oliver  Wen- 
dell Holmes,  which  is  reprinted  as  the 
leading  article  of  this  number  of  the 
Annals. 

At  the  dinner  given  to  the  Society 
by  the  Philadelphian  Fellows,  the 
menu  was  adorned  by  the  portrait  of 
Dr.  Holmes,  taken  in  1843,  the  Pro- 
fessor, who  now,  after  the  lapse  of 
half  a  century,  is  living  to  see  the 
complete  triumph  of  the  doctrines  for 
the  enunciation  of  which  in  his  youth 
he  suffered  reproach  and  obloquy. 

The  present  professors  of  the  great 
Philadelphian  schools  of  medicine 
united  with  their  fellows  in  the  Society 
in  honoring  the  author  whose  essay  a 
predecessor  of  one  of  them  had  de- 
spised as  the  "jejune  and  fizenless 
dreammgs  ot  a  sophomoric  writer,"^ 
and  of  which  another  recommended 
his  class  to  "divest  your  minds  of  the 

1  Prof.  Meigs,  1854. 


overpowering  dread  that  you  can  ever 
become,  especially  to  women  under 
the  extremely  interesting  circum- 
stances of  gestation  and  parturition, 
the  minister  of  evil ;  that  you  can 
ever  convey  in  any  possible  manner  a 
horrible  virus  so  destructive  in  its 
effects,  and  so  mysterious  in  its  oper- 
ations as  that  attributed  to  puerperal 
fever." ^  Venly,  "times  are  changed 
and  we  are  changed  with  them."  The 
opponents  of  the  revolutionary  doc- 
trine sleep  with  their  fathers  while 
the  sophomoric  writer  lives  sur- 
rounded by 

"  Honor,  love,  obedience,  hosts  of  friends 
And  all  that  should  accompany  old  age" 

Even  as  Cicero,  in  his  beautiful 
essay  on  old  age,  says  that  those  who 
have  the  front  seats  at  the  play  may 
enjoy  it  most,  but  those  who  have  the 
back  seats  yet  like  to  be  there,  so  our 
Professor  at  eighty-four  still  enjoys 
life,  still  is  interested  in  the  progress 
of  the  world  and  the  advances  of  medi- 
cine, while  old  age  comes  on  him  as 
gently  as  on  the  father  of  Ulysses. 


1  Prof.  Hodge,  1852. 
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We  shall  not  soon  forget  the  pleas- 
ure of  a  morning  some  eight  years  ago 
when  we  had  the  honor  of  demon- 
strating to  him,  with  an  immersion 
lens  and  an  Abbe  condenser,  the  path- 
ogenic bacteria  of  puerperal  fever,  the 
agents  which  he  had  long  before  real- 
ized by  faith,  but  at  last  were  made 
clear  to  sight  by  the  then  recent  pro- 
gress of  medical  knowledge. 

Of  course,  the  great  importance  of 
the  paper  now  republished,  and  the 
justification  for  the  honors  now  paid 
to  its  author,  lies  in  the  fact  that  it 
antedated  by  some  five  years  the 
discoveries  and  publications  of  Sem- 
melweiss,  who  is  usually  regarded  as 
the  originator  of  the  modern  knowl- 
edge of  the  infectious  nature  of  puer- 
peral fever.  Semmelweiss  is  to  have 
a  monument  for  his  illustrious  ser- 
vices in  preaching  and  practising  the 
new  doctrines.  No  one  need  in  any 
way  detract  from  his  merits.  Never- 
theless, we  may  say  truly, 

"  Vixerunt  ante  Agamemnona  fortes," 

and  as  Americans  we  may  take  a  just 
pride  in  knowing  that  sound  doctrine 
was  enunciated  in  America  before  the 
works  of  Semmelweiss  were  written. 
Boston  may  lay  claim  to  some  credit 
for  this,  as  well  as  for  that  other  dis- 


covery of  anaesthesia  by  ether,  which 
was  made  public  there  a  few  years- 
afterward,  which  also  met  with  bitter 
and  malignant  opposition  before  its 
value  was  admitted. 

The  moral  is  plain,  that  every  man 
should  defend  the  truth  as  he  sees  it, 
undaunted  by  the  opposition  of  the 
''eminent  gentlemen"  of  his  day  and 
generation,  who  are  always  liable  tO' 
oppose  and  overbear  "fizenless  sopho- 
moric  writers."  The  lesson  is  of  use 
to-day. 

The  struggle  for  recognition  of  the 
truth  in  medicine  and  surgery  is  not 
yet,  and  never  will  be,  terminated. 
Especially  in  the  department  of  gynae- 
cology there  are  burning  questions  tO' 
be  settled,  and  the  triumphs  which 
are  the  logical  consequences  of  the 
paper  of  Holmes  have  even  now  to 
be  wrested  from  obstinate  opponents, 
who  often  do  not  spare  the  "  sopho.. 
moric"  innovators  any  more  than 
their  predecessors  did  fifty  years  ago. 
So  may  the  good  fight  go  on. 

"Not  in  vain  the  distant  beacons— forward,  forward' 

let  lis  range ; 
Let  the  great  world  spin  forever,  down  the  ringing 

grooves  of  change. 
Through  the  shadow  of  the  globe  we  sweep  into  the 

younger  day ; 
Better  fifty  years  of  Europe  than  a  cycle  of  Cathay  "' 


ABSTRACTS  FROM  CURRENT  LITERATURE. 


BY    S.    P.    COTTRELL,    M.D. 


Testicle  Juice  in  Cancer. 


Brown-Sequard  is  authority  for 
the  statement  that  injections  of  tes- 
ticle 'juice  have  been  followed  by 
good   results.     The   discharges  were 


lessened  and  the  woman  gained* 
strength  rapidly.  Of  the  permanent: 
results  on  the  growth  of  the  malig- 
nant disease  nothing  is  said. 
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Emory  Lamphear,  M.D.  {Denver 
Medical  Times),  in  a  paper  on  this 
subject,  takes  the  ground  that  nearly 
every  pelvic  hsematocele  has  a  rup 
tured  tubal  pregnancy  for  its  founda- 
tion. Granting  that  all  fecundation 
takes  place  either  in  the  tubes,  or  on 
the  surface  of  the  ovary,  the  writer 
expresses  surprise  that  ectopic  gesta- 
tions are  not  more  common,  and 
thinks  that  in  many  instances  this 
form  of  gestation  does  take  place,  but 
early  death  and  absorption  of  the 
ovum  occurs,  leaving  no  trace  of  its 
existence.  In  the  matter  of  the  ex- 
istence of  true  ovarian  pregnancy  the 
writer  agrees  with  Dr.  Franklin 
Townsend  who,  in  a  paper  read  before 


the  American  Association  of  Obste- 
tricians and  Gynaecologists,  made  the 
assertion  that  extra-uterine  foetation 
takes  place  either  in  the  tubes,  in  the 
ovary,  on  the  ovary,  or  in  the  perito- 
neal cavity.  Lawson  Tait  claims  that 
all  extra-uterine  cases  are  tubal.  Dr. 
Lamphear,  in  the  case  on  which  his 
paper  was  based  (operated  after  rup- 
ture with  recovery)  was  able  to  prove 
the  existence  of  other  than  the  one 
form,  tubal  pregnancy,  for  examina- 
tion of  the  specimen  shows  a  perfectly 
healthy  tube,  except  at  the  fimbriated 
extremity,  where  it  was  bound  down 
to  the  broad  ligament,  and,  more  than 
this,  the  placental  atttachment  to  the 
ovary  could  be  plainly  seen. 


Experimental  Union  of  the  Ureter  after  Transverse  Section. 


The  uncertain  position  of  opera- 
tions on  the  ureter  ought  to  give  addi- 
tional prominence  to  the  results  ob- 
taieed  by  Weller  Van  Hook,  M.D., 
in  his  experiments  on  the  ureters  of 
dogs.  One  end  of  a  transversely 
severed  ureter  is  ligated,  and  a  longi- 
tudinal slit  made  in  it  below  the  liga- 
ture. To  the  other  end  is  attached  a 
ligature,  armed  with  a  needle,  which 
is  passed  in  through  the  slit  into  the 
canal  and  out  through  the  walls. 
Then  by  gentle  traction  the  end  to 
which  the  ligature  is  attached  is 
drawn  into  the  slit,  and  on  into  the 
canal,  when  it  is  fastened.  The  edges 
of  the  cut  are  joined  to  the  side  of 
the  ureter,  and  the  whole  then  cov- 
ered in  by  omentum.     The  result  in 


this  case  was  very  satisfactory,  per- 
fect union  taking  place,  and  no  en- 
croachment on  the  lumen  of  the  canal. 
In  connection  with  this,  attention  is 
called  to  a  case  reported  by  E.  W. 
Gushing  (Annals  of  Gynaecology,, 
for  February,  1893).  It  has  been  the 
bugbear  of  operating  surgeons  to  en- 
counter a  severed  ureter.  One  that 
is  cut  may  be  stitched  up.  Sutton 
and  Pozzi  both  advocate  nephrectomy 
where  the  ureter  is  severed.  And 
Nussbaum,  Hegar,  and  Mullar  have 
confessed  their  inability  to  unite  a 
cut  ureter.  I  say  "confessed,''  be- 
cause they  have  resorted  to  either 
extirpation  or  the  institution  of  arti- 
ficial ureter. — Cyclop,  of-  Obstetrics 
and  Gy7icBcology,  Vol.  vl 
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The  Vice-President,  Dr.  J.  M.  Baldy,  in  the  Chair. 


CASES  OF  NEGLECTED  PUS  TUBES — A 
contribution  to  THE  NATURAL 
HISTORY    OF    PUS    IN    THE     PELVIS. 

BY  DR.  NOBLE.     (See  page  535). 

CERTAIN  ASPECTS  OF  PUERPERAL  SEP- 
TICEMIA, WITH  THE  REPORT  OF  A 
CASE     OF     PUERPERAL      CELLULITIS. 

BY  DR.  NOBLE.     (See  page  537). 

discussion. 

Dr." Joseph  Price:. 

I  scarcely  like  to  see  cases  of  this  charac- 
ter go  on  the  record  of  the  Philadelphia  Ob- 
stetrical Society  without  a  few  remarks. 
While  I  may  rank  as  one  of  those  alluded  to 
in  the  paper  as  holding  ultra  views  upon  this 
subject,  I  must  very  frankly  state  that  there 
are  surely  not  sufficient  data  in  this  report  to 
convince  us  that  this  was  a  case  of  that  myth, 
cellulitis.  I  have  seen  too  many  of  thes% 
cases  and  studied  them  too  carefully  to  accept 
this  view.  Through  the  last  ten  years  I  have 
sought  for  this  condition  and  failed  to  find  it. 
For  instance,  in  the  puerperal  cases  operated 
on  in  the  last  six  months,  I  have  examined 
with  my  friends,  men  of  large  experience  and 
good  judgment,  we  have  discussed  this  sub- 
ject at  the  bed-side,  and  the  suggestion  has 
been  made  that  the  mass  was  an  exudate, 
and  I  have  replied  :  "  We  shall  see  to-mor. 
row.  '  Out  of  a  large  number  of  operations 
in  cases  of  this  character,  a  mass  on  one  or 
both  .sides,  a  so-called  exudate,  there  is  not 
an  operator  who  has  not  found  such  a  mass 
to  be  a  diseased  tube  or  ovary,  or  a  small 
dermoid  behaving  badly.  I  do  not  know  of 
a  single  operator,  at  home  or  abroad,  who 
has  ever  opened  the  abdomen  for  a  mass  of 
this  character  and  has  failed  to  find  a  dis- 
eased tube  or  ovary.  I  see  flimsy  reports  of 
thesa  cases,  and  I  see  such  cases  constantly. 


I  know  perfectly  well  that  we  have  forms  of 
puerperal  sepsis  that  kill  quickly,  the  lymph 
spaces  are  open,  and  the  patients  are  poisoned 
and  die  rapidly,  and  in  these  cases  we  always 
fail  to  find  objective  signs.  In  every  case 
where  we  find  objective  signs  of  this  nature 
(a  mass  on  one  side  or  both),  we  find  disease 
of  the  tube  or  ovary.  I  cling  to  my  position 
purely  from  clinical  experience,  rejecting 
theory  and  ancient  literature.  With  our  more 
precise  knowledge,  with  a  strong  array  of 
clinical  facts,  we  have  logical  grounds  of 
protest  against  such  flimsy  evidence  of  the 
existence  of  cellulitis.  Harm  comes  of  it.  I 
insist  that  these  are  cases  of  tubal  or  ovarian 
disease.  The  woman  is  not  safe,  and  the 
mass  will  yet  have  to  be  removed  before  she 
recovers. 

A  short  time  ago  I  saw  in  consultation,  in 
a  neighboring  city,  a  lovely  woman — a  phy. 
sician's  wife.  Eighteen  months  ago  she  had 
been  treated  for  typhoid  fever.  This  was 
followed  by  a  so-called  "tedious  convales- 
cence." She  was  treated  by  four  of  the  most 
prominent  physicians  in  that  city.  Number 
two  treated  her  for  sepsis,  renal  in  origin, 
due  to  pyelo-nephrosis.  Number  three  treated 
her  for  general  tuberculosis.  Number  four 
really  recognized  angry  and  advanced  pelvic 
disease,  and  she  was  dying  when  I  saw  her. 
At  the  post-mortem  about  everything  in  the 
pelvis,  bladder,  ureters,  small  and  large 
bowel,  was  found  disorganized,  the  pelvis 
being  simply  a  basin  of  pus.  This  is  the 
second  case  that  I  have  recently  seen  in  a 
physician's  family,  and  both  have  died. 

I  could  discuss  at  length  these  neglected 
cases.  I  see  a  large  number  of  them.  I 
have  in  bed  now  two  patients  treated  for  ty- 
phoid fever.  They  were  treated  by  men  of 
rather  large  experience  who  ought  to  know 
better.  If  these  physicians  will  confine  them- 
selves to  their  own  clinical  experience,  if  they 
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will  be  convinced  that  we  are  honest  and 
truthful  about  our  work,  they  will  cease  to 
do  as  they  do.  In  two  of  these  cases  I  saw 
the  patients  in  consultation.  A  and  B  agreed 
to  operation,  but  C  and  D  objected.  The 
patients  were  allowed  to  go  on  suffering. 
One  was  a  puerperal  case.  Two  months 
later  the  husband  and  sister  of  one  of  these, 
and  the  mother  of  the  other,  entreated  me  to 
take  these  two  patients.  I  simply  sent  C 
and  D  my  compliments,  and  requested  them 
to  take  care  of  their  own  patients.  They 
begged  and  entreated  me,  and  I  did  see 
one  of  them  the  next  day.  She  is  now  in  the 
hospital  and  getting  well,  in  spite  of  all  this, 
and  notwithstanding  I  did  an  extensive  stitch- 
ing of  the  bowel.  There  was  an  abscess  of 
the  ovary  and  an  abscess  of  the  tube  point- 
ing at  Poupart's  ligament. 

Dr.  M.  Price: 

I  want  to  call  attention  to  another  doctor's 
wife  with  an  exudate,  and  two  of  the  ablest 
and  most  prominent  men  in  this  city  found 
the  exudate  and  said  that  she  had  puerperal 
peritonitis.  She  had  five  days'  constipation 
of  the  bowels,  and  a  few  doses  of  salts  cleared 
the  whole  thing  away.  It  is  pretty  hard  to 
say  whether  or  not  there  is  an  exudate  in  the 
pelvis  where  there  is  a  large  uterus  which  has 
just  emptied  itself.  You  are  guided  more  by 
the  pain  and  tenderness.  In  all  my  life,  when 
I  have  found  anything  that  was  palpable  to 
my  finger,  that  I  could  lay  my  hand  on  and 
say,  "  There  is  disease,"  on  opening  the  ab- 
domen I  have  found  that  there  was  present 
just  what  had  been  said  — a  diseased  tube  or 
ovary.  In  all  my  abdominal  work  I  have 
never  seen  a  drop  of  blood  or  pus  in  the  folds 
of  the  broad  ligament,  and  I  have  seen  pretty 
well  on  to  three  thousand  operations,  and  I 
am  looking  for  this  condition  every  day. 

Dr.  Edward  P.  Davis  : 

The  remarks  that  have  been  made  bring 
up  the  practical  point  of  the  diagnosis  of  pel- 
vic conditions  in  puerperal  infection.  I  think 
that  we  shall  do  well  to  be  careful  in  assert- 
ing the  presence  of  disease  in  the  pelvic 
organs  after  the  puerperal  condition  unless 
we  have  examined  the  patient  after  catharsis^ 
or  better  still,  after  catharsis  and  under  an 
anaesthetic.  When  the  condition  is  serious 
enough  to  call  for  radical  intervention  by  the 
use  of  the  intra-uterine  curette,  we  shall  do 
best  for  the  patient  if  we  are  prepared  to 


treat  the  case  in  the  most  thorough  manner. 
If  the  temperature  fails  to  drop  under  cathar- 
sis and  stimulation,  we  may  prepare  the  pa- 
tient for  abdominal  section.  If  after  purging 
there  still  is  evidence  of  trouble  in  the  pelvis,^ 
we  may  proceed  to  open  the  abdomen,  and 
whatever  is  there  can  be  removed  and  the 
case  will  be  dealt  with  sufficiently  promptly 
to  insure  recovery.  If  after  catharsis  and 
cleansing  the  uterus  the  fever  continues  be- 
yond forty-eight  hours,  I  feel  warranted  in 
making  the  most  careful  examination  with 
the  view  of  opening  the  abdomen  if  neces- 
sary. Rarely  will  one  open  the  abdomen  and 
find  no  occasion  to  remove  anything.  More 
frequently,  he  will  find  conditions  justifying 
the  interference  practiced. 

Dr.  W.  H.  Link,  of  Indiana : 

Of  course,  I  have  not  the  same  experience 
on  these  questions  of  cellulitis  and  abdominal 
surgery  that  a  man  practicing  in  the  city 
would  have.  I  have  probably  had  more  ex- 
perience with  them  in  other  ways.  I,  how- 
ever, have  had  one  experience  that  I  call  to- 
mind,  where  I  opened  the  abdomen  of  a 
patient  who  was  septic  after  an  accidental 
abortion,  and  in  whom  these  ma.sses  on  both 
sides  of  the  uterus  could  be  felt  and  on  one 
side  very  distinctly.  When  I  opened  the 
abdomen  the  mass  proved  to  be  an  ovariaa 
abscess  and  a  tube  distended  with  pus,  and,, 
if  I  was  not  mistaken,  there  was  a  collection 
of  pus  in  Douglas'  cul  de  sac  roofed  over  by 
bowel.  The  patient  was  pretty  far  gone  in 
sepsis  and  I  was  only  stimulated  to  resort  ta 
surgery  by  what  I  had  read  in  the  discussions 
of  this  Philadelphia  Obstetrical  Society.  I 
did  not  save  the  patient.  She  lived  five  or 
six  weeks  after  operation,  and  I  have  never 
been  able  to  entirely  satisfy  myself  whether 
the  death  was  due  to  the  operation  or  to  the 
previous  septic  condition.  There  may  pos- 
sibly have  been  a  deficiency  in  my  technique, 
I  have  thought  that  it  was  a  mistake  to  have 
operated  on  a  patient  so  far  advanced  in 
sepsis.  Yet  I  do  not  regret  that  I  operated, 
for  it  taught  me  a  lesson  in  regard  to  this 
cellulitis ;  for,  if  it  consists  in  such  a  mass  as 
I  found,  the  application  of  hot  water  or  of 
carbolic  acid  and  iodine  would  not  give  any 
relief.  It  also  encouraged  me  in  an  earlier 
resort  to  operation  in  other  cases,  and  I  think 
that  if  I  did  not  save  life  then  I  shall  be  able 
to  do  so  some  future  time. 

In  the  rural  districts  our  opportunities  of 
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observing  patients  in  these  conditions  of  dis- 
ease, where  the  affection  has  been  allowed 
to  run  a  natural  course,  are  more  frequent 
than  are  yours.  It  is  only  within  a  short 
period  that  those  in  country  districts  have 
had  the  knowledge  or  courage  to  operate  for 
the  relief  of  these  conditions.  We  studied 
these  cases  as  we  had  been  taught  to  study 
them  at  the  medical  colleges,  and  as  students 
are  still  taught  at  nine-tenths  of  the  medical 
colleges.  The  professor  inserted  a  Ferguson 
speculum  and  the  class  passed  by  and  peeped 
in,  or  some  teacher  more  advanced  allowed 
the  student  to  examine,  but  he  was  taught  to 
feel  for  nothing  but  the  cervix,  or  at  most  for 
exudates  identified  by  the  name  of  so-called 
cellulitis.  The  majority  of  the  doctors,  who, 
nine  or  ten  years  ago,  went  out  from  the 
medical  colleges  of  the  west  and  south  and 
from  many  of  the  schools  of  the  east,  had 
just  such  ideas  of  pathology.  They  had 
been  taught  to  look  no  higher  than  the  vag- 
inal vault  for  these  troubles,  and  to  soften 
and  cause  the  absorption  of  these  masses  by 
hot  water,  and  to  relieve  the  pain  by  opium. 
They  have  been  since  pursuing  the  investiga- 
tion of  these  diseases  in  the  way  that  they 
were  taught.  It  is  that  fact  which  brings  me 
and  my  friends  to  Philadelphia.  For  that 
method  of  investigation  and  treatment  has 
proved  so  unsatisfactory  in  our  hands  that 
we  have  put  aside  our  patients  and  come  here 
to  see  if  we  cannot  investigate  these  troubles 
from  above.  Since  I  have  been  in  Philadel- 
phia, some  nine  weeks,  I  have  had  the  pleas- 
ure and  profit  of  looking  into  at  least  one 
hundred  abdomens  for  this  cellulitis  and 
various  other  troubles,  and  in  a  large  number 
of  cases  have  seen  it  taken  out  and  put  into 
a  basin,  and  in  every  case  the  cellulitis  has 
resolved  itself  into  pus  tubes  or  ovarian 
abscesses ;  and  what  could  not  be  taken  out 
consisted  of  agglutinated  bowel,  twisted  and 
adherent  omentum  and  similar  things.  I 
have  confined  my  observation  not  to  the 
work  of  one,  but  of  several  abdominal  sur- 
geons, and  I  have  failed  to  see  any  of  them 
take  out  anything  that  could  prove  to  me 
that  cellulitis  existed.  I  have  studied  this 
matter  both  from  above  and  below,  and  I 
have  seen  surgeons  of  this  and  other  cities 
remove  this  cellulitis  and  permit  me  to  ex- 
amine it,  and  none  of  them  have  been  able 
to  show  me  an  exudate  in  the  pelvis  except 
that  binding  the  omentum,  bowel,  uterus_and 
tubes  together. 


Dr.  J.  M.  Baldy  : 

I  should  like  to  add  my  voice  to  what  has 
been  already  said.  I  feel  that  I  am  one  of 
the  radical  school  referred  to  by  the  reader 
of  the  paper.  I  can  only  say  that  when  I 
came  out  of  college  I  came  out  with  the  exact 
ideas  to  which  Dr.  Link  has  referred.  It  took 
me  a  good  many  years  to  get  over  them,  but 
I  can  say  that  to-day  I  am  more  radical  than 
I  ever  was  before.  I  have  never  seen  a  case 
where  the  abdomen  was  opened  and  the  dis- 
ease removed  so  that  one  could  observe  it, 
where  there  was  any  cellulitis  independent  of 
disease  of  the  ovary  and  tube,  and  there  has 
never  been  such  a  case  demonstrated  by  any 
one  else  to  the  satisfaction  of  those  of  us 
who  do  not  believe  that  it  exists. 

The  reader  of  the  paper  states  that  in  his 
case  there  is  an  enlarged  adherent  tube  and 
ovary.  It  is  a  pure  and  simple  case  of  sal- 
pingitis, peritonitis  and  exudation  of  lymph 
into  the  peritoneal  cavity,  and  will  disappear 
when  the  fingers  go  down  and  bring  up  the 
focus  of  disease — the  tube  and  ovary.  I  have 
seen  tubes  and  ovaries  removed  where  the 
mass  was  almost  as  large  as  the  fist,  and  in 
which  the  tube  and  ovary  were  very  small. 
The  bulk  of  the  mass  has  been  made  up  by 
adherent  omentum  and  intestine  and  lymph 
filling  up  the  spaces,  and  when  the  meso- 
salpinx has  been  brought  up  it  was  so  thin 
that  it  could  be  seen  through,  the  supposed 
cellulitis  having  entirely  disappeared.  In 
some  cases  there  are  inflammatory  deposits 
into  the  cellular  tissue  between  the  layers  of 
the  broad  ligament,  but  it  is  purely  secondary, 
and  due  to  the  primary  disease  in  the  tube 
and  ovary.  To-day  I  stand  more  radically 
than  I  have  ever  stood  on  this  subject.  The 
more  I  heari  of  these  cases  the  more  I  am 
satisfied  that  there  has  been  faulty  observa- 
tion. 

There  is  not  one  of  them  who  has  taken 
us  to  the  bedside  and  shown  us  this  condition. 
The  cases  which  I  have  seen  which  were  said 
to  be  cellulitis  independent  of  tubal  and 
ovarian  disease  have  proven  to  be  ordinary 
pelvic  inflammatory  troubles  of  the  tubes  and 
ovaries. 

Dr.  Charles  P.  Noble: 

I  should  like  to  correct  the  statement  that 
I  said  that  there  was  a  big  tube  and  ovary  on 
the  right  side.     I  did  not  say  so. 

Dr.  George  M.  Boyd: 

It  seems  to  me  that  in  the  discussion  of 
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Dr.  Noble's  paper  the  various  debaters  have 
not  been  mindful  of  the  fact  that  this  trouble 
followed  the  puerperal  state.  It  is  believed 
by  all  present  that  cellulitis  is  remarkably 
rare,  and  that  in  the  majority  of  instances  the 
inflammatory  trouble  in  the  pelvis  is  tubal  or 
ovarian.  Can  we  not  in  exceptional  instances 
have  cellulitis  in  the  puerperal  woman.? 
When  we  consider  the  amount  of  vaginal 
and  cervical  laceration  and  injury  to  the  in- 
terior of  the  body  of  the  uterus,  it  would  seem 
possible  that  we  could  have  occasional  cases 
of  cellulitis — infection  of  the  cellular  tissue 
and  no  trouble  in  the  abdomen.  That  these 
cases  are  not  demonstrated  is  probably  due 
to  the  fact  that  they  do  not  go  on  to  need 
operative  interference.  They  improve  under 
treatment,  and  you  cannot  demonstrate  the 
existence  of  the  trouble,  because  operative 
interference  is  not  called  for. 

Dr.  J.  M.  Baldy: 

There  is  no  question,  from  the  wording  of 
Dr.  Noble's  paper,  that  there  is  a  diseased 
tube  and  ovary.  A  healthy  tube  and  ovary 
is  not  enlarged  and  is  not  adherent,  even 
slightly.  I  would  venture  to  say  that  I  would 
operate  on  that  case  and  demonstrate  that 
disease  was  still  present  in  the  abdominal 
cavity,  and  that  adhesions  were  there  if  they 
had  been  present  before,  and  that  the  sup- 
posed cellulitis  was  all  in  the  imagination. 

Dr.  G.  Betton  Massey  : 

I  did  not  hear  the  paper,  but  I  heard  the 
remarks  of  the  last  two  gentlemen.  There  is 
■only  one  thing  that  I  wish  to  refer  to,  and 
that  is  the  iact  that  I  notice  that  neither  of 
these  speakers  alluded  to  inflammatory 
■troubles  in  the  uterus.  They  refer  to  inflam- 
matory troubles  in  the  tubes  and  ovaries.  I 
draw  attention  to  this  fact  because  I  think 
that  it  is  the  prevalent  attitude  of  too  many. 
The  primary  seat  of  the  trouble  is  often  in 
the  uterus. 

The  Chairman  : 

The  discussion  was  on  intra-pelvic  inflam- 
mation. 

Dr.  Massey: 

Well,  the  uterus  is  in  the  pelvis.  It  is  not 
only  the  original  seat  of  catarrhal  disease, 
but,  in  my  opinion,  it  remains  the  most  im- 
portant seat  in  many  cases  of  intra-pelvic  in- 
.flammation. 


Dr.  H.  a.  Slocum  : 

I  should  like,  in  a  very  few  words,  to  report 
a  case  which  clearly  illustrates  that  pus  may 
occur  in  the  broad  ligament,  where  tube  and 
ovary  are  not  at  all  affected.  Within  a  very 
few  minutes  after  the  delivery  of  the  first  of 
twins  there  developed  a  tremendous  blood 
tumor  of  the  right  labium.  It  was  difficult 
for  the  attendant  to  get  his  hand,  or  even  one 
finger,  in  the  vagina.  He  asked  me  to  see 
the  patient.  After  a  little  trouble  I  succeeded 
in  introducing  my  hand  into  the  vagina  and 
uterus  and  delivered  a  child  that  was  jammed 
and  had  been  jammed  for  twelve  hours.  I 
noticed  at  the  time  a  small  slit  in  the  left  side 
of  the  vagina.  In  the  course  of  a  few  days 
the  haematocele  of  the  right  labium  sloughed 
and  I  could  pass  my  finger  and  the  injecting 
tube  back  to  the  base  of  the  broad  ligament. 
It  had  dissected  the  vaginal  wall  off  from  the 
contiguous  tissues  on  the  right  side.  The 
temperature  had  gone  up  during  the  septic 
processes  in  the  blood  clot,  but  it  went  down 
when  the  cavity  was  cleaned.  Within  forty- 
eight  or  seventy-two  hours  the  temperature 
again  began  to  rise.  I  saw  her  again  and 
made  a  careful  examination,  and  found  what 
might  be  called  an  exudate  or  a  decided  en- 
largement to  the  left  of  the  uterus  deep  down 
below  the  level  of  the  cervix  and  extending 
back  nearly  to  the  posterior  wall  of  the 
pelvis.  Bearing  in  mind  the  tear  in  the 
left  side  of  the  vaginal  wall,  and  the  mass 
being  so  low  down,  I  concluded  that  this  was 
a  broad  ligament  abscess,  and  advised  imme- 
diate operation.  This  was  refused  until  she 
was  nearly  dying,  three  or  four  days  after- 
ward, when  another  physician  was  called  in 
to  do  the  operation,  and  found  what  I  ex- 
pected. There  was  no  disease  of  the  left 
tube  or  ovary,  and  an  abscess  of  the  left 
broad  ligament  was  opened  and  emptied  of 
its  heavily  fetid  pus.  The  surgeon's  finger, 
while  gently  exploring  the  floor  of  the  wound, 
suddenly  pushed  through  into  the  vagina, 
indicating  corroboratively  the  source  of  the 
broad  ligament  infection. 

Dr.  Joseph  Price  : 

This  discussion  has  rather  pleased  me, 
because  it  has  been  an  exceptionally  clean 
one,  and  tallies  beautifully  with  my  clinical 
experience.  I  am  sorry  so  ancient  a  subject 
should  be  presented  for  discussion.     It  had 
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been  forgotten  by  most  of  us.  I  have  suffi- 
cient confidence  in  Dr.  Noble's  diagnostic 
ability  to  be  willing  to  operate  on  this  case 
without  examining  her,  and  remove  the  worth- 
less diseased  tube  and  ovary  on  one  side.  Sir 
James  Y.  Simpson  prefaced  his  first  article 
by  reports  of  two  post-mortems  made  by  two 
Irishmen,  one  under  the  head  of  puerperal 
pyosalpinx,  and  the  other  as  puerperal  some- 
thing else.  They  both  found  pus  in  the  tubes 
and  ovaries,  it  is  curious  that  so  great  an 
authority  and  so  careful  an  observer  should 
then  have  gone  on  talking  about  pelvic  phleg- 
mon with  the  knowledge  of  these  two  obser- 
vations, aside  from  those  of  Bernutz. 

In  criminal  abortion  it  is  rare  to  find  the 
patient  dying  from  cellulitis  purely.  I  ques- 
tioned Dr.  Formad  on  this  subject  closely,  and 
he  said  that  he  found  tubal  and  ovarian  dis- 
ease in  about  all  the  cases.  Dr.  Formad  told 
me  plainly  that  he  never  found  so-called  exu- 
date in  the  broad  ligament.  I  also  inquired 
in  regard  to  blood  in  the  broad  ligament.  He 
never  found  blood  between  the  leaflets  of 
peritonaeum  forming  the  broad  ligament.  I 
rise  simply  because  I  see  that  the  discussion 
is  going  to  turn  on  the  puerperal  cases,  and 
with  the  object  of  hedging.  I  would  say,  to 
fortify  the  discussion  all  round,  that  my  post- 
puerperal  experience  has  been  large.  I  have 
done  a  large  number  of  sections  for  puerperal 
fever,  so-called.  I  have  been  called  in  con- 
sultation in  regard  to  at  least  one  hundred 
women  dying  of  puerperal  trouble.  This 
summer  in  one  month  I  admitted  six  cases  of 
puerperal  fever  into  my  hospital,  and  saved 
three  and  lost  three.  I  hesitate  to  take  these 
cases  because  they  are  dying,  and  demoralize 
the  nurses,  the  other  patients  and  everybody 
in  the  house.  If  you  can  save  three  in  six, 
or  one  in  ten,  you  are  doing  good  work. 
When  I  went  on  duty  in  the  Retreat  I  found 
a  patient  dying.  I  took  her  out  of  the  build- 
ing and  removed  huge  pus  tubes.  Recently 
a  patient  at  the  Retreat  had  a  chill  twenty- 
one  days  after  delivery.  Up  to  the  twelfth 
day  the  temperature  had  not  been  above 
98.6°.  The  child  had  no  ophthalmia.  On  the 
twenty-first  day  the  patient  developed  an  acute 
pyosalpinx,  and  I  operated  and  saved  her. 
There  was  an  exudate  on  both  sides.  She 
had  all  the  cellulitis  that  I  have  ever  read  of 
or  heard  talked  about.  She  had  a  nice  recov. 
ery.  I  see  a  good  number  of  women  dying  of 
puerperal  fever  without  the  slightest  evidence 


of  mischief  in  the  region  of  either  tube  or 
ovary.  I  know  perfectly  well  that  it  is  not 
necessary  for  these  patients  to  have  cellulitis, 
salpingitis  or  peritonitis.  We  have  a  huge 
placental  wound,  and  often  injury  to  the  cer- 
vix and  other  parts.  The  lymph  spaces  are 
open,  and  sepsis  or  pyaemia  takes  place 
through  these  wounds.  These  patients  die 
rapidly,  and  in  few  only  will  you  accomplish 
anything  by  surgery.  Surgery  is  of  service 
only  in  that  class  of  cases  where  there  are 
marked  abdominal  or  intra-peritoneal  symp. 
toms  both  objective  and  subjective.  Take  a 
large  abdomen,  enormously  distended  and 
extremely  painful,  and  you  will  find  on  open- 
ing, a  quantity  of  lymph  and  muddy  fluid. 
Some  of  these  cases  can  be  saved  by  irriga- 
tion and  drainage.  I  would  advise  you  to 
keep  your  hands  off  of  the  tubes  and  ovaries- 
If  necessary  later,  when  you  have  a  good 
subject  to  operate  on,  you  may  remove  the 
diseased  tubes  and  ovaries.  I  am  not  talking 
about  a  tube  as  large  as  your  finger ;  I  am 
talking  about  general  peritonitis.  You  may 
fancy  that  the  trouble  is  in  the  tube  and 
ovary.  It  may  be,  but  if  you  remove  the 
tubes  and  ovaries  you  will,  in  a  large  majority 
of  these  desperate  cases,  lose  the  patient.  It 
is  shocking  the  number  of  patients  dying  of" 
post-puerperal  trouble.  It  is  as  bad  now  as  it 
was  years  ago.  The  results  are  quite  as  bad 
in  private  practice.  In  public  institutions 
they  are  better.  The  lowest  mortality  is 
attained  in  the  public  institutions  that  a  few- 
years  ago  they  talked  about  abolishing. 

Dr.  Charles  P.  Noble  : 

I  am  glad  that  my  paper  has  attracted  so- 
much  interest.  A  few  months  ago  I  thought 
that  it  would  be  unnecessary  to  say  any  more 
about  this  subject,  as  at  that  time  even  Dr. 
Price  admitted  that  he  had  seen  cases  of 
puerperal  cellulitis.  To-night  he  refers  to  it 
briefly  in  connection  with  criminal  abortion. 
With  reference  to  the  proof  that  puerperal' 
cellulitis  exists,  I  have  reported  to  this  Society 
five  cases  of  puerperal  cellulitis  and  abscess- 
In  four  of  the  cases  the  pus  was  in  the  broad 
ligaments,  and  in  the  fifth  case  it  was  in  the 
false  pelvis  and  pointed  in  the  loin.  The 
report  of  four  of  these  cases  can  be  found  in 
the  Medical  News  of  August  29,  1891,  and 
jhe  fifth  case  in  the  Annals  of  Gynae- 
cology AND  PiEDiATRY,  January,  1893.  In 
four  cases,  before  the  abscess  was  evacuated 
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the  abdomen  was  opened,  and  in  three  of 
them  the  uterine  appendages  were  examined 
and  found  free  from  disease.  The  broad 
ligament  was  found  distended  with  pus,  a 
second  incision  was  made  above  Poupart's 
ligament,  the  abscess  opened  and  evacuated. 
In  the  fourth  case  the  right  lower  quarter  of 
the  abdomen  was  a  mass  of  adherent  viscera. 
The  left  tube  and  ovary  were  slightly  adher- 
ent, evidently  because  the  peritonitis  had 
spread  from  the  right  side  of  the  pelvis. 
Owing  to  the  extremely  bad  condition  of  the 
patient,  it  was  deemed  wise  to  close  the  ab- 
dominal wound  and  to  search  for  pus  by  an 
incision  made  directly  over  the  broad  liga- 
ment, which  opened  into  the  abscess.  About 
a  year  and  a  half  afterward  I  operated  upon 
this  patient  for  the  cure  of  a  ventral  hernia, 
and  found  both  uterine  appendages  entirely 
healthy  and  free  from  adhesions,  the  right 
broad  ligament  being  somewhat  shrunken. 
Curiously,  but  two  points  of  adhesion  existed 
in  the  abdomen — one  between  the  omentum 
and  the  hernial  sac,  and  the  other  between 
the  omentum  and  the  right  broad  ligament. 
In  the  fifth  case  {Medical  News)^  a  large 
abscess  existed  in  the  false  pelvis  and  lumbar 
region.  I  saw  the  woman  two  months  after 
the  performance  of  a  criminal  abortion.  The 
true  pelvis  was  free  from  exudate,  the  broad 
ligament  being  normally  soft  and  movable. 
The  abscess  was  evacuated  by  an  incision 
made  in  the  loin.  It  was  due  almost  surely 
to  the  breaking  down  of  an  infected  pelvic 
gland.  This  case  is  the  only  one  of  the  five 
in  which  the  proof  was  not  absolute  that  the 
abscess  was  extra-peritoneal,  and  the  evidence 
in  it  was  satisfactory. 

Cases  have  been  reported  to  this  Society 
by  Drs.  Parish  and  Longaker,  and  one  of  the 
five  cases  reported  by  myself  was  seen  by 
Dr.  Langrehr.  Dr.  Baldy  has  stated  that  no 
evidence  has  been  presented  to  this  Society 
to  convince  him  that  such  a  thing  as  a  true 
pelvic  abscess  exists.  Leaving  myself  out  of 
consideration,  the  Society  has  the  testimony 
of  the  gentlemen  already  named.  I  believe 
there  are  but  few  men  who  would  be  willing 
to  put  themselves  in  the  position  of  impugn- 
ing either  the  veracity  or  the  intelligence  of 
those  gentlemen.  Either  they  do  not  speak 
the  truth,  or  else  the  Society  has  had  evidence 
of  the  existence  of  the  condition ;  and  if  this 
were  not  enough,  Dr.  Slocum  has  reported  an 
additional  case  this  evening.     It  would  be  a 
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most  remarkable  thing  if  the  vagina  could  be 
torn,  or  the  cervix  torn  into  the  base  of  the 
broad  ligaments,  during  labor,  and  infection 
take  place,  and  inflammation  not  follow. 
Inflammation  results  under  such  circum- 
stances in  every  part  of  the  body. 

It  is  to  be  regretted  that  most  of  those 
taking  part  in  the  discussion  utterly  failed  to 
discuss  my  paper,  which  was  upon  "Puer- 
peral Cellulitis."  I  distinctly  stated  that  I 
had  never  seen  celluHtis  except  in  puerperal 
cases.  The  discussion  has  been  largely  upon 
the  old  theory  that  what  we  now  know  to  be 
diseased  uterine  appendages  was  chronic 
cellulitis.  As  this  theory  has  been  shown  to 
be  false  by  modern  abdominal  surgeons,  it  is 
a  pure  waste  of  breath  to  discuss  it  further. 
Chronic  peri-uterine  inflammation  has  been 
definitely  proven  to  be  diseased  uterine  ap- 
pendages with  peritonitis.  The  word  cellu- 
litis appears  to  have  the  same  effect  upon 
some  of  our  members  as  a  red  rag  upon  a 
mad  bull.  Their  excitement  becomes  such 
that  they  utterly  fail  to  perceive  the  subject 
in  hand.  I  beg  to  offer  that  the  entire  dis- 
cussion concerning  the  old  theory  of  chronic 
cellulitis  has  nothing  .whatever  to  do  with  the 
paper  of  to-night. 

With  reference  to  the  case  reported  this 
evening,  the  diagnosis  depends  upon  the  fol- 
lowing facts :  I  examined  a  patient  on  the 
second  day,  and  there  was  no  exudate,  again 
on  the  fourth  day,  and  there  was  no  exudate. 
On  the  seventh  day  the  exudate  was  plainly 
perceived  between  the  vagina  and  bladder, 
pushing  the  cervix  back  into  the  hollow  of 
the  sacrum,  five  inches  from  the  vaginal  out- 
let. The  exudate  could  be  felt  as  a  distinct 
mass  in  front  of  the  cervix,  extending  out- 
ward to  the  pelvic  wall,  and  it  could  be  clearly 
outlined  above  Poupart's  ligament,  and 
traced  outward  from  the  border  of  the  uterus. 
After  being  present  five  days  it  disappeared 
very  rapidly,  and  one  could  feel  the  lightly 
adherent  tube  and  ovary  scarcely  if  at  all  en- 
larged. Dr.  Price  has  made  mention  of  his 
high  estimation  of  my  skill  in  diagnosis, 
hence  I  may  venture  to  submit  that  my 
opinion  of  the  location  of  the  exudate  is  of 
more  value  than  his,  in  view  of  the  fact  that 
I  examined  the  case  and  he  did  not. 

I  am  glad  that  I  reported  this  case,  for  it  is 
evident  that  some  of  our  members  require 
more  light.  The  failure  to  recognize  that  in 
puerperal  cases  an  inflammatory  mass  in  the 
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pelvis  does  not  always  mean  diseased  uterine 
appendage  is  at  the  bottom  of  a  certain 
number  of  bad  prognoses.  Even  in  puer- 
peral cases  there  is  no  doubt  that  inflam- 
mation generally  spreads  from  the  uterus 
through  the  tubes  to  the  peritonaeum.  But 
in  not  a  few  cases  peritonitis  is  set  up  either 
by  the  direct  spread  of  the  inflammation 
through  the  uterus  to  the  peritonseum  cover- 
ing it,  or  through  the  lymphatics  and  broad 
ligaments  to  the  peritonaeum  covering  the 
broad  ligaments.  This  is  the  explanation  of 
why  a  certain  number  of  cases  of  well-marked 
puerperal  peritonitis  entirely  recover,  with 
normal  uterine  appendages,  and  why  not  in- 
frequently such  women  subsequently  become 
pregnant.  I  have  reported  one  case  to  the 
Society  (December,  1892),  in  which  I  did  the 
exploratory  cceliotomy,  and  found  the  entire 
contents  of  the  lower  right  quarter  of  the  ab- 
domen adherent,  and  in  which  the  left  tube 
and  ovary  were  slightly  adherent.  I  evacu- 
ated pus  from  the  right  broad  ligament  in 
this  case.  She  recovered  nicely,  but  developed 
hernia.  About  eighteen  months  later  I  oper- 
ated on  her,  and  found  that  the  adhesion  had 
been  entirely  absorbed  with  the  exception  of 
the  points  of  adhesion  between  the  omentum 
and  the  hernial  sac,  and  between  the  omen- 
tum and  the  right  broad  ligament.  Both 
ovaries  and  tubes  were  found  to  be  perfectly 
healthy.  That  woman  is  now  five  months 
pregnant.  This  case  is  certainly  an  extreme 
one.  No  one  would  have  believed  that  she 
could  ever  have  become  pregnant,  because  it 
seemed  certain  that  such  an  extensive  peri- 
tonitis would  permanently  seal  up  the  fimbri- 
ated extremities  of  the  Fallopian  tubes.  It 
shows  that  it  is  quite  possible  to  make  a  mis- 
take even  upon  apparently  good  evidence. 
One  certainly  risks  being  mistaken  when  he 
is  absolutely  "cock-sure"  of  his  position,  as 
some  of  the  speakers  appear  to  be. 

I  wish  to  say  a  word  concerning  Dr.  Link's 
arraignment  of  our  teachers.  What  he  said 
was  true  in  a  general  way  of  the  teachers  of 
twenty  years  ago,  but  certainly  it  is  not  true 
of  most  of  them  to-day.  He  certainly  makes 
use  of  loose  language  when  he  attributes 
such  teachings,  for  example,  to  Drs.  Goodell, 
Montgomery,  Parvin,  Kelly,  Polk,  etc.  These 
gentlemen  teach  just  as  good  gynaecology  as 
anybody,  and  know  as  much  gynaecological 
pathology  as  any  one  who  is  not  a  professor. 
To  make  the  statement  that  the  majority  of 


the  professors  teach  doctrines  which  have 
been  antiquated  since  the  days  when  we  were 
students  is  to  make  a  statement  without 
thinking  of  what  it  carries  with  it. 

Dr.  M.  Price  : 

Did  I  understand  Dr.  Noble  to  say  that  in 
the  case  of  extra-peritoneal  abscess  he  re- 
ported that  he  examined  the  tubes  and  ovaries 
and  found  nothing  the  matter  ? 

Dr.  Noble  : 

In  the  case  referred  to,  when  I  made  the 
exploratory  incision  the  right  lower  quadrant 
of  the  abdomen  was  one  mass  of  adhesions. 
On  the  left  side  the  tube  and  ovary  were 
lightly  adherent.  I  did  not  suppose  that  it 
was  possible  for  such  a  great  mass  of  adhe- 
sions to  exist  without  sealing  up  the  fim- 
briated end  of  the  tube  and  bringing  about 
sterility,  but  in  this  case  I  am  able  to  report 
not  only  that  the  woman  is  five  months  preg- 
nant, but  that  the  pelvis  is  absolutely  free 
from  adhesions,  as  demonstrated  by  a  section 
done  for  ventral  hernia  some  months  ago. 

Dr.  J.  Price  : 

Is  this  the  case  in  which  he  opened  the 
abdomen  at  two  or  three  points  to  find  the 
tubes  and  ovaries,  and  failed  to  find  them  ? 

Dr.  Noble  : 

There  were  three  incisions  made  in  that 
case,  but  not  to  hunt  for  the  tubes  and 
ovaries. 

Dr.  Link  : 

I  think  the  Doctor  has  misunderstood  me. 
He  has  named  certain  gynaecologists,  who,  he 
says,  are  up  to  modern  times.  I  agree  with 
him  ;  and  I  said  that  the  Philadelphia  Obstet- 
rical Society  teaches  good  gynaecology  ;  and, 
with  one  exception,  I  think  that  the  men  he 
named  are  members  of  this  Society.  I  did 
not  say  that  every  school  taught  the  student 
to  look  no  higher  than  the  vault,  but  I  said 
that  the  majority  of  schools  taught  that,  and 
I  think  that  he  will  find  that  just  such  gynae- 
cology is  taught  here  in  Philadelphia.  At 
some  places  I  have  seen  here  ten  men  ex- 
amining one  woman,  and  climbing  over  one 
another's  shoulders  to  look  into  the  vagina 
to  find  out  what  was  the  matter.  In  such 
methods  of  teaching  everything  above  the 
vault  must  of  necessity  be  ignored. 


OBSTETRICAL  SOCIETY  OF  PHILADELPHIA. 


563 


UTERINE  THROMOBSIS  FOLLOWING  POST- 
PARTUM HAEMORRHAGE,  AND  ITS 
RELATION  TO  PUERPERAL  INFEC- 
TION.        BY     W.     REYNOLDS     WILSON, 

M.D.     (See  page  543.) 

DISCUSSION. 

Dr.  Edward  P.  Davis  : 

As  a  clinical  illustration  of  some  of  the 
points  made  by  Dr.  Wilson  may  be  mentioned 
the  not  infrequent  occurrence  of  haemorrhage 
in  syphilitic  women  after  labor.  When  such 
haemorrhage  occurs  septic  processes  are  apt 
to  follow  unless  special  care  is  taken.  We 
recall  such  a  case  recently.  A  Woman  with 
syphilis  had  haemorrhage  after  labor.  Fol- 
lowing this  a  septic  process  developed,  with 
dissemination  of  micro-organisms  through 
the  body.  I  feared  a  tubal  abscess  and 
opened  the  abdomen,  but  found  nothing  war- 
ranting removal  of  the  tubes.  They  were 
allowed  to  remain  and  the  abdomen  closed. 
There  then  occurred  multiple  thrombosis  of 
one  lower  extremity,  thrombosis  of  the  pop- 
liteal vein  and  some  of  the  smaller  veins. 
The  patient  recovered  under  careful  nursing, 
and  illustrated  well  the  clinical  course  of  a 
case  complicated  as  described  by  Dr.  Wilson. 

In  regard  to  treatment  of  haemorrhage,  the 
use  of  the  intra-uterine  iodoform  gauze  tam- 
pon is  based  upon  the  fact  that  after  haemor- 
rhage the  thrombi  are  apt  to  become  infected; 
the  use  of  the  antiseptic  or  aseptic  gauze  is 
an  attempt  to  maintain  an  aseptic  condition 
of  the  thrombi  at  the  placental  site  for 
twenty-four  or  thirty-six  hours  after  delivery. 

Dr.  T.  Ridgway  Barker  : 

I  hoped  that  Dr.  Wilson,  in  treating  of  this 
subject,  would  add  something  to  our  knowl- 
edge of  the  causes  of  thrombosis,  as  this  dis- 
ease is  one  in  which  I  am  much  interested. 
I  do  not  think  that  there  is  any  doubt  that 
thrombosis  of  the  uterine  veins  is  due  in  a 
large  measure  to  a  hyperinotic  condition  of 
the  blood  incident  to  pregnancy. 

While  the  exact  cause  is  often  doubtful,  the 
predisposing  are  unquestionably,  first,  early 
rupture  of  the  membranes  leading  to  prema- 
ture separation  of  the  placenta,  with  the 
formation  of  soft  coagula  in  the  sinuses ; 
second,  sudden  fall  of  blood  pressure,  usu- 
ally the  result  of  haemorrhage ;  and  third, 
uterine  inertia. 


The  question  arises,  how  shall  we  combat 
by  prophylactic  measures  these  predisposing 
causes?  We  always  have  associated  with 
gestation  an  increase  of  the  fibrin  in  the 
blood,  and  it  becomes  anaemic  in  character. 

By  sunlight,  fresh  air,  and  exercise  we  may 
counteract  this  tendency  to  deterioration. 

With  reference  to  premature  separation  of 
the  placenta  we  have  only  to  delay  rupture  of 
the  membranes,  while  in  the  case  of  uterine 
inertia  a  timely  application  of  the  forceps  will 
usually  prevent  its  occurrence. 

I  would  say  in  conclusion  with  regard  to 
the  avoidance  of  puerperal  infection  of  the 
thrombosis,  that  I  believe  ergot  administered 
after  labor  is  a  very  important  measure,  given 
either  hypodermatically  or  in  the  form  of 
tablet  triturate  by  the  mouth. 

It  tends  to  produce  firm  tonic  uterine  con- 
traction and  retraction,  and  insures  obliter- 
ation of  the  uterine  sinuses,  and,  moreover, 
causes  complete  expulsion  of  all  debris  and 
clots,  which  otherwise  would  remain  within 
the  cavity.  *  • 

Dr.  J.  Price  : 

I  may  say  a  word  on  the  practical  side  of 
this  subject.  Some  of  you  may  have  read 
the  interesting  researches  in  regard  to  the 
presence  of  micro-organisms  in  the  uterus, 
of  Dr.  La  Place,  whose  investigations  have 
been  republished  in  the  British  Gynaecologi- 
cal Journal.  Speaking  purely  from  the  clin- 
ical side  of  the  question,  I  would  state  that 
my  experience  has  been  rather  peculiar,  and 
differs  somewhat  from  that  of  others.  The 
Germans  have  condemned  the  expression 
method  of  delivering  the  placenta,  and  I  be- 
lieve that  it  has  been  condemned  by  a  few 
teachers  in  this  country.  In  my  own  expe- 
rience I  value  the  expression  method  above 
all  others.  With  me  it  begins  with  the  deliv.. 
ery  of  the  child.  When  the  head  is  delivered 
I  anticipate  delivery  of  the  shoulders,  and 
place  my  left  hand  on  the  uterus,  and  follow 
the  extremities.  My  practice  is  that  of  early 
delivery  of  the  placenta,  and  securing  early 
firm  contraction  and  retraction.  This  I  hold 
on  to  for  some  time,  not  permitting  the  relax- 
ation that  so  commonly  follows  slow  or  de- 
layed delivery  of  the  placenta,  f  have  no 
recollection  in  the  Retreat  work  of  a  single 
bubble  of  air  or  clot  that  you  find  in  late 
delivery  of  the  placenta.  You  are  called  to 
deliver  the  placenta  because  some  one  has 
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failed.  You  find  the  uterus  large  and  relaxed, 
and  it  takes  some  time  to  stimulate  a  contrac- 
tion. If  you  succeed,  you  succeed  in  deliv- 
ering the  placenta  without  introducing  the 
hand,  but  with  it  you  have  a  great  quantity 
of  clot,  and  a  great  blubber  of  air. 

I  am  satisfied  that  tardy  delivery  of  the 
placenta,  and  the  slow  contraction  and  retrac- 
tion of  the  uterus,  is  at  the  bottom  of  much 
mischief  that  the  reader  has  dwelt  upon. 
At  the  Retreat  I  have  no  knowledge  of  a  post- 
partum haemorrhage  in  1300  cases.  I  have 
not  had  a  post-partum  haemorrhage  for  ten 
years  in  my  own  work.  I  find  the  practice  of 
early  delivery  of  the  placenta,  and  following 
the  uterus  down,  very  valuable.  It  makes 
me  very  comfortable  to  leave  a  woman  after 
such  a  practice.  Following  this  practice  the 
statistics  of  the  Retreat  strongly  fortify  its 
value — 1300  deliveries  without  a  death  from 
any  cause. 

Dr.  Richard  C.  Norris  : 

Dr.  Wilson's  remarks  are  of  great  scien- 
tific interest  and  value,  but  the  clinical  aspect 
of  this  question  is  of  especial  interest  to  me. 
It  is  an  interesting  problem  to  practical  ob- 
stetricians to  arrive  at  any  conclusion  as  to 
when  infection  of  the  uterine  thrombus  takes 
place.  We  know  that  it  is  the  custom  with 
many  when  elevation  of  temperature  occurs 
to  begin  local  disinfection,  and  some  would 
resort  to  the  use  of  the  curette.  There  have 
been  a  few  cases  in  which  after  this  curetting 
prompt  elevation  of  temperature  has  oc- 
curred. When  I  find  this  elevation  of  tem- 
perature I  fear  the  possibility  of  infection  of 
the  thrombi,  and  that  the  curette  may  have 
done  harm.  It  breaks  up  the  clots,  and,  per- 
haps, aids  in  the  absorption  of  more  septic 
material.  In  one  case  this  symptom  of  sec- 
ondary rise  of  temperature  occurred,  and  not 
long  afterward  septic  pneumonia  appeared, 
probably  from  embolism.  I  believe  that  in 
the  absence  of  local  signs  of  disease  of  the 
tubes,  ovaries,  or  cellular  tissue,  and  where 
we  curette  the  uterus  and  find  debris,  and 
this  is  followed  by  a  prompt  rise  in  tempera- 
ture, we  should  look  upon  the  case  as  one  of 
infection  of  the  thrombi  in  the  uterus,  and 
desist  from  further  use  of  the  curette. 

Dr.  W.  Reynolds  Wilson  : 

I  think  that  perhaps  the  most  important 
.bearing  of  this  subject  is  as  to  the  existence 


of  pathogenic  germs  within  the  uterus— the 
existence  of  these  germs  even  before  the 
chance  of  distribution  and  infection  following 
labor.  I  think,  as  I  said  in  the  paper,  that 
the  researches  mentioned  by  Pozzi  as  to  the 
cause  of  endometritis  and  the  general  infect- 
ing inflammatory  troubles  of  the  uterus  are 
of  especial  interest  at  this  time.  I  think  that 
in  obstetrical  and  gynaecological  work  we  are 
coming  to  a  time  when  this  subject  should  be 
looked  into. 

The  remarks  of  Dr.  Norris  are  very  practi- 
cal. We  find  general  rapid  infection  occur- 
ring principally  through  the  lymphatics.  In 
the  case  mentioned  by  Dr.  Norris,  it  is  prob- 
able that  there  was  beginning  a  general  in- 
fection through  the  lymphatic  system,  and 
that  the  disturbance  of  the  thrombi  added  a 
local  septic  process  to  the  general  infection 
already  developed. 

THE  TREATMENT  OF  LARGE  OVARIAN 
CYSTS,  WITH  THE  REPORT  OF  A  CASE  I 
EXTIRPATION  OF  THE  COCCYX  FOR 
CONGENITAL    CYST.       BY    EDWARD    P. 

DAVIS.     (See  page  539.) 

DISCUSSION. 

Dr.  Charles  P.  Noble  : 

I  think  that  the  case  reported  by  Dr.  Davis 
is  altogether  unusual.  I  do  not  remember 
having  read  of  a  tumor  so  large  as  that.  It 
is  chiefly  interesting  in  a  practical  way  from 
two  standpoints— the  first,  that  to  which  the 
Doctor  referred.  Some  two  years  ago  I  oper. 
ated  on  an  immense  tnmor,  although  not 
nearly  so  large.  The  patient  came  to  this 
city  from  Bingham  ton,  N.  Y.,  and  was  in 
an  extremely  bad  condition.  She  had  paresis 
of  the  bowels  from  pressure ;  also,  she  had 
orthopnoea  and  a  very  feeble  pulse ;  in  other 
words,  she  was  fast  dying  from  asthenia 
brought  about  by  the  immense  pressure  of  the 
tumor.  I  operated  and  found  a  tumor  of  the 
right  ovary  with  semi-solid  contents,  which 
had  ruptured.  The  notes  taken  at  the  time 
have  been  lost,  but  there  could  not  have  been 
less  than  thirty-two  quarts  of  this  semi-solid 
material  scooped  out  of  the  belly.  In  addi- 
tion, she  had  a  myoma  as  large  as  one's  head, 
and  two  ovarian  tumors  in  connection  with 
the  left  ovary.  She  had  four  tumors.  I  re- 
moved the  ovarian  tumors  and  left  the  my- 
oma.    In  that  case,  as  in  the  one  reported 
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tonight,  the  patient  died  shortly  after  the 
operation.  She  was  in  rather  better  condi- 
tion at  first,  but  in  about  six  hours  she  died, 
I  think  from  filling  up  of  the  vessels  of  the 
abdomen  and  consequent  anaemia  of  the 
brain. 

I  operated  in  another  case  last  summer, 
where  the  tumor  was  not  so  large,  but  where 
the  size  was  due  mainly  to  the  enormous 
amount  of  fat  The  patient  weighed  305 
pounds,  while,  as  a  girl,  she  weighed  ninety- 
five  pounds.  The  tumor  itself  weighed  fifty 
pounds,  but  in  a  woman  so  fat,  the  belly  was 
enormously  distended,  and  reached  down 
almost  to  the  knees.  In  this  case  I  began 
the  operation,  as  did  Dr.  Davis,  with  the  wo- 
man on  her  side.  Happily  she  recovered, 
although  she  was  extremely  sick. 

With  reference  to  operation  in  these  cases, 
the  first  case  that  I  reported  has  a  distinct 
bearing  upon  the  question  of  tapping  these 
cases  before  operating.  If  we  could  be  abso- 
lutely sure  that  the  contents  of  one  of  these 
immense  tumors  were  fluid,  I  should  be  in" 
clined  to  tap  such  a  case,  for  the  reason  that 
if  we  could  let  part  of  the  fluid  run  out,  I  be- 
lieve that  many  of  them  would  not  die  from 
peritonitis,  and  that  later  one  could  operate 
with  a  good  chance  of  recovery.  Unfortu- 
nately, there  is  no  way  in  which  we  can  tell 
whether  the  contents  are  fluid  or  semi-fluid. 
If  I  had  tapped  the  first  case  the  matter  would 
not  have  escaped. 

In  operating  in  such  cases,  I  think  we 
should  get  the  tumor  out  as  rapidly  as  possi- 
ble, close  the  abdomen,  put  on  a  wad  of  cotton 
and  secure  it  by  a  tight  bandage.  Of  course 
the  use  of  strychnia,  digitalis,  heat  and  the 
elevation  of  the  bed  are  very  desirable. 

I  think,  after  all,  that  the  practical  lesson  to 
be  drawn  is  the  second  one — that  tumors 
should  not  be  permitted  to  attain  such  an 
immense  size,  when  they  can  be  taken  out 
with  such  safety  when  small.  It  certainly  is 
bad  practice  to  permit  them  to  become  large. 
I  think  that  is  the  most  important  lesson  to 
^be  drawn  from  the  bad  results  of  removing 
large  tumors. 

Dr.  J.  Price  : 

Dr.  Noble's  remarks  recall  a  huge  cyst 
which  I  saw  in  the  practice  of  Dr.  Stewart. 
The  woman  was  perfectly  enormous,  and 
finally  found  that  she  could  not  get  through 
her  bed-room  door,  although  she  was  not  past 


locomotion.  He  considered  removing  her  to 
another  room  for  better  light,  but  could  not 
get  her  through  the  door.  I  do  not  remem- 
ber the  weight,  but  it  was  considerably  over 
one  hundred  pounds.  The  pedicle  was  a  nar- 
row one.  The  flanks  lay  on  the  table  while 
the  stitches  were  passed. 

The  report  of  Dr.  Davis  is  interesting,  and 
reminds  us  that  we  still  need  voices  in  the 
wilderness  pleading  for  early  ovariotomy.  It 
is  lamentable  that  a  patient  should  be  thus 
neglected  in  the  midst  of  a  great  educational 
centre.  It  makes  us  regret  that  the  attend- 
ance this  evening  is  so  small.  With  over 
2500  physicians  in  this  city,  we  sometimes 
preach  two  hours  and  a  half  for  early  opera- 
tions and  only  a  dozen  persons  present  inter- 
ested in  the  subject.  I  want  to  criticize  the 
slow  operation.  I  scarcely  think  that  there 
is  any  advantage  in  the  slow  removal  of  a 
cyst  of  that  character.  Surely  we  cannot 
deliver  a  myoma  slowly.  If  we  deliver  it  at 
all,  we  must  do  so  quickly.  In  one  of  my 
cases  the  myoma  weighed  over  seventy 
pounds.  I  base  my  remarks  on  slow  evacua- 
tion in  my  experience  with  fibroids.  At  one 
time  I  felt  that  in  some  cases  it  would  be  an 
advantage  to  tap,  and  'once  or  twice  I  have 
felt  that  it  would  be  better  to  tap  for  trans- 
portation, but  I  am  prepared  to  say  from 
more  recent  experience  that  only  harm  can 
come  from  removing  these  albuminoids.  Some 
time  ago  an  old  Polish  lady  was  shipped  to 
Philadelphia  after  having  been  tapped  twice 
or  thrice,  and  the  emaciation  and  exhaustion 
that  followed  the  tapping  decided  me  not  to 
do  it  again.  She  was  72  years  of  age  and  the 
cyst  was  large.  It  was  tapped  and  delivered 
quickly,  and  the  patient  made  a  nice  recovery. 
Many  of  you  have  found  in  removing  these 
cysts  that  the  vessels  were  not  quite  empty. 
A  few  days  ago  I  removed  a  large  cyst  from 
a  woman  77  years  of  age,  and  while  shelling 
out  the  solid  portion  about  the  primitive  iliac 
I  found  that  the  vessels  were  copiously  filled 
with  blood. 

Slow  operation  prolongs  the  anaesthesia, 
water-logs  the  patient  and  depresses  the  tem- 
perature. It  is  important  to  consider  the  de- 
pression of  temperature  from  anaesthesia.  I 
remember  that  Dr.  Burk,  while  etherizing  for 
me,  made  it  a  point  to  take  the  temperature 
twice  or  thrice  during  the  etherization,  and 
he  found  that  the  temperature  would  go  down 
to  97°.     Stille  is  the  only  author,  as  far  as  I 
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know,  who  speaks  of  this  depression  of  tem- 
perature from  ether. 

Old  cases  are  still  quite  common.  This  is 
surprising  after  we  have  had  so  much  written 
on  the  necessity  of  early  ovariotomy.  There 
are  a  number  of  patients  in  Philadelphia  who 
have  carried  tumors  from  five  to  ten  years,  and 
physicians  who  have  tapped  patients  from  ten 
to  twenty  times  and  believe  that  it  is  the  only 
treatment.  There  are  those  far  from  Egypt 
and  the  Pyramids  who  still  plow  the  ground 
with  crooked  sticks. 

The  shock  is  not  so  much  from  the  removal 
of  the  tumor  and  the  tying  of  a  small  pedicle 
as  it  is  from  the  water-logging  of  the  patient 
from  the  prolongation  of  anaesthesia.  Tap- 
ping has  been  condemned,  and  I  condemn  it 
in  unqualified  language. 

Diagnosis  is  still  difficult  in  a  few  cases.  I 
would  ask  Dr.  Davis  if  there  was  any  evi. 
dence  of  malignancy  ? 

Dr.  DaVis: 

There  was  no  sign  of  malignancy. 

Dr.   Price  : 

A  strong  argument  in  favor  of  early  ovari- 
otomy is  the  tendency  these  tumors  have  to 
undergo  retrograde  changes,  and  become  ma- 
lignant. Leopold  gives  a  percentage  of  sev- 
enteen of  malignancy.  Schroeder,  I  think, 
had  22  per  cent.  In  those  days  all  ovarioto- 
omies  were  done  late.  I  might  say  that  of 
the  last  twenty  ovariotomies  in  my  own  expe- 
rience fifteen  of  them  have  been  malignant. 
I  had  eleven  consecutive  malignant  cases, 
some  of  them  brain-like  in  character.  The 
colloid  material  ig  not  so  venomous  or  so  lia- 
ble to  return.  I  have  been  alarmed  and  dis- 
couraged by  the  large  number  of  malignant 
cystomata.  The  irreducible  tumors  with  solid 
contents  are  in  a  large  majority  of  cases  ma- 
lignant. In  large  tumors  rapid  operation, 
small  incision,  and  transfusion  with  pure  dis- 
tilled water,  will  give  the  best  results.  You 
can  put  most  patients  back  to  bed  with  a 
pulse  less  than  loo  if  you  use  strychnia,  or 
strychnia  and  digitalis  before, during,and  after 
operation. 

Dr.  George  E.  Shoemaker  : 

In  this  case  the  slow  removal  was  deter- 
mined upon  deliberately,  and  within  reason- 


able limits,  the  plan  seems  to  me  the  best. 
Cases  of  enormous  cystic  tumors,  which  press 
by  their  diffused  weight  upon  the  cceliac 
plexus,  the  solar  plexus  and  the  other  large 
ganglia  of  the  sympathetic,  which  control 
the  circulation  of  the  abdomen,  and  by  reflex 
influences  control  also  the  heart,  cannot  be 
compared  with  the  relatively  small  fibroids 
or  with  any  hard  tumor,  more  or  less  the  size 
of  the  abdomen  during  pregnancy.  These 
enormous  fluid  weights  not  only  interfere  with 
the  action  of  the  diaphragm,  but  their  remo- 
val causes  shock  by  change  of  pressure  upon 
the  sympathetic  ganglia.  This  pressure  is 
practically  "hydrostatic  pressure,"  and  is, 
therefore,  equal  in  all  directions ;  while  in  the 
case  of  a  hard  tumor  inequalities  of  surface 
in  the  tumor,  or  the  irregularities  in  contour 
of  the  walls  of  the  cavity  near  the  spine,  may 
very  largely  relieve  ganglia  from  pressure. 
In  this  case  the  pulse  remained  good  through- 
out the  early  part  of  the  operation  and  the 
slow  removal  of  the  fluid.  Tapping  would 
have  been-useless,  as  the  fluid  would  not  flow 
through  even  a  large  cyst  trocar.  The  enor- 
mous size  of  this  tumor  is  remarkable,  and  is 
probably  unique.  I  measured  the  contents 
very  carefully  myself,  and  feel  confident  that 
the  figures  given  are  correct  as  to  fluid  con- 
tents. 

The  treatment  of  shock,  which  is  the  real 
danger  in  these  cases,  is  very  important.  We 
can  use  strychnia  in  much  larger  doses  than 
were  formerly  given.  I  have  given  divided 
doses  up  to  a  total  of  one-fifth  of  a  grain  with 
success  in  cases  of  shock.  Oxygen,  I  believe, 
is  a  valuable  agent,  and  particularly  where 
there  is  anaemia  from  haemorrhage.  I  do  not 
see  any  call  for  transfusion  in  cases  where 
there  has  been  no  haemorrhage.  In  this  case 
every  effort  was  made  by  inclining  the  pa- 
tient, and  tightly  bandaging  the  abdomen,  to 
prevent  anaemia  of  the  brain  centres,  which 
control  important  functions. 

Dr.  M.  Price  : 

I  have  been  interested  in  two  or  three_ 
points.  There  is  no  question  that  in  the  de 
velopment  of  large  tumors  there  is  great 
pressure  upon  the  sympathetic  nerve  centres. 
I  asked  Dr.  Davis  whether  after  removal  of 
the  tumor  the  intestines  followed  the  tumor 
down  and  covered  the  spine.  He  says  that 
they  did  not.  I  believe  that  these  cases  are 
fatal,  as  this  shows  that  the  pressure  upon 


OBSTETRICAL  SOCIETY  OF  PHILADELPHIA. 


567 


t 


the  abdominal  ganglia  has  been  great,  and 
that  the  bowels  are  paralyzed.  You  simply 
remove  the  pressure  and  the  heart  quickens 
until  death  results.  I  think  it  is  this  displace- 
ment of  the  viscera  and  the  pressure  that  in- 
duces the  fatal  result.  I  have  not  seen  a  sin- 
gle case  get  well  where  the  intestines  did  not 
follow  the  tumor  down.  I  have  seen  even 
larger  tumors  pushing  up  the  thoracic  vis- 
cera, but  without  this  symptom,  recover.  I  do 
believe  the  result  would  have  been  the  same 
whether  the  operation  was  done  rapidly  or 
slowly.  I  do  not  believe  that  it  would  have 
been  different  if  he  had  tapped.  The  woman 
had  been  condemned  by  delay. 

Dr.  Harris  A.  Slocum  : 

The  reports  of  to-night  are  not  very  en- 
couraging as  regards  operation  in  these  tre- 
mendous tumor  cases,  and  they  strongly  urge 
another  point  against  delay,  for  which  the 
attendant  is  not  always  responsible.  Many 
times  patients  absolutely  refuse  to  have  any- 
thing done.  Although  the  majority  of  phy- 
sicians have  been  taught  that  early  operations 
are  advisable,  yet  there  will  occasionally  be 
cases  that  will  not  submit  to  an  operation. 

A  suggestion  occurred  to  me  while  Dr. 
Davis  was  reading  his  paper,  and  I  should  be 
apt  to  try  it  if  I  had  a  case  resembling  the 
one  resorted.  The  problem  to  be  solved  is 
the  disposition  of  the  pressure.  The  patient 
will  die  shortly  from  the  pressure  if  it  is  not 
removed,  and  she  may  die  quickly  if  it  is.  Is 
there  no  way  by  which  we  can  introduce 
pressure  that  will  remain  for  a  short  time  and 
be  removed  gradually  ?  Under  these  circum- 
stances I  should  not  hesitate  to  use  lar^e 
intra-peritoneal  injections,  and  fill  the  perito- 
neal cavity  with  sterilized  saline  solution,  or 
simply  sterilized  water.  It  would  temporarily 
replace  the  former  pressure,  although  it  would 
not  be  so  confined.  It  would  bring  the  press- 
ure to  bear  upon  the  places  that  needed  it 
most.  The  fluid  might  remain  for  a  few  days, 
-  but  it  probably  would  be  absorbed  by  the 
peritonaeum,  and  then  its  work  would  be  to 
fill  the  bloodvessels  on  the  other  side  of  the 
tissue,  the  end  we  are  aiming  at  i.  e.,  to  pre- 
vent collapse.  I  think  this  would  not  inter- 
fere with  the  healing  of  the  wound.  The 
stitches  could  be  placed  quite  close  together, 
to  prevent  leakage.  I  should  try  to  fill  the 
abdominal  cavity  nearly  as  full  as  before.  If 
we  could  use  a  more  nourishing  fluid,  such  as 


serum,  it  might  be  of  advantage  in  taking  the 
place  of  the  enormous  amount  lost  in  the  re- 
moval of  the  tumor,  yet  the  difiiculty  of  ob- 
taining it,  and  the  risk  of  decomposition, 
would  seem  to  render  such  a  selection  inad- 
visable. 

Dr.  John  C.  Da  Costa  : 

I  have  had  some  of  these  big  tumors.  Two 
I  remember  particularly.  In  both  cases  the 
ribs  projected  outward,  and  the  diaphragm 
was  pressed  upward.  On  removal  of  the  tu- 
mors you  could  see  the  intestines  lying  on 
each  side  of  the  spine.  In  one  case  the  incis- 
ion had  to  be  very  long  extending,  as  Dr. 
Price  said,  "  almost  from  the  ensiform  carti- 
lage to  the  pubes."  Both  these  cases  made 
good  recoveries. 

Dr.  Slocum's  idea  of  pressure  I  used  some 
years  ago,  although  not  with  the  object  of 
making  pressure.  The  case  was  one  of  large 
tumor  where  very  much  blood  had  been  lost. 
I  intentionally  closed  the  incision  with  the 
belly  half  full  of  distilled  water.  She  made 
a  magnificent  recovery,  and  in  two  weeks 
wanted  to  get  out  of  bed,  and  in  three  weeks 
was  able  to  go  to  the  seashore. 

Dr.  Baldy  : 

Did  Dr.  Da  Costa  say  he  made  an  incision 
(from  the  ensiform  cartilage  to  the  pubes)  to 
remove  a  cystic  tumor  ? 

Dr.  Da  Costa  : 

I  said  almost.  The  adhesions  in  this  case 
were  universal.  The  incision  over  the  dis- 
tended abdomen  was  twenty-one  inches,  and 
after  closing  eleven  and  one-half  inches. 

Dr.  George  H.  McKelway  : 

The  use  of  strychnia  has  been  referred  to. 
Dr.  Shoemaker  states  that  he  has  given  as 
much  as  one-fifth  of  a  grain  in  divided  doses. 
I  have  many  times  used  one-twentieth  of  a 
grain  every  half  hour,  for  three  or  four  hours, 
in  cases  of  haemorrhage  and  of  shock,  and 
then  have  used  one-twentieth  of  a  grain  every 
two  hours,  for  two  days,  without  producing 
any  symptoms  of  strychnia  poisoning,  and 
with  manifest  advantage  to  the  patient. 

Dr.  Link: 

I  want  to  call  attention  to  one  point  in  the 
paper,  which  is  of  great  importance.    That 
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is,  the  advice  which  was  given  to  this  patient, 
that  nothing  could  be  done  for  her  permanent 
relief  until  she  was  removed  to  a  hospital, 
where  proper  antiseptic  conditions  could  be 
observed.  A  few  years  ago  such  doctrines 
were  taught  almost  everywhere — no  one  could 
operate  without  a  private  hospital,  or  unless 
the  patient  could  be  removed  to  a  hospital 
where  these  conditions  might  be  observed.  I 
thought,  however,  that  doctrine  was  killed 
right  in  Philadelphia  by  members  of  this 
society,  one  of  whom  reported  123  successive 
operations,  with  one  death,  done  in  the  slums 
and  over  livery  stables.  The  former  teaching 
tended  to  perpetuate  these  conditions  and 
multiply  the  number  of  large  ovarian  tumors. 
In  country  districts  when  we  found  a  woman 
suffering  with  ovarian  tumor  no  one  recom- 
mended operation,  because  we  were  taught 
not  to  operate  unless  we  had  a  hospital  to 
which  we  could  take  the  patient.  As  none 
had  hospitals  who  were  not  very  wealthy,  and 
none  could  go  to  hospitals  who  were  not 
wealthy,  the  result  was  that  none  but  the  rich 
could  be  operated  upon,  and  this  left  the  poor 
devils  of  patients  who  had  these  diseases  to 
die.  If  Dr.  Davis  is  going  to  revive  the 
teaching  that  we  can  have  these  aseptic  and 
antiseptic  precautions  only  in  hospitals,  it 
leaves  us  country  doctors  where  we  were  ten 
years  ago,  and  only  the  patients  that  have 
money  enough  to  come  to  Philadelphia  can 
be  relieved.  The  poor  people,  who  suffer  as 
much  as  the  rich,  must  be  left  to  die  as  they 
did  years  ago,  unless  some  philanthropist  will 
come  and  bring  them  to  hospitals  and  operate 
upon  them. 

Dr.  William  S.  Stewart: 

As  Dr.  Price  has  mentioned  a  case  of  mine, 
I  wish  to  refer  to  it.  It  was  treated  in  a  hos- 
pital, but  in  a  country  district  twenty-eight 
miles  from  this  city.  I  do  not  know  that  it 
would  be  wise  for  me  to  refer  to  the  size. 
The  contents  of  the  cyst  filled  the  largest 
wash-tub,  and  I  do  not  know  how  much  over- 
flowed. The  patient  was  so  large  that  she 
could  scarcely  pass  from  room  to  room  or  lie 
down  to  sleep,  and  was  said  to  have  been  in 
this  condition  for  two  years.  The  case  looked 
hopeless  in  every  respect.  We,  however,  suc- 
ceed in  removing  the  cyst,  and  she  made  a 
perfect  recovery  and  is  living  to-day. 

Dr.  J.  Price: 
I  should  like  to  refer  briefly  to  the  history 


of  strychnia.  It  is  a  valuable  agent.  Some 
time  ago  Dr.  Roberts  did  a  section  for  a  stab 
wound  in  a  large  stevedore  at  the  Philadel- 
phia Hospital,  and  some  six  wounds  of  the 
viscera  were  stitched.  Dr.  Morton  adminis- 
tered one  grain  of  strychnia  hypodermically, 
and  the  man  got  out  of  bed  and  threw  a  negro 
out  of  the  window,  and  then  made  a  speedy 
recovery. 

Dr.  J.  M.  Baldy: 

It  is  well  known  that  strychnia  can  be  given 
in  enormous  doses  and  for  a  considerable 
time.  I  have  given  one-sixth  of  a  grain  within 
an  hour,  and  one-thirteenth  of  a  grain  every 
two  hours  without  any  bad  symptoms. 

It 'seems  to  me  that  tapping  is  altogether 
out  of  the  question.  In  the  last  two  or  three 
years  I  have  run  across  only  one  case  that 
had  been  tapped.  The  history  of  that  case 
was  suflicient  to  condemn  tapping  even  for 
temporary  relief.  When  I  came  to  operate  I 
found  a  multilocular  cyst.  The  cyst  which  had 
been  tapped  had  muddy  contents,  while  in 
the  others  the  fluid  was  clear.  The  adhesions 
which  were  present  were  undoubtedly  due  to 
leakage.  When  the  adhesions  were  torn  away 
a  few  ounces  of  fluid  were  spilled.  In  spite 
of  thorough  irrigation,  the  woman  died  of 
purulent  peritonitis.  I  would  condemn  tap- 
ping for  anything  whatever.  I  believe  that 
most  of  these  extreme  cases  with  such  enor- 
mous cysts  are  already  condemned,  and  we 
can  do  very  little  for  them.  They  are  going 
to  die  whether  anything  is  done  or  not.  Some 
few  of  them,  however,  may  get  well,  and  we 
should  give  them  the  chance.  If  done  at  all 
the  operation  should  be  done  rapidly.  It  is 
a  mistake  to  lose  half  an  hour  in  evacuating 
a  cyst  when  it  can  be  done  it  five  minutes- 
Instead  of  taking  three-quarters  of  an  hour, 
the  operation  will  be  completed  in  fifteen  or 
twenty  minutes. 

This  winter  I  removed  a  cyst  weighing 
eighty  or  ninety  pounds,  which  was  known  to 
have  existed  ten  years.  The  woman  would 
not  have  anything  done,  but  this  is  due  to  the 
fact  that  she  had  fallen  into  bad  hands  in  the 
first  place.  That  is  usually  the  case.  They 
are  told  that  tapping,  or  that  electricity  will 
cure  them.  The  cyst  should  be  removed  the 
minute  it  is  discovered,  and  the  man  who 
stands  in  the  v/ay  or  advises  delay  is  directly 
responsible  for  the  death  of  the  patient. 
The  vast  majority  of  the  Jarge  cysts  that 
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I  have  removed  lately  have  been  malignant. 
This  is  another  reason  why  cysts  should  be 
removed  early. 

As  far  as  operations  in  hospitals  are  con- 
cerned, we  have  all  operated  freely  in  the 
dirtiest  kinds  of  holes  in  Philadelphia  and 
got  our  best  results  there.  Dr.  Link  and  the 
rest  of  country  operators  can  rest  assured  that 
they  can  operate  as  well  in  the  homes  of  the 
patients  as  in  hospitals. 

The  leaving  of  water  in  the  abdomen  and 
filling  up  the  space  left  by  the  tumor  in  order 
to  help  fill  up  the  vessels  is  commonly  prac- 
ticed by  us  all.  It  is  nothing  new,  and  no 
harm  can  come  from  it.  We  could  hardly,  in 
such  a  case  as  that  of  Dr.  Davis,  fill  up  the 
abdomen  sufficiently  to  take  the  place  of  the 
tumor. 

Dr.  M.  Price  : 

We  have  often  left  one  or  two  pitchers  of 
water,  and  it  does  no  good. 

Dr.  H.  a.  Slocum  : 

I  did  not  mean  to  leave  only  one  or  two 
pitchersf  ul  of  water.  I  have  done  that  many 
times.  I  meant  to  fill  the  abdomen  nearly  to 
distension,  so  that  the  pressure  would  take 
the  place  of  that  of  the  tumor,  compressing 
the  abdominal  veins  just  as  the  former  mass 
had  done.  This  would  be  absorbed  and  re- 
moved so  slowly — probably  in  twenty-four  or 
forty-eight  hours,  or  even  longer— that  it 
would  allow  the  heart  time  to  accommodate 
its  action  to  the  changing  circumstances. 

Dr.  J.  M.  Baldy  : 

Most  of  the  cases  of  coccygodynia  that  I 
have  seen  have  been  neurotic,  but  some  have 
been  due  to  traumatism.  I  operated  on  one 
two  weeks  ago  in  Camden.  The  trouble  was 
the  result  of  a  fall  received  some  years  ago. 
The  girl  had  suffered  great  physical  pain,  . 
but  there  was  a  considerable  amount  of 
neurosis  complicating  the  case.  Examina- 
tion by  the  rectum  showed  that  the  coccyx 


had  been  turned  almost  directly  back  into 
the  rectum.  It  was  very  movable.  I  cut 
down  and  dissected  it  loose,  and  found  that 
it  was  fractured  a  quarter  of  an  inch  from 
the  sacrum.  The  bone  was  much  diseased, 
although  there  was  no  pus  cavity.  I  have  a 
letter  stating  that  the  patient  is  much  im- 
proved and  out  of  bed. 

Dr.  E.  p.  Davis  : 

With  regard  to  the  question  of  rapid  or 
slow  operation,  we  were  guided  by  the  condi- 
tion of  the  patient.  She  did  uniformly  well 
until  the  rapid  method  was  taken  up.  The 
pulse  remained  remarkably  good,  while  the 
fluid  was  gradually  removed.  It  was  impos- 
sible to  remove  the  cyst  and  its  contents  with 
great  rapidity.  The  immense  size  and  the 
solid  character  of  the  material  required  con- 
siderable time,  although  the  hand  was  used 
to  scoop  it  out.  When  we  came  to  the  solid 
tumor  it  seemed  almost  as  though  we  were 
removing  the  liver. 

With  regard  to  the  criticism  of  Dr.  Link. 
Circumstances  alter  cases,  and  that,  I  think, 
is  a  rational  explanation  of  my  wish  to  re- 
move the  patient.  It  is  possible  to  operate 
with  brilliancy  even  in  the  slums,  but  when  it 
comes  to  a  case  of  this  sort,  we  should  like  to 
have  more  than  one  man  with  us.  It  was 
that  the  patient  could  have  the  benefit  of  the 
assistance  of  my  colleagues  that  she  was 
transported  to  the  hospital. 

With  regard  to  the  last  case,  it  was  not  so 
much  a  case  of  coccygodynia.  In  fact,  it  does 
not  come  under  that  head,  but  was  a  curious 
congenital  condition.  These  cases  have  been 
noted  as  presenting  a  grating  sensation  when 
the  coccyx  was  moved.  The  coccyx  was  in 
the  normal  position,  and  was  smooth  below 
the  congenital  cyst,  resulting  from  the  failure 
of  the  medullary  canal  to  close. 

Adjourned. 

Harris  A.  Slocum, 

Secretary. 
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A    CASE   OF    herpes. 

Dr.  Henry  Koplik  presented  a  girl, 
8  years  of  age,  suffering  from  a  pecu- 
liar  herpetic  eruption.  On  March  16 
she  awoke  with  paralysis  of  the  right 
side  of  the  face.  Three  days  later  she 
complained  of  severe  pain  in  the  ear, 
and  at  the  same  time  herpes  appeared 
in  front  of  the  auricle.  The  eruption 
lasted  one  week.  Examination  showed 
no  purulent  involvement.  The  pain, 
the  speaker  thought,  was  due  to  sym- 
pathetic irritation  of  the  auditory 
nerve. 

Dr.  C.  E.  Brown  said  that  pain  in 
the  ear  was  not  uncommon  with  facial 
paralysis.  He  believed  the  condition 
to  be  one  of  neuritis.  Herpes  was 
not  uncommonly  accompanied  with 
neuritis  in  any  region. 


A  case  of  ritual  syphilis. 

Dr.  Koplik  presented  also  a  Hebrew 
child,  6  months  of  age.  He  had  been 
circumcised  at  the  usual  time.  Six 
weeks  afterward,  a  specific  sore  ap- 
peared at  the  line  of  incision,  and  an 
eruption  followed  six  weeks  later.  The 
child  now  showed  a  slight  eruption 
across  the  chest,  and  a  number  of 
large  moist  papules  about  the  groin 
and  anus. 

the  milk  supply  of  new  YORK. 

Dr.  John  E.  Allen,  of  the  Board  of 
Health,  read  a  paper  on  this  subject. 
Seven  hundred  and  eighty-eight  thou- 
sand quarts  of  fresh  cows'  milk  are 
consumed  daily  in  New  York.  The 
consumption  of  milk,  cream  and  con- 
densed milk  is  equivalent  to  918,560 
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quarts  per  day.  It  is  all  obtained 
within  a  radius  of  300  miles  from  the 
city,  and  comes*  largely  from  Orange, 
Sullivan  and  Ulster  Counties,  in  New- 
York,  from  northern  New  Jersey,  and 
to  some  .extent  from  Connecticut  and 
Pennsylvania.  Very  little  milk  is  ob- 
tained from  Long  Island.  The  supply 
from  that  direction  is  very  closely 
watched,  as  it  is  apt  to  be  "swill 
milk."  By  this  term  is  meant  the 
milk  of  cows  fed  upon  brewers'  grain. 
Such  milk  is  frequently  of  bad  odor, 
and  always  very  indigestible.  It  curds 
in  a  firm  hard  curd,  and  is  very  dan- 
gerous as  an  infant  food.  Cows  fed 
upon  this  grain  soon  become  de- 
bauched and  refuse  all  other  food. 
Milk  is  adulterated  in  various  ways, 
the  addition  of  water  being  the  most 
common.  This  means  of  adulteration 
not  only  reduces  the  strength,  but 
often  adds  impure  elements.  The  re- 
moval of  cream  is  the  next  most  fre- 
quent change.  Numerous  substances 
are  added  to  increase  the  gravity,  and 
certain  drugs  are  sometimes  used  to 
preserve  it  from  decomposition. 

The  lactometer  in  experienced 
hands  is  an  instrument  of  much  value 
in  detecting  adulteration.  The  lowest 
gravity  permitted  by  inspectors  in 
New  York  is  1029  at  60°.  The  addi- 
tion of  water  lowers  the  gravity,  but 
as  cream  is  lighter  than  milk  its  re- 
moval increases  the  gravity.  The 
person  who  relies  solely  on  the  lacto- 
meter might  pass  milk  as  normal 
which  had  been  watered  and  skimmed. 
This  was  a  means  of  deception  not 
uncommon  in  New  York  several 
years  ago.  Inspection  of  such  milk 
without  other  tests  would  alone  deter- 
mine its  character,  and  the  experi- 
enced inspector  cannot  be  deceived 
in  that  way.     The  care  of  milk  when 


it  is  warm  is  of  very  great  importance- 
If  closed  tightly  in  cans  before  it  is 
cold,  changes  take  place  which  render 
it  highly  dangerous.  Tyrotoxicon  is 
the  injurious  element  most  frequently 
formed  by  such  management.  It  is 
a  common  custom  among  farmers  to 
lower  the  cans  of  milk  into  running 
water  until  the  temperature  is  re- 
duced. The  cream  sometimes  fails  to 
rise  on  milk  which  has  been  carried 
considerable  distance.  The  amount 
of  cream  that  rises  is  not  a  true  test 
of  the  quality  of  the  milk.  That  can 
only  be  made  by  the  lactoscope, 
several  varieties  of  which  were  shown. 
The  author  proceeded  to  report  ex- 
periments tending  to  show  the  possi- 
bility of  infection  from  the  use  of  the 
milk  of  tuberculous  cows.  In  a  herd 
of  forty-one  Jersey  cows  eleven  were 
tubercular.  Four  guinea-pigs  were 
fed  upon  this  milk,  each  one  of  which 
showed  distinct  tubercular  infection 
to  a  greater  or  less  degree  depending 
upon  the  length  of  time  the  milk  was 
taken. 

PASTEURIZATION     OF     MILK    FOR    USE 
AS    AN    INFANT   FOOD. 

Dr.  Rowland  G.  Freeman  read  a 
paper  advocating  the  Pasteurization 
of  milk  as  opposed  to  sterilization. 
By  Pasteurization  is  meant  raising 
milk  to  a  temperature  of  167°  F., 
which  is  best  done  in  a  water  bath, 
and  then  cooling  it  rapidly.  When 
j:he  antiseptic  theory  was  first  pro- 
posed, extreme  measures  were  advo- 
cated in  the  management  of  surgical 
cases,  many  of  which  have  since  been 
abandoned  or  modified.  When  the 
desirability  of  destroying  the  germs 
in  milk  was  first  shown,  extreme 
measures  were  advocated,  but  we  now 
know  that    they   are    not    required. 
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Milk  is  a  complex  product,  and  when 
heated  above  176°  P.,  numerous 
changes  occur  which  render  it  less 
digestible.  It  is  desirable,  therefore, 
to  avoid  high  temperature  if  the  milk 
can  be  made  free  from  germs  at  a 
lower  temperature.  All  germs  in 
milk,  except  that  of  tuberculosis,  are 
killed  at  a  temperature  of  140°  F. 
Extensive  experiments  show  that 
Pasteurization  does  not  materially 
modify  the  size  of  the  curds.  Neither 
Pasteurizing  nor  sterilizing  will  render 
all  milk  safe,  for  changes  may  have 
occurred  which  these  processes  will 
not  remove.  Ptomaines  may  already 
have  been  formed.  Heat  destroys 
only  the  living  germs.  It  is  highly 
desirable  to  kill  the  germs  by  the  use 
of  as  little  heat  as  possible,  in  order 
that  change  may  not  occur  in  the 
constituents  of  the  milk.  Pasteur- 
izing fulfils  these  requirements.  It 
kills  all  the  germ*,  but  does  not 
modify  the  elements  of  the  milk  or 
change  the  size  of  the  curds. 

PAPOID    AS    A    PROTEOLYTIC  AGENT   IN 
MILK   DIGESTION. 

R.  H.  Chittenden,  Ph.D.,  professor 
of  physiological  chemistry  in  Yale 
University,  read  a  paper  giving  the 
results  of  extensive  experiments  with 
papoid  as  a  digestive  element.  The 
number  of  vegetable  ferments  dis- 
covered is  not  large.  A  few  have 
been  studied  with  considerable  care. 
They  are  all  proteolytic  agents,  and, 
contain  a  rennet-like  ferment  having 
power  to  curdle  milk.  None  of  these 
ferments  have  been  separated  in  ab- 
solute purity.  Papoid,  a  preparation 
from  the  papaw  plant,  has  marked 
power  of  dissolving  and  digesting 
proteid  matter,  either  in  neutral  acid 
or  alkaline  media.     It  acts  upon  all 


kinds  of  albuminous  proteids.     Like 
pancreatic  juice,  it  has  the  power  to 
break  up  and  disintegrate  the  proteid 
acted  upon,  but  there  is  always  con- 
siderable   insoluble    residue.      This, 
however,  is  very  readily  resolved  by 
the  natural  digestive  juices.    It  trans- 
fers a  portion  of  the  proteids  into 
leucin  and  tyrosin,  in  this  respect  re- 
sembling still  further  the  action   of 
trypsin.      Upon    egg    albumen    and 
cooked  beef  proteids  it  acts  best  in  a 
weak  solution  of  sodium  bicarbonate. 
The  ferment  has  a  marked  softening 
and  disintegrating  action   upon   raw 
proteids.     Papoid  is  also  remarkable 
in  that  the  best  manifestation  of  its 
digestive   power  is  obtained  when  a 
small  volume  of  fluid  is  present,  al- 
though it  will  act  in  a  dilute  solution. 
It  shows,    moreover,  an  exceedingly 
pronounced  resistance  to  the  ordinary 
inhibitory  action  of  high  and  low  tem- 
peratures.    Even  boiling  the  ferment 
solution  fails  to  destroy  entirely  its 
action.   At  quite  low  temperatures  its 
digestive  action. is  but  little  changed. 
On  milk  papoid  has  a  two-fold  ac- 
tion.    It  curdles  the  milk  and  sepa- 
rates the  casein  more  or  less   com- 
pletely.    This  is  followed  by  a  diges- 
tive action  in  which  the  precipitated 
casein  is  gradually  converted  into  solu- 
ble  products.     Digestion   is    greatly 
modified  by  the  character  of  the  milk. 
Boiled  milk  is  more  quickly  curdled 
than  fresh  milk.     Fresh  milk  is  not 
as  quickly  curdled  by  a  neutral  solu- 
tion of  papoid  as  sterilized  milk.    The 
temperature  at  which  sterilization  is 
accomplished  appears  no  have  no  in- 
fluence in  the  separation  of  the  casein. 
The  character  of  the  curd  is  also  un- 
changed,  but    in    predigestive   milk 
partial  digestion  of  the  casein  is  the 
object  sought,  casein  being  the  most 
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important  proteid  of  milk,  and  at  the 
same  time  the  one  most  likely  to  cause 
indigestion.  Digestion  of  casein 
with  papoid  is  most  satisfactory  in 
the  presence  of  sodium  bicarbonate 
and  at  a  temperature  ranging  from 
40°  C.  to  45°  C.  If  carried  too  far  a 
bitter  taste  is  developed. 

Dr.  Koplik  said  that  the  milk  of 
New  York  is  better  than  that  of  any 
European  city.  Numerous  observa- 
tions last  winter  showed  that  the 
acidity  of  milk  did  not  increase  mark- 
edly for  twenty-four  hours  after  its 
deliverv,  even  without  ice  or  steril- 
izing. The  average  period  at  which 
it  became  unfit  for  food  was  greater 
than  twenty-four  hours.  During 
summer,  however,  the  acidity  rapidly 
rises  after  twelve  hours ;  this  is  the 
reason  for  sterilizing.  If  the  milk 
supply  could  be  controlled  at  its 
sources,  Pasteurization  would  be 
amply  sufficient.  The  speaker  has 
not  had  favorable  results  from  Pas- 
teurizing city  milk;  it  does  not  de- 
stroy the  bacterium  lactis.  Even  if 
Pasteurizing  were  sufficient  for  the 
preservation  of  ordinary  city  milk  it 
is  utterly  impossible  to  perform  that 
operation  accurately  in  the  household ; 
the  milk  will  either  reach  a  tempera- 
ture above  or  below  that  desired.  It 
requires  an  equal  gas  pressure,  the 


same  quantity  of  water  and  numerous 
other  unattainable  conditions.  It 
can  only  be  done  accurately  in  the 
laboratory.  Although  there  are  nu- 
merous objections  to  sterilized  milk, 
sterilizing  is  the  only  certain  means 
of  rendering  milk  safe  for  the  average 
infant. 

Dr.  J.  Lewis  Smith  referred  to  im- 
pure milk  as  a  factor  of  great  import- 
ance in  the  causation  of  cholera  in- 
fantum, and  spoke  of  the  fallacy  of 
using  "one  cow's  milk." 

The  Chairman  said  that  even  though 
the  size  of  curds  in  fresh  and  steril- 
ized milk  are  the  same,  the  former 
are  more  readily  digested  than  the 
later.  He  spoke  of  the  large  quan- 
tity of  filth  which  could  be  obtained 
by  filtrating  from  ordinary  milk,  and 
referred  to  the  desirability  of  super- 
vising the  milk  supply  from  the  very 
first. 

Prof.  Chittenden,  in  response  to  a 
question,  said  that  all  metalic  salts, 
even  bismuth,  retard  to  a  certain  de- 
gree the  action  of  digestive  ferments. 

On  motion,  the  Chairman  was  di- 
rected to  appoint  a  committee  to  con- 
sider the  desirability  of  formulating 
rules  regarding  the  care  of  milk  at  its 
source  of  supply  before  it  is  shipped 
to  the  city. 
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Intussusception  in  a  Nine-Months  Old  Child  ;    Coeliotomy ;    Recovery, 


Marsh  (Lancet,  February  14,  1891) 
publishes  two  cases  of  intussusception 
occurring  in  children  aged  7  and  9 


months,  in  which  he  was  able  to  save 
life  by  coeliotomy,  in  one  case  after 
twelve  hours  and  in  the  other  after 
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eighteen  hours.  From  the  results 
he  recommends  strongly  the  opera- 
tion, when  the  large  enemata  of  water 
have  not  overcome  the  obstruction. 
One   must   be   able   to   decide  upon 


operation  quickly.  After  twelve  to 
fourteen  hours  secondary  changes 
occur,  such  as  inflammatory  adhe- 
sions, which  are  to  be  feared. 


A  Case  of  Imperforate  Anus  ;  Operation  ;  Recovery. 


Dr.  SwEETNAM  {The  Australian 
Medical  Journal,  December  15,  1890) 
reports  a  case  of  imperforate  anus  in 
which  incision  was  made  without 
narcosis.  Two  and  one-half  inches 
of  the  skin  surface  were  removed 
and  the  rectum  found.  The  gut  was 
not   incised,   hoping    that   the   child 


would  force  it  down  by  pressure  from 
above.  The  wound  was  tamponed. 
On  the  following  day  meconium  was 
discharged  from  the  wound.  In  five 
weeks  the  new  anus  was  found  to  be 
again  closed.  After  a  broad  incision 
a  good  opening  was  maintained. 


The  Recognition  of  Chronic  Tubercular  Peritonitis  in  Childhood. 


Drs.  BERGGRtJN  and  Katz  (  Wiener 
klinische  Wochenschrift,  1 89 1,  No.  46) 
call  attention  to  the  fact  that  the 
occurrence  of  alcoholic  stools,  where 
icterus  is  not  present  and  there  is  no 
reaction  of  bile  pigment  in  the  urine, 
is  a  frequently  observed  symptom  of 
chronic  tubercular  peritonitis  in  child- 
hood. They  have  investigated  the 
symptom  in  a  number  of  cases,  and 
have  arrived  at  the  following  conclu- 
sions : 


(i)  The  decoloration  of  the  stools 
in  the  chronic  tubercular  peritonitis 
of  children  is  the  result  of  an  increase 
in  the  elimination  of  fat. 

(2)  The  secretion  of  bile  and  its 
free  access  to  the  intestine  is  not 
hindered. 

(3)  The  action  of  the  bile  is  not 
modified.  Its  peculiarity  in  prevent- 
ing putrefaction  is  not  interfered 
with,  while  its  action  upon  digestion 
of  fat  is  diminished. 


Recovery  in  a  Case  of  Collapse  with  Vomiting  and  Diarrhoea,  by  the 
Intravenous  Injection  of  Salt  Solution. 


Sturges  {Lancet y  January  9,  1892) 
reports  a  case  of  diarrhoea  and  vomit- 
ing in  a  child  9  months  old.  The 
little  patient  was  collapsed  and  there 
was  no  longer  hope  of  recovery.  As 
a  last  remedy  an  intravenous  injection 
of  the  following  mixture  was  ordered: 
12   ounces    of    distilled  water    at   a 


temperature  of  ioi°  F. ;  36  grains 
of  salt ;  I  drachm  cognac.  The 
result  was  astonishing.  The  child 
reacted  in  a  few  hours.  The  vomit- 
ing occurred  but  once  and  the  diar- 
rhoea ceased.  The  child  made  a  per- 
fect recovery. 


BOOKS  RECEIVED. 
BOOKS  RECEIVED. 
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Diseases  of  Women  :  A  Manual  of 
Non-Surgical  Gynaecology  designed 
especially  for  the  use  of  Students 
and  General  Practitioners.     By  F. 
H.   Davenport,  M.D.,    Instructor 
in   Gynaecology,  Harvard   Medical 
School.      Second  Edition,   revised 
and    enlarged.       Duodecimo,    314 
pages,  107  illustrations.     Philadel- 
phia: Lea  Brothers  &  Co.,  1892. 
Many    valuable    volumes    already 
exist  on  the  surgical  aspects  of  gyn- 
aecology,   but    scant     attention    has 
been  paid  in  recent  years  to  the  non- 
surgical  treatment  of  women's   dis 
eases.      Comparatively    few    practi- 
tioners are  prepared  to  perform  the 
graver  gynaecological  operations,  but 
all   are   compelled  to   deal  with  the 
multitudinous    ailments   of     women, 
and  in  many  instances  non-surgical 
measures  are  to  be  employed.     The 
present  volume,  dealing  with  nothing 
which  has  not  stood  the  actual  test 
of   experience,   and   being   concisely 
and  clearly  written,  conveys  a  great 
amount   of  information   in  a  conve- 
nient space. 

A  Text-book  of  the  Theory  and 
Practice    of   Medicine    by 
American    Teachers.      Edited   by 
William  Pepper,  M.D.,  LL.D.    In 
two  volumes.     Illustrated.     Vol.  I. 
Philadelphia:  W.  B.  Saunders,  913 
Walnut  Street,  1893. 
The  list  of  authors  and  their  writ- 
ings in  this,  the  first  volume  of  the 
text-book,  is  as  follows  :  J.  S.  Billings, 
hygiene ;  William  Pepper,  ephemeral 
fever    and    simple    continued  fever, 
typhoid,  typhus,  relapsing  and^  cere- 
bro-spinal  fevers,  influenza,   dengue, 
miliary  fever,  milk    sickness,    moun- 
tain- fever,  septicaemia  and  pyaemia, 


leprosy ;  Jas.  T.  Whittaker,  scarlatina, 
measles,  rubella,  smallpox,  vaccina- 
tion, varicella,  mumps,  whooping 
cough,  tetanus,  actinomycosis,  an- 
thrax, hydrophobia,  trichinosis,  glan- 
ders, foot  and  mouth  disease;  W. 
Oilman  Thompson,  acute  miliary  tu- 
berculosis, scrofula,  syphilis,  diph- 
theria, erysipelas,  malarial  fevers, 
cholera,  yellow  fever;  H.  C.  Wood, 
general  symptomatology  of  diseases 
of  the  nervous  system,  mental  dis- 
eases, functional  nervous  diseases, 
syphilis  of  the  nervous  system,  or- 
ganic diseases  of  the  spinal  cord  and 
its  membranes;  William  Osier,  or- 
ganic diseases  of  the  brain,  diseases 
of  the  nerves,  of  the  muscles,  vaso- 
motor and  trophic  disorders. 

Bacteriological  Diagnosis:  Tabu- 
lar Aids  for  use  in  Practical  Work. 
By  James  Eisenberg,  Ph.D.,  M.D. 
(Vienna.)  Translated  and  aug- 
mented, with  the  permission  of  the 
author,  by  W.  H.  Pierce,  M.D. 
Philadelphia  and  London:  The  F. 
A.  Davis  Co.,  1892. 

Diseases  of  the  Lungs,  Heart  and 
Kidneys.  By  N*.  S.  Davis,  Jr., 
A.M.,  M.D.  No.  14  in  the  Physi- 
cians' and  Students'  Ready  Refer- 
ence Series.  In  one  neat  i2mo 
volume  of  359  pages,  extra  cloth, 
Philadelphia:  The  F.  A.  Davis  Co., 
1 23 1  Filbert  Street. 

This  little  volume  contains  a  deal 
of  practical  material,  and  is  in  truth 
a  ready  reference  book  for  the  physi- 
cian or  student  who  wishes  to  review 
the  principles  governing  diagnosis 
and  treatment  of  these  common  dis- 
eases. Its  teachings  are  clear,  prac- 
tical and  modern. 
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The  Year-Book  of  Treatment  for 
1893.     A  Critical  Review  for  Prac- 
titioners of  Medicine  and  Surgery. 
A     Series    of    Contributions     by 
Twenty-two  Writers.     In  one  i2mo 
volume  of  500  pages.    Philadelphia : 
Lea  Brothers  &  Co.,  1893. 
In  the  Year-Book  for  Treatment  a 
corps  of  acknowledged  leaders,  quali- 
fied  to   select   and  present  the  real 
progress  of  the  year,  have  surveyed 
all  branches  of  medicine.     The  result 
of  their  labors  is  a  book  of  distinct 
value.     Its  contents  are  classified  and 


indexed,  and  full  references  to  original 

sources  given  for  the  benefit  of  those 

desiring  to  make  further  research. 

Book  on  the   Physician   Himself, 

AND  Things  that   Concern   His 

Reputation    and    Success.      By 

D.  W.  Cathell,  M.D.    New  Tenth 

Edition     (author's    last    revision.) 

Thoroughly  revised,   enlarged  and 

rewritten.     In  one  handsome  royal 

octavo  volume,    348  pages.    Bound 

in  extra  cloth.     Philadelphia :  The 

F.  A.   Davis  Co.,  Publishers,  123 1 

Filbert  Street. 
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For  Summer  Diarrhcea  of  Nursing 
Infants. 

Toussaint  has  proved  the  excellent  results 
by  the  use  of  the  following  mixture  in  the 
summer  diarrhoeas  of  nursing  infants  and 
those  artificially  fed : 

B.     Papain  pur.,  gr.  ix. 

Acid,  lactic,  3  ss. 

Syr.  simp.,  f  ^iss. 

Aq.  destillatae,  f  ^v. 

Tr.  vanillae,  q.  s. 
The  milk  given  to  the  patients  is  to  be 
limited  in  quantity,  and  the  intervals  between 
feeding  lengthened.  After  each  nursing  a 
coffee  spoonful  of  the  mixture  is  to  be  ad- 
ministered. The  green  stools  are  soon  cor- 
rected, and  the  dyspeptic  symptoms  relieved. 
— Gazette  de  Hdpiiaux,  October,  1890. 

Eczema. 
Regulated  diet;    use  of   soap  and  water 
interdicted;    diseased    area    cleansed    with 
sweet  oil  and  dried  with  absorbent  cotton. 
R.    Zinci  oxidi, 

Amylum,        aa  3iij. 

Camphorae,  gr.  xxx.     M. 

Sig. — Dust    on  affected    area  and    cover 
over  with  warm  linseed  poultice. 
Internally : 
R.     Pulv.  rhei.,  gr.  iij. 

Sodae  bicarb.,  gr.  iij.   M. 

Sig. — For  infant  6  to  12  months. 


Pertussis. 
Where  the  paroxysms  are  obstinate  and 
prolonged : 

R.     Acid  hydrocyanic  dil.,    TTL  xii-xxiv. 

Glycerinse,  f  5  ss. 

Aq.  anisi,         q.  s.         f^iij.        M. 
Sig.,  f  3i  t.d.  for  child  2  years  old. 
R.     Liq.  atropise  sulph.,  TCP  xxiv. 

Ammon.  bromid.,     gr.  lxxij-3iss. 

Syr.  aurantii,  q.  s.    f^iij-  M. 

Sig.,  f  3i  t.d.  for  a  child  5  to  7  years. 
Toward  the  end  of  the  spasmodic  stage : 
R.     Tr.  cantharidis,  1TL  xlviij. 

Tr.  cinchonae, 

Tr.  opii  camph.,       aa        f3ij. 

Syr.  simp.,  q.  s.  f  5iij-    M. 

Sig.,  f  3i  t.d.  for  a  child  i  to  2  years  old. 

During  the  stage  of  decline  : 

B.    Alumen.,  gr.  xxiv. 

Syr.  pruni  virg.,  f  ^  ijs. 

Aquae,  q.  s.  f  ^iij-     M. 

Sig.,  f  3i  every  4  hours  for  a  child  i  year 
old.  The  alum  may  be  given  in  three  or  four 
times  the  strength  for  a  child  2  years  old. 

Incontinence  of  Urine. 
R .     Potass,  bromid.,  gr.  iii-v. 

Tr.  belladonnae,  gtt.  i-iij. 

Inf.  digitalis,  gtt.  xv-xxx. 

Aquae,  q.  s.  ad.  f  5ss.  M. 

Sig.— At  one  dose  three  times  a  day. 
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Infection  of  the  urinary  tract 
after  labor,  so  far  as  concerns  the 
bladder,  has  been  carefully  studied, 
and  through  the  researches  of  Olshau- 
sen,  Kaltenbach,  Bumm,  Doleris  and 
others  it  is  now  an  established  fact 
that  while  infection  may,  in  rare  in- 
stances, result  from  the  spread  of  in- 
fecting organisms  from  the  vagina  or 
wounds  about  the  meatus  to  the  ure- 
thra and  bladder,  or  from  peri-uterine 
septic  processes  to  the  bladder  by 
contiguity  of  tissue,  it  is  almost  in- 
variably due  to  the  introduction  of 
germs  and  decomposing  lochial  dis- 
charge through  the  medium  of  the 
catheter.     In  view  of  this  fact,  it  is  a 

^  Read  before  the  Philadelphia  Obstetrical  Society. 
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curious  idolatry  of  an  old-time  cus- 
tom, or  a  perverted  modesty,  which 
would  lead  one  to  commend  the  use  of 
the  catheter  by  touch  under  the  bed- 
covering.  Even  with  strictest  anti- 
septic care  the  use  of  this  instrument 
is  not  free  from  danger.  In  Schwarz's 
clinic,  at  Halle,  from  1865  to  1878,  in 
spite  of  these  precautions,  catarrh 
of  the  bladder  occurred  in  iioo  births 
thirty-two  times,  a  proportion  of  2.9 
per  cent.  The  severe  types  of  cys- 
titis in  child-bed  have  also  received 
careful  study.  Boldt's  paper,  in  1888, 
upon  "  Purulent  Exfoliative  Cystitis," 
with  twenty-nine  cases  collected 
(some  of  which  resulted  from  retro- 
displacement  of  the  gravid   uterus), 
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and  other  cases  recorded  in  the  litera- 
ture of  the  subject  since  that  time, 
have  thoroughly  impressed  the  stu- 
dent of  obstetrics  with  the  danger  of 
this  complication ;  but  to  the  large 
army  of  general  practitioners  who 
necessarily  do  obstetric  work,  the  high 
mortality  of  these  aggravated  cases — 
38.8  per  cent.— is  surely  not  appre- 
ciated as  it  should  be,  otherwise  care- 
lessness in  using  the  catheter  would 
not  be  so  widespread. 

It  is  not,  however,  to  bladder  infec- 
tion alone  that  I  would  ask  your  at- 
tention and  your  discussion  this  eve- 
ning, but  rather  to  the  secondary  in- 
fection of  the  kidneys.  After  diligent 
search  through  the  College  library 
little  reference  can  be  found  to  this 
complication  more  than  the  mere 
statement,  occasionally  met  with,  and 
often  wholly  absent  from  our  leading 
text-books,  that  kidney  disease  some- 
times follows  cystitis  in  the  puer- 
perium.  Kaltenbach  first  called  at- 
tention to  the  frequency  of  pyelitis 
occurring  after  labor,  and  pointed  out 
its  connection  with  inflammatory  pro- 
cesses about  the  uterus.  Stadfeldt 
has  also  demonstrated  that  the  same 
affection  can  follow  distention  of  the 
ureter  and  pelvis  of  the  kidney, 
the  distention  resulting  from  the 
mechanical  pressure  of  an  ureter 
caught  between  the  puerperal  uterus 
and  the  common  iliac  artery.  He 
further  believes  that  this  distention 
explains  the  comparative  frequency 
of  the  passage  of  renal  calculi 
during  the  lying-in  period.  In  very 
rare  instances  it  is  doubtless  also 
true  that  pressure  upon  the  kidneys 
can  produce  necrosis  of  these  organs. 
Pyelo-nephritis  and  disseminated  sup- 
puration in  the  kidney  tissue  may,  of 
course,  accompany  a  general  pyaemic 


condition,  and  in  some  cases  they  may 
be  the  result  of  the  excretion  of  irri- 
tating substances,  as  cantharides  and 
similar  drugs ;  or  even  microbes,  fil- 
tered from  the  blood  in  the  effort  of 
the  kidneys  to  eliminate  them  from 
the  organism. 

Disease  of  the  kidney  having  its 
origin  in  any  such  manner,  with  the 
exception  of  general  pyaemia,  is  (cer- 
tainly of  rare  occurrence.  It  is  to  be 
attributed  more  often  to  secondary 
infection,  from  the  bladder  along  the 
ureters,  which  may  lead  to  suppurative 
nephritis,  pyelitis  and,  perhaps,  acute 
or  subacute  tubular  nephritis.  After 
reading  the  clinical  course  of  a  case  of 
infected  bladder  and  kidneys  which 
occurred  in  one  of  my  patients,  and 
mentioning  a  few  others  that  have 
come  to  my  notice,  the  importance  of 
this  subject  will  be  appreciated,  and  I 
trust  a  recital  of  these  cases  will  evoke 
a  discussion  of  the  subject  which  will 
not  only  be  of  service  to  me,  but  to 
all  others  who  may  read  the  trans- 
actions of  the  society. 

My  own  case  was  Mrs.  C,  a  primi- 
gravida.  Pregnancy  without  compli- 
cation. The  urine,  examined  at  in- 
tervals in  the  latter  months  of  gesta- 
tion, contained  a  trace  of  albumin ; 
but  upon  repeated  search  by  an  ex- 
pert casts  were  not  found.  The  labor 
occurred  on  June  11,  1892,  and  was 
easy  and  natural ;  the  second  stage, 
about  two  hours ;  child  of  average 
size.  Before  leaving,  directions  were 
given  to  catheterize  the  patient  at  the 
end  of  twelve  hours,  if  necessary ; 
and  as  a  trained  nurse  was  not  in 
attendance,  the  necessity  for,  and  de- 
tails of,  scrupulous  antiseptic  care, 
when  the  catheter  was  used,  was 
made  plain.  The  urine  was  drawn 
twelve  hours  after  labor,  and  again 
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eight  hours  later,  after  which  the 
bladder  was  emptied  spontaneously. 
On  the  fifth  day  irritability  of  the 
bladder  occurred,  but  so  slight  that 
the  patient  did  not  mention  its  occur- 
rence, thinking  that  such  incon- 
venience was  to  be  expected.  Two 
days  later  the  evening  temperature 
was  ioof°,  and  investigating  the 
cause,  the  breasts  and  nipples  were 
normal ;  the  bowels  had  moved  ;  the 
lochia  were  normal;  the  vaginal 
laceration,  which  had  been  repaired, 
was  healthy;  the  uterus  had  under- 
gone proper  involution,  and  there  was 
no  tenderness  in  the  iliac  fossae,  but 
pressure  immediately  over  the  blad- 
der elicited  pain.  Inquiring  into  the 
urinary  symptoms,  the  patient  for  the 
first  time  said  there  had  been  painful 
and  frequent  micturition.  The  me- 
atus was  found  to  be  angry — red, 
tender  and  swollen  ;  the  urine  drawn 
with  a  chemically-clean  catheter  at 
this  time  contained  an  enormous 
quantity  of  pus.  The  bladder  was  at 
once  irrigated  by  means  of  a  two-way 
catheter,  with  a  half  of  one  per  cent, 
solution  of  creolin,  which,  as  is  not 
unusual,  caused  considerable  pain. 
Warm  applications  were  made  over 
the  region  of  the  bladder,  and  direc- 
tions given  to  repeat  the  irrigation  at 
intervals  of  four  hours. 

On  the  following  day  my  disappoint- 
ment was  extreme  when  informed  that 
the  irrigation  had  not  been  repeated 
on  account  of  the  pain  and  incon- 
venience it  had  occasioned.  This 
delay  in  arresting  the  progress  of  the 
disease  by  thorough  irrigation  cost 
the  patient,  I  believe,  a  long  illness, 
from  which  she  barely  recovered.  In 
two  days,  in  spite  of  frequent  irriga- 
tion, the  temperature  was  I04f°. 
Meanwhile   the  patient   became  pro- 


foundly prostrated,  with  a  rapid, 
feeble,  intermittent  and  irregular 
pulse,  and  clammy  sweats,  and  in 
the  course  of  a  few  days  there  was 
at  times  delirium.  The  following 
four  days  found  the  temperature 
range  very  irregular,  with  morning 
remissions  to  ioi°  and  an  evening 
rise  to  103°,  on  two  occasions  reach- 
ing 1054°.  In  twelve  hours  it 
had  fallen  to  the  normal,  and  again 
at  midnight  was  1054°.  From  this 
time  —  the  fourteenth  day  —  three 
months  passed  before  the  temperature 
remained  normal  for  twelve  hours, 
and  throughout  this  prolonged  illness 
scarcely  a  day  passed  that  did  not  find 
the  evening  temperature  102°  or  103°. 
The  chart  presents  a  typical  septic 
curve.  (Chart  i.)  For  nearly  three 
months  there  was  absolute  inconti- 
nence of  urine,  which  contained  from 
^  to  3^  its  bulk  of  pus,  often  blood,  and 
occasionally  there  were  discharged^ 
through  and  often  occluding  the  ure- 
thra, plugs  of  tissue  and  shreds  of 
gelatinous,  blood-speckled  mucus.  The 
urine  was  frequently  examined  micro- 
scopically, and  from  time  to  time  con- 
tained numerous  micro-organisms  of 
virulent  type,  as  well  as  tube  casts. 

REPORT  ON  URINE  OF  MRS.  D.  C,  BY 
HENRY  W.  CATTELL,  M.D. 

On  June  23,  1892,  about  a  quart  of 
urine  was  collected  by  means  of  a 
catheter,  and  the  bladder  washed  out 
with  creolin.  Numerous  streptococci 
were  discovered,  and  a  large  amount 
of  pus  and  much  albumin. 

On  June  25,  1892,  the  urine  did  not 
contain  so  much  albumin,  and  the 
streptococci  were  present  in  smaller 
numbers ;  no  tube  casts ;  specific 
gravity,  1008.25  j  feebly  acid ;  quanti- 
tative estimation  of  albumin  showed 
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.18  per  cent.;  amount  of  urea,  1.63 
per  cent. 

On  June  29,  1892,  the  pus  on  set- 
tling occupied  one-twelfth  the  volume 
of  the  urine;  no  streptococci  could  be 
found;  amoeboid  movement  of  the 
pus  cells  very  marked ;  urine  of  acid 
reaction ;  specific  gravity,  loio ; 
amount  of  albumin,  .575;  amount  of 
urea,  1.14. 

On  July  3,  1892,  no  bile;  a  little 
less  sediment ;  peculiar  aromatic  non- 
urinous  odor  present ;  streptococci 
seen  within  the  pus  cells ;  some  renal 


On  July  14,  1892,  the  streptococci 
not  so  numerous  ;  the  urine  passed 
during  this  day  distinctly  bloody. 

On  July  20,  1892,  the  streptococci 
have  disappeared  ;  no  casts  ;  pus  cells 
much  more  granular. 

On  September  27,  1892,  the  urine 
showed  tube  casts. 

On  November  7,  1892,  reaction  of 
urine  slightly  acid  ;  slightest  trace  of 
albumin;  specific  gravity,  1009;  light 
colored  urine;  no  tube  casts;  pus  cells 
still  numerous  ;  no  streptococci.  The 
urine   was    mostly   drawn   with    the 
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epithelium  and  narrow  hyaline  tube 
casts  ;  amount  of  albumin,  .24. 

On  July  4,  1892,  the  urine  showed 
the  presence  of  carbolic  acid  both  by 
odor  and  the  bromine  test. 

On  July  7,  1892,  the  urine  showed 
distinctly  the  odor  and  reaction  of 
carbolic  acid. 

On  July  13,  1892,  bromine  gave  car- 
bolic reaction,  and  streptococci  were 
again  found ;  fewer  epithelial  cells ; 
no  tube  casts. 


catheter  into  a  clean  sterilized  bottle,, 
and  great  care  was  exercised  in  ex- 
amining the  urine.  Chloroform  and 
other  similar  reagents  were  at  times 
also  immediately  added  to  the  urine, 
with  the  result  that  the  streptococci 
were  usually  found  most  numerous 
twenty-four  hours  previous  to  the 
exacerbation  of  the  fever.  No  cultures 
were  made. 

The  associated  symptoms  present, 
from  time  to  time,  during  this  illness 
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were  a  rapid,  intermittent  feeble  pulse; 
absolute  incontinence  of  urine ;  an 
offensive  green  serous  diarrhoea  of 
undoubted  septic  character  ;  trouble- 
some meteorism  ;  pulmonary  oedema  ; 
alternating  periods  of  delirium  and 
stupor ;  and  finally,  a  most  marked 
anaemia — the  blanched  fingers,  lips 
and  conjunctivae,  and  the  yellow-hued 
skm  giving  the  patient  the  appearance 
of  one  who  had  widespread  amyloid 
disease.  There  was  at  no  time  a  dis- 
tinct rigor,  but  chilly  sensations  were 
occasionally  noted.  There  was  neither 
pain  nor  tenderness  in  the  region  of 
the  kidneys.  Fortunately,  an  endo- 
cardial murmur  was  never  heard,  al- 
though the  fear  of  septic  endocarditis 
was  constant,  and  examinations  to 
detect  its  presence  were  made  at  fre- 
quent intervals.  Fortunately,  also, 
there  was  very  little  stomach  irrita- 
tion, and  to  the  capability  of  the 
stomach  to  retain  stimulants  and 
nourishment  is  the  patient's  final 
recovery  largely  due. 

In  outline,  the  treatment  was  as 
follows:  The  bladder  was  irrigated 
throughout  the  course  of  the  disease 
three  times  a  day  with  }^-per-cent. 
solutions  of  creolin,  for  which,  at 
times,  a  saturated  boric-acid  solution 
was  substituted,  on  account  of  the 
pain  produced  by  the  former.  Salol 
was  given  until  carbolic  acid  and  a 
notable  increase  of  blood  appeared 
in  the  urine.  Stimulants  were  used 
freely — champagne,  whiskey,  as  much 
as  13^  ounces  every  hour  contin- 
uously for  weeks,  so  long  as  the 
heart  showed  its  dependence  upon 
them,  and  the  amount  decreased  as 
the  pulse  gained  in  force  and  regu- 
larity. Strychnia  was  also  used  freely 
to  support  the  heart,  and  atropia,  from 
time  to  time,  for  its  action  upon  the 


vascular  system.  Predigested  food 
was  given  to  the  tolerance  of  the 
stomach.  The  serous  diarrhoea  was 
checked,  when  excessive,  by  bismuth 
and  Hope's  camphor  mixture.  After 
the  acute  inflammation  of  the  bladder 
had  been  replaced  by  a  sub-acute  and 
finally  chronic  condition,  Santal-midy 
was  administered.  For  the  profound 
anaemia  and  general  septic  condition, 
inhalations  of  oxygen  and  large  doses 
of  the  tincture  of  the  chloride  of  iron 
were  used,  over  long  periods,  and  the 
latter  finally  replaced  by  Basham's 
mixture.  An  ice-bag  was  placed  on 
the  head  at  intervals,  and  occasionally 
over  the  heart,  during  the  intensely 
hot  weather  of  August,  1892,  which, 
of  itself,  so  threatened  to  destroy  the 
patient  by  heat  exhaustion  that  she 
was  finally  taken  to  the  seashore  in  a 
most  desperate  condition.  About 
twenty  weeks  after  the  origin  of  the 
illness  the  urinary  incontinence  and 
quantity  of  pus  began  to  diminish, 
but  microscopic  examinations  of  the 
urine  continued  to  show  the  presence 
of  tube  casts. 

When  the  patient  had  convalesced 
to  an  extent  permitting  her  to  be 
driven  out,  which  was  six  months 
after  her  confinement,  she  seemed  to 
be  gaining  her  health  and  strength, 
when  she  suddenly  developed  delu- 
sions of  persecution,  and  on  several 
occasions  attempted  to  do  herself  in- 
jury. She  was  wakeful,  extremely 
nervous,  would  upon  the  slightest 
provocation  burst  into  tears,  and  fin- 
ally melancholia  and  a  condition  of 
mental  apathy  took  possession  of  her. 
This  condition  lasted  for  a  few  days, 
to  reappear  one  month  later  at  her 
supposed  menstrual  period,  when  a 
slight  menstrual  discharge  occurred. 
After  another  week  had  passed  her 
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mental  condition  improved,  and  under 
appropriate  hygienic  and  tonic  treat- 
ment she  finally  recovered.  The  in- 
continence of  urine  ceased,  the  urine, 
of  lov^r  specific  gravity,  contained  only 
a  trace  of  pus,  no  albumin  nor  casts, 
and  at  my  suggestion  she  is  spending 
the  winter  in  a  southern  climate. 

I  have  given  the  history  of  this  case 
perhaps  in  too  great  detail,  but  have 
done  this  because  I  could  find  no  case 
recorded  of  like  gravity  which  ended 
in  recovery. 

Case  II. — Notes  of  which  were 
kindly  sent  me  by  Dr.  H.  M.  Fussell. 
Mrs.  F.,  aged  24,  primipara.  Went 
into  labor  April  19,  1886.  The  preg- 
nancy had  been  entirely  normal ;  there 
was  no  oedema,  no  albuminuria,  and 
the  urine  normal  in  every  respect. 
The  child  presented  by  the  vertex  L. 
O.  A.,  and  was  delivered  with  forceps 
under  ether.  There  was  a  slight  tear 
in  the  perineum,  which  was  repaired. 
The  morning  after  the  delivery  the 
urine  was  drawn  with  a  new  rubber 
catheter.  The  passage  of  the  catheter 
was  extremely  painful,  and  a  few  drops 
of  pus  followed  the  urine.  Catheter- 
ization continued  extremely  painful, 
and  after  the  urine  was  passed  volun- 
tarily there  was  much  dysuria  and 
extreme  tenesmus. 

There  was  never  any  fever.  After 
the  patient  was  about,  urination  con- 
tinued extremely  painful,  and  was 
frequent.  All  sorts  of  medication 
and  careful  washing  of  the  bladder 
was  practiced  for  a  year  until  April, 
1887.  The  only  medication  that  was 
of  the  least  value  was  the  injection  of 
a  half  drachm  20  per  cent,  solution  of 
cocaine  into  the  bladder.  This  was 
followed  by  immediate  relief,  which 
lasted  for  two  or  three  hours.  In 
April,  1887,  she  was  seized  with  ex- 


cruciating pain  over  the  right  kidney, 
which  lasted  until  relieved  by  mor- 
phia. May,  1887,  Dr.  William  Tay- 
lor dilated  the  urethra  and  found  the 
bladder  thickened  and  bleeding  on 
the  least  touch.  After  the  dilatation, 
the  excruciating  pain  was  much  less- 
ened, but  the  urination  was  frequent, 
and  the  urine  continually  contained 
blood  and  pus.  On  one  or  two  occa- 
sions pure  blood  was  passed.  Two 
days  after  the  operation  the  patient 
had  a  chill,  followed  by  pain  and  ten- 
derness in  the  right  loin.  In  June, 
1887,  she  again  became  pregnant. 
The  pain  of  urination  continued,  but 
otherwise  the  pregnancy  was  normal. 
After  the  birth  of  the  second  child 
the  dysuria  increased,  and  attacks  of 
pain  in  the  right  loin  were  of  frequent 
occurrence.  Suddenly,  on  December 
29,  1889,  the  patient  was  seized  with 
a  chill,  followed  by  fever,  and  pain 
and  tenderness  in  the  right  lumbar 
region.  The  fever  continued,  ranging 
for  three  weeks  between  100°  and 
103°,  and  was  typically  septic.  All 
the  while  tenderness  in  the  loin  in- 
creased. With  the  chill,  dysuria 
ceased  and  pus  disappeared  from  the 
urine.  Fluctuation  developed  over 
the  right  kidney,  and  a  perinephritic 
abscess  was  opened  by  Professor  D. 
H.  Agnew.  Immediately  after  the 
abscess  was  evacuated  fever  disap- 
peared, the  patient  slowly  grew 
stronger,  the  wound  entirely  healed, 
and  the  patient  now,  four  years  since 
the  operation,  is  absolutely  well, 
neither  frequent  micturition,  dysuria 
nor  tenesmus  being  present.  The 
urine  is  normal. 

Case  III.— Boldt  (New  York  Medi- 
cal Record,  1885,  p.  497),  I-Para ; 
pregnancy  and  labor  without  compli- 
cation.    Three   days    after    delivery 
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there  were  colicky  .pains  in  the  hypo- 
gastrium,  pains  in  the  lumbar  region, 
and  both  were  tender  on  pressure. 
Micturition  gave  no  pain,  and  seemed 
to  occur  at  regular  intervals.  At  this 
time  the  catheter  drew  off  four  ounces 
of  urine;  specific  gravity,  1022;  al- 
bumin, blood,  a  small  quantity  of  pus, 
renal  tube  epithelium  and  bladder 
epithelium  were  found.  The  tem- 
perature in  the  axilla  was  101°  to 
102.6°.  A  diagnosis  was  made  of 
acute  catarrhal  haemorrhagic  nephritis. 
Five  days  later  (September  26)  tenes- 
mus and  dysuria  were  present ;  only 
a  small  quantity  of  urine  could  be 
passed  at  one  time,  which  contained 
pus,  blood,  vesical  and  renal  epithe- 
lium. From  this  date  irrigation  of 
the  bladder  was  practiced.  The  tem- 
perature was  99°,  without  varying 
more  than  one  degree  either  way 
until  October  2,  when  the  temperature 
was  101.4°.  At  this  time  amass  pro- 
truded into  the  urethra,  which  was 
thought  to  be  a  portion  of  inverted 
urethra  or  bladder.  The  next  day  a 
cast  of  the  bladder  was  discharged, 
and  a  week  later  the  temperature 
rose  to  106°,  cerebral  symptoms  de- 
veloped, and  the  patient  died.  There 
was  no  autopsy. 

In  addition  to  these  three  cases  I 
shall,  as  the  list  of  the  proceedings 
to-night  is  a  long  one,  only  mention  a 
few  others  that  have  come  to  my 
notice. 

Professor  Guiteras  has  told  me  of  the 
specimens  of  a  case  he  had  seen  while 
abroad,  in  which  there  was  a  diph- 
theritic exudate  lining  the  bladder, 
ureters  and  the  pelvis  of  the  kidney. 

Professor  Hirst  has  also  mentioned 
three  cases,  in  one  of  which  the 
autopsy  showed  the  kidneys  con- 
verted into  enormous  pus  sacs ;  and  in 


two  others,  the  kidneys  were  studded 
throughout  their  structure  with  foci 
of  suppuration. 

Recently,  a  puerperal  patient  died 
at  Blockley,  and  the  post-mortem 
record  states  that  the  bladder  con- 
tained a  small  amount  of  pus,  the 
ureters  contained  pus,  and  both  kid- 
neys minute  collections  of  pus 
throughout  the  cortex  and  in  lines 
running  through  the  pyramids.  The 
uterus  and  its  adnexae  were  not  sep- 
tic. This  case,  however,  has  some 
features  in  its  history  which  throw 
doubt  upon  the  diagnosis,  and  it  may 
not  properly  belong  to  the  category 
of  cases  under  discussion. 

An  interesting  problem  in  connec- 
tion with  a  study  of  these  cases  and 
others  of  like  character  is  the  deter- 
mination of  the  time  when  the  infec- 
tion of  the  kidneys  occurs,  how  soon 
or  how  late  after  the  bladder  symptoms 
are  manifested,  and  also  whether  the 
kidneys  may  not  be  infected  before 
any  disturbance  of  the  bladder  is 
noted.  I  hope  this  will  be  a  part  of 
the  discussion  this  evening. 

Schroeder  states  that  convalescence 
from  the  bladder  affection  is  appar- 
ently established  in  from  eight  to 
fourteen  days,  and  after  a  month  or 
longer  the  evidences  of  nephritis 
appear. 

When  the  cystitis  has  been  severe 
or  has  lasted  more  than  two  weeks, 
Boldt  says  the  kidneys  are  apt  to  be 
infected.  In  his  own  case,  curiously 
enough,  renal  epithelium  and  other 
evidences  of  implication  of  the  kid- 
neys were  present  three  days  after 
labor,  before  the  bladder  symptoms 
developed,  and  he  made  a  diagnosis  at 
this  time  of  acute  haemorrhagic  ne- 
phritis. 

In  the   Blockley  case  the  kidney 
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lesions  were  more  pronounced  than 
those  of  the  bladder  or  ureters.  In 
my  own  case  renal  epithelium  and 
tube  casts  were  first  discovered  three 
weeks  after  the  bladder  had  been  in- 
fected. 

It  is  possible  that  the  temperature 
curve  may  be  an  index  to  throw  light 
upon  this  question. 

The  fever  accompanying  the  inflam- 
mation of  the  bladder  is  usually  of 
moderate  degree,  and  after  three  to 
six  days  gradually  disappears.  In 
several  cases  in  which  the  kidneys 
were  infected  there  has  been  noted 


features  of  the  autopsy.  The  rapid 
rise  of  temperature  in  my  own  case  to 
I04|°  (see  Chart  I)  made  me  fear  at  the 
time  that  the  kidneys  were  implicated 
at  this  early  date,  and  although  renal 
epithelium  and  casts  were  not  found 
until  several  weeks  later  I  am  not 
sure  that  infection  of  the  kidneys  did 
not  occur  at  this  time.  A  careful 
study  of  the  temperature  records  of 
the  cases  I  have  been  able  to  find 
make  it  reasonable  to  conclude  that 
the  time  of  infection  of  the  kidneys 
varies  as  follows : 

First. — It  can,  in  rare  cases,  occur 


Chart  II. 


a  prompt  secondary  rise,  rapidly  reach- 
ing a  much  greater  height  than  had 
previously  existed.  (See  Chart  11.) 
Pain  and  tenderness  over  the  kidney 
have  also  been  noted  coincident  with 
the  secondary  elevation  of  the  tem- 
perature. 

In  Boldt's  case  the  fever  was  higher 
in  the  first  three  days,  when  he  made 
a  diagnosis  of  nephritis,  than  later, 
when  the  cystitis  had  developed. 

In  the  Blockley  case,  entering  the 
hospital  so  soon  after  delivery,  the 
temperature  was  104°,  and  in  this  case 
the  kidney  lesions  were  the  prominent 


almost  from  the  outset,  before  or  co- 
incident with  the  occurrence  of  marked 
bladder  symptoms,  in  which  case  a 
very  high  range  of  fever  is  to  be  ex- 
pected. 

Second. — That  the  usual  time  is 
about  ten  days  or  two  weeks  after  the 
occurrence  of  cystitis,  when  the  tem- 
perature suddenly  rises  to  a  greater 
height  than  had  existed,  this  rise 
being  preceded  for  several  days  per- 
haps by  an  almost  normal  temperature 
curve. 

Third. — That  in  some  cases  the  in- 
fection  of  the   kidneys   occurs   only 
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after  a  long-standing  and  persistent 
chronic  cystitis. 

Finally. — It  appears  to  be  true  that 
in  the  absence  of  infection  along  the 
parturient  canal,  high  fever  in  the 
early  stages  of  septic  cystitis  or  a 
secondary  elevation  of  temperature 
is  to  be  regarded  as  a  possible  sign  of 
Icidney  infection. 

The  possibility  of  kidney  infection 
should  also  be  borne  in  mind  in 
reaching  a  diagnosis  of  those  rare 
and  obscure  cases  of  puerperal  sepsis 
when  continued  fever,  rapid  pulse 
and  extreme  prostration  cannot  be 
accounted  for  by  demonstrable  local 
signs  of  sepsis  along  the  parturient 
canal.  A  microscopical  and  bacterio- 
logical examination  of  the  urine  will, 
I  believe,  sometimes  throw  light  upon 
■such  a  case.  It  is  possible  for  the 
urinary  tract  to  be  infected  without 
the  appearance  of  purulent  urine  and 
marked  bladder  symptoms.  I  happen 
to  know  of  one  such  case  (Chart  I) 
in  which  an  abdominal  section  was 
performed  with  the  hope  that  it  would 
elucidate  the  case,  and  perhaps  dis- 
cover a  localized,  and  avert  the  danger 
of  diffuse,  peritonitis.  The  operation 
disclosed  no  evidence  of  sepsis  in 
either  the  abdomen  or  pelvis.  There 
had  not  been  signs  of  cystitis;  the 
urine  did  not  contain  pus,  yet  ex- 
amined bacteriologically  a  few  days 
later,  it  contained  innumerable  micro- 
organisms demonstating  infection  of 
the  urinary  tract.  This  single  ex- 
ample warrants  the  advice  that  in  a 
similar  obscure  case  of  sepsis,  the 
urine  should  be  subjected  to  a  critical 
microscopical  and  bacteriological 
examination  to  ascertain  whether 
or  not  infection  of  the  urinary  tract 
is  the  cause  of  the  patient's  unfavor- 
able condition. 


Another  interesting  problem  is  the 
question  whether  the  kidneys  may  not 
be  infected  by  the  excretion  of  micro- 
organisms which  have  gained  entrance 
into  the  circulation  in  some  unusual 
manner. 

Rehrer  admits  this  as  a  possibility. 
In  the  case  quoted  from  the  autopsy 
record  at  Blockley  the  kidneys,  as  has 
been  stated,  were  more  infected  than 
either  the  ureters  or  bladder.  The 
patient  had  been  delivered  in  the 
slums  without  medical  attention,  and 
died  about  thirty-six  hours  later  in  the 
hospital,  scarcely  sufficient  time  hav- 
ing elapsed  to  account  for  the  usual 
infection  of  the  kidneys  from  the 
bladder  along  the  ureters. 

The  usually  mild  cystitis  occurring 
after  labor  displays  only  a  slight  eleva- 
tion of  temperature,  and  if  properly 
treated  the  prognosis  is  good,  the  in- 
flammation subsiding  in  a  very  few 
days.  When  the  catarrh  continues 
beyond  five  days,  and  the  temperature 
rises,  an  aggravated  cystitis  is  threat- 
ened, and  the  danger  of  kidney  infec- 
tion is  at  hand.  Many  cases  of 
virulent  infection  finally  recover  after 
a  prolonged  convalescence,  but  with 
more  or  less  permanent  injury  done 
the  bladder.  Exfoliation  of  the  mucous 
membrane,  or  even  of  the  muscle  walls, 
may  occur  and  be  discharged  after 
severe  tenesmus  and  bearing-down 
efforts.  Sometimes  there  is  perfora- 
tion of  the  bladder  with  fatal  peri- 
tonitis. The  mortality  of  these  severe 
cases  is  high,  about  38  per  cent.,  and 
in  the  fatal  cases  suppurative  nephritis 
has  usually  been  found  at  the  autopsy. 
Of  the  cases  that  finally  apparently 
recover  it  is  difficult  to  determine  how 
frequently  the  kidneys  are  left  dam- 
aged by  catarrhal  or  interstitial  ne- 
phritis.   This  occurred  in  my  case,  but 
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I  can  find  lew  records  of  other  cases 
studied  with  reference  to  this  point. 
The  urine  of  my  patient  continued  to 
show  casts  and  albumin  for  several 
months  after  her  convalescence,  but 
these  finally  disappeared.  Wishing 
to  be  quite  sure  of  this,  a  specimen  of 
the  urine  was  sent  to  Prof.  Guiteras, 
who  gave  me  the  following  report : 

"  I  find  no  casts  after  repeated  ex- 
aminations, nor  do  I  find  any  indica- 
tion of  renal  disturbance.  The  urine 
is  abnormally  rich  in  cells,  evidently 
of  cystic  origin.  Fat  epithelial  cells 
and  leucocytes  are  found  easily. 

**  Bacteriologically  I  found  nothing 
abnormal.  No  bacteria — as  far  as 
staining  of  a  few  cover-glasses  can 
determine  the  point — soon  after  dis- 
charge. The  usual  number  after 
standing  some  time. 

"  Yours  truly, 

"John  Guiteras." 

The  most  important  part  of  the 
treatment  of  infection  of  the  urinary 
tract  after  labor  is  its  prevention. 

In  view  of  the  fact  that  the  contu- 
sion to  which  the  bladder  is  subjected 
during  labor  damages  the  vitality  of 
the  bladder-cells  and  renders  them 
less  likely  to  withstand  the  action  of 
micro-organisms  once  introduced,  and 
realizing  that  infection  originates  in 
most  cases  from  the  careless  or  ignor- 
ant use  of  the  catheter,  the  advice  of 
Schroeder,  not  to  use  the  catheter 
unless  absolutely  necessary,  would 
seem  to  be  judicious.  Since  my  ex- 
perience with  the  case  related  to- 
night, I  make  it  a  rule  to  encourage 
the  patient  to  empty  the  bladder 
spontaneously,  an  upright  or  squat- 
ting position  assumed  if  necessary. 
A  convenient  plan  to  accomplish  this 
is  to  have  the  patient  lie  with  her 
face  in  the  pillow,  when   the   nurse 


assists  her  to  rise  upon  her  knees  and 
the  bed-pan  is  placed  between  the 
thighs  ;  and  this  further  instruction  is 
also  given  the  patient,  viz.,  to  make 
pressure  with  her  hands  over  the 
lower  abdomen  to  replace  the  con- 
traction of  the  abdominal  muscles,  a 
.factor  in  emptying  the  bladder  which 
is  lacking  at  this  time  by  reason  of 
the  relaxed  condition  of  these  muscles. 
While  avoiding  the  catheter,  however, 
the  danger  of  overdistension  of  the 
bladder  must  not  be  forgotten,  since 
this  also  renders  the  organ  more  vul- 
nerable to  infecting  agents.  As  a 
rule,  in  twelve  hours — if  the  patient 
cannot,  after  several  efforts,  empty 
the  bladder — the  use  of  the  catheter 
should  no  longer  be  delayed ;  and  a 
chemically-clean  glass  or  soft  rubber 
instrument  should  be  passed  visually, 
having  first  cleansed  the  meatus  thor- 
oughly with  a  pledget  of  cotton  and 
an  antiseptic  solution.  From  the 
earliest  appearance  of  cystitis  the 
bladder  should  at  once  be  irrigated  at 
intervals  of  four  hours  with  mild  anti- 
septic solutions — one-half  of  i-per- 
cent.  solution  of  creolin — and  if  this 
cause  very  great  pain,  boric  acid 
should  be  substituted.  It  is  scarcely 
necessary  to  add  that  this  should  be 
done  with  a  two-way  catheter,  and 
with  the  utmost  detail  of  antiseptic 
precautions,  in  order  to  prevent  fur- 
ther infection.  This,  with  warm  ap- 
plications over  the  bladder  and  diluent 
drinks,  will  usually  check  the  disorder 
in  a  few  days.  When  the  symptoms 
continue,  and  the  patient  is  finally 
septic,  recourse  to  stimulants  is  per- 
haps the  most  useful  adjuvant  to  the 
treatment,  frequent  irrigation  of  the 
bladder  being  meanwhile  continued. 
When  the  constant  dribbling  from 
the  bladder  is  replaced  by  retention,. 
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occlusion  of  the  urethra  by  an  exfoli- 
ated portion  of  the  bladder-wall  should 
be  suspected,  and  when  found  removed 
by  dilating  the  urethra,  if  necessary. 
Before  the  kidneys  are  involved  in  the 
septic  process,  the  administration  of 
salol  would  appear  indicated.  I  was 
disposed  to  use  it  in  my  case  for  the 
reason  that  genito-urinary  surgeons 
are  in  the  habit  of  using  it  before  and 
after  operations,  but  the  prompt  ap- 
pearance of  carbolic  acid  and  in- 
creased proportion  of  blood  in  the 
urine  determined  the  cessation  of  its 
administration  in  even  the  moderate 
dose  of  .  5  grains,  which  had  been 
given  every  three  hours.  In  general 
medicine,  large  doses  of  iron  are  re- 
lied upon  to  aid  in  combatting  septic 
processes  in  such  diseases  as  diph- 
theria, scarlet  fever,  erysipelas  and 
the  like,  but  with  the  exception  of 
Fordyce  Barker,  few  obstetricians 
have  recommended  its  use  for  sepsis 
after  labor.  I  believe  it  was  of  dis- 
tinct benefit  to  my  patient.  I  am 
sure  the  long-continued  administra- 
tion of  strychnia  supported  the  heart 
throughout  its  struggle,  and  would  not 
hesitate  to  employ  again  inhalations 
of  oxygen  for  the  profound  anaemia 
accompanying  long-continued  sepsis. 
I  trust  the  description  of  these 
cases  will  lead  to  a  discussion  of  this 
interesting  subject. 

discussion. 
Dr.  Joseph  Price  : 

I  had  not  the  pleasure  of  hearing  the  early 
portion  of  the  paper,  but  I  agree  in  theory 
and  also  in  practice  with  all  that  I  have  heard. 
In  my  own  experience  both  vesical  and  renal 
trouble  has  in  parturition  been  quite  in- 
frequent. In  post-puerperal  troubles,  well 
marked,  I  see  not  a  few  cases  of  this  char- 
acter. Some  of  them  I  feel  rather  antedate 
the  labor.    These  angry  forms  of  vesical  and 


renal  troubles  we  can  very  justly  attribute  to 
pressure  and  the  injuries  antedating  delivery. 
For  instance,  you  find  a  large  group  of  cases 
reported  in  the  Transactions  of  the  Edin- 
burgh Obstetrical  Society  of  angry  vesical 
troubles  and  extensive  sloughs  following  the 
pressure  of  a  retroflexed  gravid  uterus. 
There  was  a  series  of  twenty-two  or  thirty- 
two  such  cases  recorded.  We  know  that  in 
pelvic  inflammatory  troubles,  in  all  forms  of 
cystic  and  hard  growths,  we  have  vesical, 
urethral  and  renal  troubles  due  to  pressure. 
Engelman,  of  St.  Louis,  has  published  a 
paper  of  150  pages  discussing  this  subject- 
The  contusions  due  to  prolonged  efforts  at 
delivery  with  smallness  and  rigidity  of  the 
soft  parts  often  results  in  injury  to  the 
bladder  or  urethra.  We  have  as  an  occa- 
sional result  an  almost  sacculated  or  cystic 
form  of  urethral  trouble.  Many  of  these 
ingenious  operations  of  Emmett  were  for  the 
repair  of  the  injuries  of  labor.  We  all  very 
well  know  that  puerperal  trouble,  as  a  rule, 
follows  these  injuries.  I  rarely  see  a  puer- 
peral fever — and  I  see  about  two  a  week— 
without  finding  some  extensive  tear  of  the 
cervix  or  perineum.  These  lacerations  have 
been  discussed  by  Matthew  Duncan  in  a 
lengthy  paper.  Shoulder  presentations  are 
often  followed  by  ugly  vesical  trouble.  I 
have  recently  seen  two  cases  where  the 
shoulder  had  been  amputated  and  the  chest 
opened,  and  there  I  had  no  doubt  that  the 
maternal  soft  parts  had  been  injured  by 
spicules  of  bone.  This  woman  got  well,  but 
she  had  severe  vesical  disturbance  requiring 
prolonged  irrigation.  The  other  patient  also- 
made  a  tedious  recovery.  I  found  extensive 
injury  of  the  soft  parts  due  to  prolonged 
efforts  at  delivery.  Practical  experience,  of 
course,  is  of  paramount  importance  in  dealing 
with  just  this  group  of  neglected  cases. 
The  value  of  iron  has  been  recognized  for 
many  years.  Some  twelve  or  fifteen  years 
ago  an  old  physician  of  this  city  discussed  in 
this  building  the  value  of  the  old  muriated 
tincture  of  iron  of  the  English  pharmacopoeia, 
in  pyretic  troubles. 

Dr.  M.  Price: 

There  is  one  point  to  which  I  should  like 
to  refer,  and  that  is  with  reference  to  the 
odor  of  carbolic  acid.  Recently  in  an  extra- 
uterine case  at  term,  the  packing  in  the 
abdomen  had   for   eight  weeks    a    decided 
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creosotic  odor,  so  much  so  that  the  odor 
could  be  detected  the  moment  you  entered 
the  house.  No  coal  tar  preparation  had 
been  used  at  all,  but  sulphuric  acid  had  been 
employed  in  large  quantities  to  combat 
sepsis.  For  eight  weeks  the  temperature 
ranged  from  102°  to  103.5°.  There  was  not  a 
single  indication  of  bladder  trouble.  It  was 
a  clear  case  of  sepsis  with  great  quantities  of 
drainage,  half  a  pint  night  and  morning.  I 
do  not  know  what  the  explanation  of  this 
creosotic  odor  was. 

Another  recent  case  with  a  slight  laceration 
of  the  perineum,  with  sepsis  extending  over 
five  or  six  weeks, with  a  temperature  from  102° 
to  105°,  was  seen  by  myself  and  a  number  of 
others,  but  none  of  us  could  detect  anything 
beside  the  little  tear  and  the  general  septic 
condition.  This  patient  recovered.  The 
case  shows  the  profound  effect  of  the  septic 
poison  without  the  indication  of  any  abscess 
anywhere. 

Dr.  G.  M.  Boyd  : 

The  subject  of  infection  of  the  bladder  is 
of  very  great  interest  to  all  who  are  doing 
much  obstetrical  work.  It  seems  to  me  that 
the  poison  must  be  carried  either  by  an  in- 
fected catheter,  or  by  a  clean  catheter 
becoming  contaminated  in  its  introduction. 
Therefore  we  should  use  a  sterilized  catheter, 
and  as  there  is  great  danger  of  the  catheter 
being  infected  from  the  vagina,  we  have 
here  a  claim  for  the  ante-partum  douche, 
and  in  addition  for  post-partum  frequent 
douching,  in  regard  to  which  there  is  some 
difference  of  opinion.  In  my  service  at  the 
Lying-in  Charity  I  use  glass  catheters,  which 
are  disinfected  and  kept  in  a  bichloride  solu- 
tion and  washed  in  boiled  water  before  using. 
This  has  answered  perfectly.  Prior  to  the 
use  of  the  glass  catheters  there  was  a  sharp 
attack  of  cystitis  in  several  cases,  I  'have 
never  seen  a  case  of  extensive  trouble  of  the 
ureters  or  kidneys  as  in  Dr.  Norris'  case. 
We  must,  however,  bear  in  mind  the  fact 
that  some  kidney  trouble  may  have  existed 
prior  to  the  confinement,  or  that  there  may 
be  gonorrhoeal  nephritic  trouble,  and  that 
the  affection  may  be  rekindled  by  the  press- 
ure of  the  uterus. 

Dr.  J.  M.  Baldy  : 

I  should  like  to  emphasize  two  points 
brought  out  in  the  paper:  In  the  first  place, 


the  great  tendency  to  use  the  catheter,  and, 
in  the  second  place,  the  absolute  danger 
attending  the  use  of  the  instrument.  When 
I  was  doing  considerable  gynaecological  and 
obstetrical  work  in  the  slums,  where  we  have 
to  look  after  our  own  patients,  I  found  it  ex- 
ceptional that  I  had  to  use  the  catheter.  If 
I  had  to  use  it  once,  I  rarely  needed  to  repeat 
it.  Since  I  have  done  hospital  work,  I  find 
that  many  patients  are  catheterized  for  days, 
practically  without  my  knowledge.  There  is 
a  widespread  opinion  that  the  catheter  must 
be  used  every  six  or  eight  hours.  I  have 
allowed  patients  to  go  as  long  as  twenty  hours, 
carefully  watching  them.  I  believe  that  forc- 
ing the  patient  to  a  prolonged  period  of  re- 
tention of  urine  is  preferable  to  the  use  of  a 
catheter.  Early  in  the  fall  I  had  four  or  five 
hospital  cases  contract  cystitis  almost  within 
as  many  days.  On  inquiry  as  to  the  cause,  I 
found  that  one  of  the  new  nurses  had  been 
allowed  to  use  the  catheter,  and  had  cathe- 
terized patients  promiscuously  through  the 
ward.  I  also  found  that  the  nurses  were  using 
the  catheter  without  fully  exposing  the  patient. 
They  were  attempting  to  do  that  to  which  Dr. 
Norris  has  called  attention— following  the 
practice  of  traditions  of  the  Middle  Ages  of 
passing  the  catheter  beneath  the  bed  cloth- 
ing, I  do  not  believe  that  the  infection  is 
carried  by  the  catheter  so  much  as  it  is  infec- 
tion from  the  discharges  carried  into  the 
bladder  by  the  passage  of  the  instrument. 
This  whole  subject  cannot  be  too  carefully 
considered,  for  there  is  nothing  more  danger- 
ous than  this  apparently  simple  operation. 
The  mouth  of  the  urethra  should  be  thor- 
oughly exposed  and  the  parts  about  it  disin- 
fected, after  which  the  catheter  should  enter 
the  urethra  without  having  come  in  contact 
with  anything  else. 

Dr.  Joseph  Hoffmann  : 

There  is  one  thing  that  is  evident,  and  that 
is  the  error  of  trusting  to  our  imagination  for 
our  facts.  The  trouble  in  hospital  work  is 
that  the  clinician  does  not  have  the  patient 
under  observation  for  any  number  of  hours, 
but  the  care  is  left  to  the  nurse,  who  imagines 
that  because  the  patient  does  not  pass  water 
in  a  certain  number  of  hours  she  must  be  un- 
comfortable, and  the  patient  is  often  led  to 
assert  that  she  is  uncomfortable,  while  we 
know  that  a  patient  may  go  for  hours  with- 
out urinating  without  a  bad    symptom.     I 
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have  a  case  to  submit  which  is  instructive ; 
A  woman  fell  under  my  care  with  an  enor- 
mous tumor  in  the  abdomen,  and  as  she  was 
passing  great  quantities  of  water  it  was  not 
suspected,  even  by  myself,  that  there  was  a 
distended  bladder.  The  tumor  reached  al- 
most to  the  umbilicus.  At  the  same  time  the 
uterus,  pregnant  at  the  fourth  month,  was 
retroverted  and  firmly  encysted  in  the  pelvis, 
and  could  not  be  reduced.  Section  was  done 
with  the  idea  of  restoring  the  uterus.  The 
minute  the  abdomen  was  opened  the  smell  of 
urine  became  apparent,  and  the  bladder  was 
found  reaching  almost  to  the  umbilicus.  The 
quantity  of  water  that  escaped  from  the  blad- 
der was  enormous.  The  uterus  was  replaced, 
the  abdomen  sewed  up  and  bladder  washed 
out  in  one  day.  After  that  the  woman  went  on 
to  perfect  recovery,  and  never  had  a  single 
trouble  with  the  bladder  subsequently,  and 
after  the  second  day  passed  the  water  her- 
self. She  went  on  to  full  term,  and  was 
delivered  normally.  Such  cases  as  this 
show  to  what  extent  the  bladder  may  be 
distended  and  no  bad  effect  follow.  It 
shows  that  it  is  not  necessary  to  catheterize 
a  patient  every  six  or  even  every  ten  hours, 
if  we  watch  the  patient  carefully  and  decide 
for  ourselves  whether  or  not  the  catheter 
is  required.  This  is  different  from  leaving 
it  to  the  judgment  of  the  nurse,  who  has 
no  other  interest  than  that  of  keeping  the 
patient  quiet  from  the  little  unrest  due  more 
to  the  confinement  than  to  child-birth  or  to 
any  other  condition. 

Another  thing  in  reference  to  catheteriza- 
tion is  that  I  find  that  almost  all  the  cases  of 
inflammatory  trouble  occur  in  hospital  prac- 
tice. This  shows  that  the  doctor  is  not  re- 
sponsible for  them.  In  private  practice  we 
rarely  see  them.  The  cases  which  the  physi- 
cian attends  in  private  practice,  where  he 
catheterizes  himself,  do  not  have  cystitis. 
This  shows  again  that  this  simple  operation 
should  not  be  left  to  those  who  do  not  appre- 
ciate the  danger  of  infecting  the  bladder. 
The  most  serious  trouble  that  can  occur  to  a 
parturient  woman  is  persistent  cystitis  after 
labor.  I  know  of  nothing  that  is  so  serious 
if  it  once  becomes  established. 

The  remedy  for  this  trouble  is  worthy  of 
consideration.  The  tincture  of  the  chloride 
of  iron  is  a  diuretic,  and  anything  that  tends 
to  produce  a  free  flow  of  water  will  tend  to 
wash  the  bladder  thoroughly;  and  here  I 
think  we  have  the  key  to  the  treatment  of 


cystitis  in  women  after  labor,  that  is,  the  free 
irrigation  of  the  bladder.  We  know  that 
bladder  trouble  which  has  existed  for  a  long 
time,  and  which  has  resisted  other  treatment, 
will  yield  to  prolonged  drainage  by  vaginal 
incision.  The  simple  emptying  of  the  blad- 
der, giving  it  rest,  will  cure  cystitis.  Irriga- 
tion of  the  bladder  amounts  to  the  same  thing. 
Internally  I  have  used,  with  the  most  whole, 
some  result,  a  mixture  of  three  drugs.  I  can 
say  that  I  have  never  yet  found  a  case  of  blad- 
der trouble  that  did  not  yield  to; irrigation  and 
the  administration  of  a  mixture  of  salicylate 
of  sodium,  benzoate  of  ammonium  and  bro- 
mide of  potassium.  The  cases  which  I  have 
had  have  been  those  which  followed  cathe- 
terization where  the  patient  has  not  had  the 
benefit  of  the  doctor  himself. 

Dr.  William  S.  Stewart  : 

I  would  say  in  the  first  place  that  I  am  sur- 
prised at  the  interesting  cases  which  have 
been  reported  to-night.  I  must  confirm  those 
who  have  said  that  these  cases  occur  in  hos- 
pitals rather  than  in  private  practice.  In  a 
practice  of  thirty  years  I  have  had  nothing 
that  approached  the  cases  reported. 

I  agree  with  the  reader  in  regard  to  the 
necessity  of  cleanliness,  not  only  that  a  clean 
catheter  should  be  used,  but  that  the  vulva 
should  be  cleaned  and  disinfected  before 
using  the  instrument. 

I  should  like  to  mention  a  novel  catheter 
that  I  used  on  one  occasion.  As  I  often  neg- 
lect to  carry  one  one  with  me,  I  have  allowed 
a  patient  to  go  twenty  or  twenty-four  hours 
without  drawing  the  water,  and  I  have  never 
regretted  allowing  the  urine  to  remain  so  long, 
as  the  frequent  voiding  and  the  perspiration 
during  labor  renders  less  to  be  secreted  for 
the  time.  On  one  occasion  I  had  a  confine- 
ment in  the  northern  part  of  the  city,  and 
twenty-four  hours  later  paid  my  second  visit 
and  found  that  she  had  not  urinated.  I  found 
that  I  had  no  catheter  with  me.  I  was  a 
little  put  to  my  wits'  end  to  know  what  to  do, 
as  I  was  embarrassed  for  time.  The  thought 
suggested  itself  to  me  that  a  hair-pin  is  a 
thing  that  we  can  use  for  almost  everything, 
why  not  try  it  on  this  occasion.  I  obtained  a 
long  hair-pin  v/hich  I  thoroughly  washed  and 
introduced  into  the  urethra  and  gave  it  half 
a  turn  and  the  water  was  at  once  discharged. 
This  makes  a  very  good  catheter,  and  is  not 
likely  to  carry  septic  matter  into  the  bladder. 
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Dr.  Horace  Fox  : 

I  agree  with  Dr.  Baldy  in  regard  to  the 
too  frequent  use  of  the  catheter.  I  have  had 
some  little  experience  in  the  slums  and  other- 
wise, and  remember  only  one  case  where  I 
had  to  use  the  catheter  after  labor.  I  have 
also  had  some  experience  with  students. 
They  all  think  that  the  use  of  the  catheter  is 
a  very  nice  operation,  and  if  the  woman  does 
not  pass  her  urine  in  eight  or  ten  hours  they 
ask  if  they  shall  not  use  the  catheter.  The 
text-books  do  not  speak  of  the  use  of  meas- 
ures other  than  the  catheter.  As  Dr.  Norris 
has  said,  posture  is  a  good  thing.  Another 
measure  is  command  over  the  patient.  An- 
other plan  is  the  use  of  the  urinal  filled  with 
hot  water,  the  steam  from  the  water  bathing 
the  external  parts  of  generation,  and  thereby 
causing  the  patient  to  urinate.  Hot  cloths  to 
the  hypogastrium  may  also  be  tried,  and 
finally,  if  these  measures  fail,  the  use  of  the 
thoroughly  sterilized  catheter.  I  have  never 
had  a  case  of  infection  of  the  urinary  tract 
due  to  the  passage  of  a  catheter,  and  as  I 
have  previously  said,  because  of  never  having 
passed  the  catheter  but  once,  and  then  when 
I  was  a  student. 

Dr.  Harris  A.  Slocum  : 

The  peculiar  temperature  which  Dr.  Nor- 
ris has  recorded  in  connection  with  his  case, 
if  verified  by  other  observers,  would  serve  as 
a  feature  of  decided  diagnostic  value,  and 
should  I  meet  with  an  analogous  case  I 
should  now  be  inclined  to  depend  upon  it. 

The  first  rational  indication  in  the  treatment 
would  be  to  use  those  surgical  measures,  mod- 
ified to  suit  the  case,  which  experience  has 
taught  us  to  be  the  most  direct  and  potent  fac- 
tors in  preventing  bacterial  poisoning,  i.e.^  irri- 
gation and  drainage.  We  would  irrigate  by  the 
administration  of  comparatively  large  quan- 
tities of  water,  and  the  physiological  function 
of  the  kidneys  would  ensure  the  drainage. 
This  would  wash  out  a  great  number  of 
germs,  and  dilute  the  poison  that  remained. 

The  internal  use  of  boracic  acid  would  be 
a  valuable  adjuvant,  judging  from  the  success 
following  its  use  in  cystitis,  but  I  think  that 
salol  would  be  our  principal  remedy,  and  I 
should  feel  greatly  disappointed  if  compelled 
to  abandon  it,  yet  this  should  be  done  on  the 
first  appearance  of  a  smoky  urine. 

The  President  : 
The  paper  read  to-night  has  been  more 


helpful  to  me  than  anything  I  have  heard 
here  for  some  time.  These  cases  cannot  be 
rare,  for  in  consultation  I  have  seen  five 
•  deaths,  and  in  hospital  practice  a  larger  num- 
ber of  cases  that  recovered.  It  has  surprised 
me  to  note  the  meagreness  with  which  this 
subject  is  referred  to  in  literature.  My  expe- 
rience cannot  be  unique.  Other  men  must 
have  seen  these  cases,  and  I  cannot  under- 
stand why  so  little  is  said  about  it  in  medical 
works. 

The  point  in  reference  to  the  rise  of  tem- 
perature late  in  the  course  of  the  disease  is 
important.  This  was  marked  in  the  first  case 
that  I  ever  recognized.  It  occurred  five  or 
six  years  ago  in  the  Maternity  Hospital.  In 
this  patient  I  catheterized  the  ureters  for  the 
first  time,  and  discovered  pus  in  the  urine 
from  both  ureters.  There  had  been  a  pre- 
vious rise  of  temperature,  then  an  afebrile 
period,  then  a  sudden  high  temperature  with 
pus  from  the  kidneys,  followed  by  a  long  ill- 
ness, with  recovery. 

In  one  case  I  opened  the  abdomen,  think- 
ing that  there  might  be  some  septic  focus  that 
had  been  overlooked,  but  failed  to  discover 
it.  I  at  once  closed  the  abdomen,  and  the 
operation  had  no  effect  on  the  condition  one 
way  or  the  other.  The  absence  of  pus  from 
the  urine,  irf  this  instance,  was  what  misled 
me.  Failing  to  find  any  explanation  for  the 
symptoms,  attention  was  directed  more 
strongly  to  the  urinary  tract,  and  on  micro- 
scopical examination  enormous  quantities  of 
septic  micro-organisms  were  found  in  the 
urine.  Since  then  I  have  kept  my  eyes  open 
for  this  complication.  I  have  seen  three 
post-mortems  in  cases  of  this  kind.  In  two 
cases  I  found  a  number  of  little  pin-head  ab- 
scesses over  the  surface  of  the  kidney  so  close 
together  that  you  could  not  put  the  finger  tip 
between  them.  In  the  third  case  there  was 
the  more  ordinary  type  of  surgical  kidney. 
Both  kidneys  were  bags  of  pus.  On  the  right 
side  the  liver  had  been  infected,  and  there 
was  an  abscess  of  that  organ. 

The  subject  is  of  great  interest  and  impor- 
tance as  it  may  occur  in  anybody's  work.  I 
am  grateful  to  Dr.  Norris,  as  he  has  been  one 
of  the  pioneers  in  the  literary  investigation  of 
this  matter. 

Dr.  Richard  C.  Norris  : 

I  have  very  few  words  to  add.  The  experi- 
ments of  Dubelt  and  Bumm  are  of  interest  in 
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connection  with  the  remarks  with  regard  to 
injury  done  the  bladder  during  labor.  They 
have  found  that  the  ordinary  healthy  bladder 
injected  with  various  micro-organisms  will 
not  take  on  serious  inflammatory  changes, 
whereas  a  bladder  which  has  been  contused, 
will  easily  become  infected.  The  contusion 
while  not  a  primary  cause,  certainly  is  a 
predisposing  cause,  and  the  whole  question 
"Comes  back  to  infection  from  the  catheter,  or 
1:he  wandering  in  of  microbes  from  the 
vagina.  If  injury  were  the  primary  cause, 
we  should  more  frequently  see  cystitis 
follow  labor.  These  attacks  of  cystitis 
are  infrequent,  although  we  often  see  strip- 
ping off  the  vaginal  wall,  cystocele  and 
Injuries  about  the  lower  portion  of  the  par- 
turient canal. 

In  regard  to  the  query  of  Ur.  M.  Price 
with  reference  to  the  appearance  of  carbolic 
acid  in  the  urine,  I  would  state  that  I  was 
giving  salol,  and  of  course  expected  to  find  it. 
The  reason  that  I  discontinued  it  was  the  in- 
crease in  the  amount  of  blood  in  the  urine. 
Having  a  case  which  threatened  infection  of 
the  kidney,  I  did  not  like  to  give  an  irritant 
which  might  add  to  the  inflammatory  con- 
dition. My  desire  to  kill  the  germs  was  les- 
sened in  the  presence  of  a  tendency  to  in- 
creased irritation,  or  perhaps  destruction  of 
the  kidney  substance. 

With  regard  to  frequent  douching  as  a 
means  of  cleansing  the  vaginal  canal.  There 
are  some  interesting  statistics  on  this  point 
irom  maternities  abroad,  where  irrigation 
and  scrubbing  have  been  resorted  to  with 
rather  unfavorable  results.  It  is  not  neces- 
sary to  douche  the  vagina  to  get  the  meatus 
clean.  All  that  is  necessary  is  to  free  it  from 
the  lochial  discharge. 

It  has  been  suggested  that  some  of  these 
cases  have  renal  disease  prior  to  labor. 
There  is  no  question  as  to  the  possibility  of 
pyelitis  occurring  during  pregnancy.  Fre- 
quently abortion  is  noted  as  a  consequence 
•of  this  condition.  In  all  of  the  cases  reported 
to-night,  however,  the  urine  had  been  care- 
fully examined  beforehand.  In  my  own 
case  there  was  a  minute  trace  of  albumin, 
which   I    believed   due    to    the    kidney    of 


pregnancy,  but  there  were  no  other  signs  of 
kidney  compHcation. 

Ddlay  in  the  use  of  the  catheter  has  been 
favored  by  several  of  the  speatcers.  While  I 
myself  believe  that  the  use  of  the  catheter 
should  be  delayed,  I  think  that  the  pendulum 
may  swing  too  far  in  the  opposite  direction, 
and  injury  be  done.  By  testing  the  capacity 
of  the  bladder,  it  has  been  determined  that 
there  comes  a  time  when  the  mucous  mem- 
brane will  not  stand  distention  as  much  as 
the  muscular  walls,  and  there  is  a  separation 
of  the  mucous  membrane,  which  affords  a 
nidus  for  the  development  of  germs.  Because 
one  patient,  as  in  Dr.  Hoffmann's  case,  could 
have  the  bladder  over-distended  and  recover, 
it  is  no  reason  why  we  should  let  our  patients 
run  that  risk.  Realizing  that  there  is  in 
puerperal  patients  this  tendency  to  over- 
distention  and  injury,  which  favor  the  action 
of  microbes  once  introduced,  I  think  that  we 
should  not  go  too  far  and  allow  patients  to 
run  the  risk  of  over-distention. 

Dr.  Stewart  would  probably  find  that  in 
some  cases  the  hairpin  would  fail.  After 
labor  the  urethra  is  often  tortuous  and  closed 
by  angulation  and  swelling,  and  the  passage 
of  any  instrument  straightens  the  canal  and 
allows  the  escape  of  urine. 

It  has  been  stated  that  these  cases  must  be 
more  common  in  hospital  practice.  The 
three  cases  that  I  have  reported  all  occurred 
in  private  practice.  I  should  suppose  that  in 
hospital  practice,  where  nurses  are  taught 
the  dangers  of  a  dirty  instrument,  there 
would  be  less  danger  in  the  use  of  the 
catheter  than  in  private  practice.  In  my 
case  a  trained  nurse  was  not  in  attendance, 
and  the  patient  was  catheterized  by  one  not 
accustomed  to  the  use  of  a  catheter.  I  think 
the  whole  subject  narrows  itself  down  to  one 
of  protection  of  the  patient  from  infection, 
and  while  we  know  that  in  some  cases  the 
micro-organisms  or  poison  may  gain  entrance 
without  the  use  of  the  catheter,  yet  in  the 
large  proportion  of  cases  the  trouble  can  be 
traced  to  the  catheter.  In  looking  over  the 
reported  cases  it  is  almost  invariably  found 
that  they  have  been  catheterized. 
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Vaginal  Hysterectomy  for  Prolapse.^ 


BY   J.    M.    BALDY,    M.D., 

PHILADELPHIA. 


In  a  series  of  vaginal  hysterecto- 
mres  reported  to  the  society  several 
meetings  since,  I  exhibited  several 
specimens  of  uteri  removed  from 
women  suffering  from  complete  pro- 
cidentia. I  advocated  at  that  time 
vaginal  hysterectomy  as  a  legitimate 
and  good  procedure  for  the  cure  of 
those  cases  of  prolapse  in  which  the 
uterus  was  greatly  hypertrophied, 
measuring  four  or  five  inches  in  depth, 
and  hanging  between  the  thighs.  I 
was  considerably  surprised  to  be  met 
in  the  discussion  which  followed  my 
paper  with  the  objection  that  the  ope- 
ration was  unjustifiable,  principally,  it 
seemed,  from  the  remarks  of  several 
of  the  members  that  the  removal  of 
the  womb  by  the  vagina  was  not  capa- 
ble of  curing  the  prolapse.  My  per- 
sonal experience  with  the  operation 
in  this  condition — complete  prociden- 
tia— has  been  so  eminently  satisfac- 
tory that  I  am  somewhat  at  a  loss  to 
understand  why  such  criticisms  were 
advanced  against  it.  If  performed  in 
the  manner  in  which  I  have  been  in 
the  habit  of  doing  the  operation  the 
result  will  most  positively  be  a  cure. 
It  is  well  known  in  prolapsed  uteri, 
which  of  course  includes  prolapse  of 
the  anterior  and  post-vaginal  walls, 
that  the  difficulty  in  obtaining  a  satis- 
factory result  has  always  been  due  to 
the  fact  that  the  attachments  of  the 
organs  and  uterus  have  been  over- 
stretched and  destroyed.     No  opera- 

1  Read  before  the  Philadelphia  Obstetrical  Society, 
June,  1893. 


tion  has  as  yet  been  devised  which 
has  satisfactorily  restored  these  over- 
stretched attachments.  No  operation 
of  the  past  has  as  yet  given  promise 
of  a  certain  cure.  The  various  well- 
known  plastic  operations  on  the  ante- 
rior and  posterior  wall,  combined 
with  the  amputation  of  the  cervix 
uteri,  simply  succeed  in  forming  a 
barrier  in  front  of.  the  replaced  uterus 
— a  barrier  which  in  time,  in  a  certain 
proportion  of  cases,  will  almost  surely 
give  way,  or  at  any  rate  lose  its  effi- 
ciency. Review  of  the  history  of  these 
operations  will  show  this  to  be  the 
burden  of  complaint  from  a  very  large 
proportion  of  operators.  Such  has 
been  my  own  experience.  I  have 
recently  had  quite  a  respectable 
number  of  patients  on  whom  such 
procedures  had  been  practiced  come 
to  me  after  intervals  of  several  years 
or  less,  with  a  complete  return  of 
their  trouble,  both  from  my  own  prac- 
tice, and  from  the  practice  of  other 
surgeons.  The  uteri  which  I  pre- 
sented to  the  society  at  the  meeting 
referred  to  were  obtained  from  sev- 
eral of  these  cases,  with  the  result  to 
them  of  a  perfect  and  scientific  cure. 
The  great  desideratum  in  the  cure  of 
procidentia  is  to  obtain  a  lessening 
in  the  size  and  weight  of  the  uterus^ 
and  a  restoration  of  either  the  nat- 
ural, or  some  artificial  support,  which 
may  suspend  the  vagina  from  above. 
It  is  the  desire  to  obtain  this  result 
which  to  a  great  extent  has  perfected 
such  operations  as  Alexander's,  By- 
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ford's,  hysterorrhaphy,  and  the  like. 
It  is  true  these  operations  were  pri- 
marily intended  for  the  relief  of  retro- 
displaced  uteri,  but  they  have  subse- 
quently been  brought  into  use  as  an 
aid  in  the  cure  of  prolapse,  the  idea 
being  to  substitute  the  support  thus 
obtained  from  above  for  the  over- 
stretching of  the  suspensory  liga- 
ments and  connective  tissue  attach- 
ments. These  operations,  even  when 
supplemented  by  plastic  operations 
upon  the  vaginal  walls  and  cervix, 
have  proven  in  very  many  cases  un- 
satisfactory, principally  for  the  reason 
that  the  weight  of  the  uterus  has 
been  such  as  to  overcome  the  resist- 
ance of  the  too  insignificant  artificial 
support. 

Vaginal  hysterectomy  at  once 
meets  this  indication,  and  at  one 
sweep  gets  rid  of  the  abnormally  en- 
larged pelvic  organs.  In  the  majority 
of  these  cases  the  loss  of  the  uterus 
and  ovaries  is  no  great  objection,  as 
they  occur  mostly  in  women  near  or 
after  the  menopause.  In  addition,  it 
is  not  infrequent  to  find  cancerous 
degeneration  occurring  in  these  uteri 
as  a  complication.  Such  was  the 
case  in  two  out  of  the  three  uteri 
presented  by  me  to  the  Society.  To 
obtain  a  perfect  result  the  uterus 
must  be  removed  by  a  successive 
application  of  ligatures  to  the  broad 
ligaments.  The  uterus  being  pro- 
lapsed, it  is  comparatively  easy  to 
place  the  ligatures  high  up  on  the 
broad  ligaments,  thus  getting  rid  of 
the  superfluous  portion  of  these  over- 
stretched tissues.  The  ligatures  being 
placed  three  or  four  on  each  side  of 
the  uterus,  and  the  womb  being  cut 
away,  the  vagina  is  pushed  back  into 
the  pelvis,  the  stumps  drawn  down 
through  the  opening  remaining  in 
38 


the  vaginal  vault  by  the  removal  of 
the  womb,  and  securely  fastened  by 
sutures.  The  stump  of  the  broad 
ligament  being  brought  into  the 
vagina  and  there  fastened,  the  open- 
ing in  the  vaginal  vault  is  completely 
closed  by  sutures.  The  whole  pro- 
cedure is  carried  out  with  catgut,  so 
that  there  is  no  necessity  for  subse- 
quently interfering  with  the  parts.  If 
the  operation  be  properly  performed 
the  vagina  will  be  drawn  back  into 
the  pelvis  to  its  full  extent,  and  when 
the  subsequent  contraction,  due  to 
the  healing,  takes  place,  will  be  held 
securely  and  safely  in  its  normal 
position  by  the  anchorage  obtained 
from  the  broad  ligaments.  Such  a 
support  from  above  is  obtained  as  is 
possible  by  no  other  operation  as  yet 
devised,  and  if  subsequently  a  plastic 
operation  be  done  upon  the  anterior 
and  posterior  vaginal  walls,  the  result 
will  be  perfect,  complete  and  perma- 
nent, leaving  nothing  to  be  desired. 
All  the  indications  have  been  met ; 
the  weight  of  the  uterus  has  been 
gotten  rid  of  by  its  removal  and  the 
vagina  has  obtained  its  necessary 
support  from  above — a  support  which 
is  absolutely  necessary  for  the  accom- 
plishment of  a  permanent  and  sure 
cure. 

On  the  other  hand,  we  have  the 
dangers  of  a  major  operation  to  take 
into  consideration.  To  what  extent 
vaginal  hysterectomy  will  be  justifi- 
able for  ,the  cure  of  procidentia  will 
depend  entirely  upon  the  safety  with 
which  the  procedure  may  be  carried 
out.  Procidentia, /^r  se,  is  attended 
by  no  mortality,  and  the  mortality 
of  the  operation  for  its  cure  must 
be  almost  nil  to  render  it  worthy 
of  consideration.  Vaginal  hysterec- 
tomy,  performed    as   described,   has 
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been  done  by  me,  for  various  patho- 
logical conditions,  including  four  or 
five  for  prolapse,  now  in  the  neigh, 
borhood  of  twenty  times  without  a 
single  death.  I  feel,  therefore,  that 
I  am  justified  in  recommending  this 
operation  as  a  reliable  and  safe  pro- 
cedure for  the  cure  of  these  intract- 
able cases,  in  women  near  or  past  the 
menopause.  A  question  of  the  pro- 
cedure in  younger  women  will  raise 
the  consideration  as  to  the  advis- 
ability of  the  removal  of  the  repro- 
ductive organs — a  question  which 
must  be  decided  in  each  individual 
case  upon  its  own  merits.  Amputa- 
tion of  the  cervix,  combined  with  nar- 


rowing of  the  vagina  and  restoration 
of  the  perinaeum,  may  have  proven  in 
the  imagination  of  some  few  men 
satisfactory,  but  to  the  vast  majority 
of  operators  it  has  proven  unsatisfac- 
tory and  unreliable.  The  avidity 
with  which  the  almost  innumerable 
operations  devised  for  the  relief  of 
displaced  pelvic  organs  have  been 
grasped  at  and  tried,  shows  that  the 
profession  as  a  whole  is  still  looking 
for  a  satisfactory  solution  of  the 
problem.  Vaginal  hysterectomy,  per- 
formed with  catgut,  stitching  the 
stump  in  the  vaginal  vault  with  the 
subsequent  plastic  operation  upon 
the  vaginal  walls,  solves  the  question. 


Non-operative  Treatment  of  Salpingo-ovaritis ; 

and  Limitations.^ 


Its  Results 


By   GEO.    ERETY   SHOEMAKER,    M.D., 

Visiting  Surgeon  to  Methodist  Hospital^  Philadelphia. 


The  value  of  the  so-called  conserv- 
ative treatment  of  inflammations  of 
the  tubes  and  ovaries  is  a  subject  on 
which  there  is  a  wide  difference  of 
opinion  among  medical  men  ;  a  large 
part  of  which  difference  arises  from  a 
misunderstanding  of  the  cases  to 
which  it  applies,  and  also  from  per- 
sonal prejudice  for  or  against  opera- 
tive treatment  in  this  class  of 'diseases. 
In  the  first  place  it  is  not  always  re- 
membered that  the  highest  perma- 
nent good  of  the  patient  is  the  object 
of  all  treatment ;  and  the  old  adage, 
that    what    is    one    man's    meat    is 

1  Read  before  the  Obstetrical  Society  of  Philadel- 
phia, June,  1893- 


another's  poison,  applies  nowhere 
better  than  to  coeliotomy  in  these 
cases. 

The  questions  constantly  presented 
for  solution  not  only  include  those  of 
degree  of  organic  change,  but  the  de- 
cision as  to  whether  or  not  operative 
measures  are  to  be  used  involves  a 
careful  consideration  of  an  infinite 
number  of  circumstances  in  the  life 
of  the  patient.  For  example,  sterility, 
to  some  a  curse,  to  others  a  blessing, 
to  others  a  matter  of  indifference,  is 
a  very  different  question  in  the  young 
and  in  the  old ;  to  the  widow  or  to 
the  mother  of  a  large  and  struggling 
family.     Again,  a  degree  of  disability. 
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which  can  be  readily  borne  by  a 
woman  of  luxurious  purse  and  indefi- 
nite opportunity  to  take  care  of  her- 
self, will  ruin  the  life  of  one  who 
must  work  or  starve.  It  is  sometimes 
asserted  that  the  rich  have  as  good  a 
right  to  be  free  from  pain  as  the  poor. 
It  may  be  answered  that  both  have  an 
inalienable  right  to  an  unmutilated 
body  if  this  can  be  secured  to  them 
with  fair  comfort,  and  that  this  can 
be  done  for  the  rich  in  some  cases 
where  it  cannot  be  done  for  the  poor. 
There  are  important  undercurrents, 
too,  in  domestic  relations  which  can- 
not be  ignored  in  the  married,  or  in 
those  who  will  afterward  become  so, 
as  every  close  student  of  human  na- 
ture must  acknowledge. 

It  follows  then,  that  in  a  given 
number  of  gynaecological  cases,  after 
we  have  selected  the  tumors,  the 
major  lacerations  and  the  pus  cases, 
and  have  advised  the  knife,  the  only 
safe  treatment  for  most  of  them, 
there  will  remain  a  still  larger  num- 
ber who,  besides  being  anaemic  and 
possibly  hysterical  or  hypochondriacal, 
or  who  may  even  be  in  good  health 
otherwise,  will  present  the  condition 
named  in  our  title,  usually  with  a  re- 
troverted  uterus,  and  often  with  more 
or  less  ovarian  prolapse.  The  tubes 
and  ovaries  have  at  some  time  been 
inflamed,  possibly  from  exposure  dur- 
ing menstruation,  from  an  injury,  or 
as  a  sequel  to  a  general  disease.  This 
inflammation  did  not  go  on  to  pus 
formation,  but  left  serious  effects  be- 
hind it ;  serious  in  their  effect  on  the 
individual  largely  because  of  their 
persistence  and  their  interference 
with  a  life  of  healthy  activity.  The 
patients  complain  of  bearing  down, 
pain  in  walking,  dysmenorrhcea,  the 
pain  frequently  preceding  the  flow. 


while  numerous  nerve  symptoms  de- 
pend more  or  less  on  the  duration  of 
the  case,  the  degree  of  anaemia  and 
the  fibre  of  the  individual.  These 
patients  have  probably  received  a 
great  deal  of  treatment,  usually  not 
systematically  carried  out  by  a  spe- 
cialist, they  have  been  over  cau- 
tioned not  to  exert  themselves  or  "do 
too  much,"  have  become  introspec- 
tive and  have  long  ago  given  up 
systematic  exercise  because  it  caused 
pain  and  was  supposed  to  increase  the 
trouble.  They  have  become  com- 
pletely discouraged  and  often  apply, 
or  are  sent  by  physicians,  expect- 
ing to  have  their  appendages  re- 
moved. 

Two  questions  must  be  answered 
for  each  case : 

First.  Will  the  woman  be  improved 
by  the  operation,  and  ought  it  to  be 
done  in  her  case  ? 

Second.  What  are  the  prospects, 
temporary  and  permanent,  of  system- 
atic non-operative  treatment  ? 

Let  it  be  borne  in  mind  that  this 
discussion  does  not  relate  to  appen- 
dages where  no  demonstrable  disease 
exists.  The  question  of  operation 
does  not  arise  here.  None  should  be 
performed.  I  am  in  the  habit  of 
answering  the  first  question,  to  begin 
with,  that  removal  should  not  be  done 
until  other  treatment,  known  to  be 
carefully  applied,  has  failed.  Again, 
I  am  guided  as  to  prognosis  without 
operation  by  the  amount  of  organized 
adhesions^  and  to  some  extent  by  the 
amount  of  prolapse  of  ovaries.  A 
considerable  experience  of  patient 
effort  to  release  them  leads  to  the 
conclusion  that  if  the  appendages  are 
badly  adherent  and  prolapsed,  even 
though  all  soreness  be  removed  by 
treatment  and  the  patient   be  made 
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comfortable,  relapses  are  certain  and 
frequent,  and  no  definite  progress 
toward  real  cure  can  be  made  from 
year  to  year.  While  periods  of  prac- 
tical comfort,  perhaps  months  in 
duration,  may  be  secured  by  treat- 
ment, some  exposure,  some  unwonted 
strain,  as  of  household  care  or  illness 
or  one  of  the  thousand  and  one  de- 
pressing causes  of  ordinary  life  will 
put  the  patient  where  she  was  before. 
As  a  result  of  this  experience,  in  a 
small  proportion  of  the  cases  of 
salpingo-ovaritis  which  I  see,  where 
there  is  no  reason  to  suspect  pus,  I 
counsel  removal  of  the  diseased 
organs.  Especially  is  this  done 
where  adhesions  are  insurmountable, 
and  where  there  seems  to  be  valid 
ground  for  considering  the  lesions 
present  to  be  the  starting  point  of 
stubborn  reflexes.  In  deciding  the 
question  as  to  whether  or  not  adhe- 
sions are  insurmountable,  there  is 
nothing  so  good  as  a  patient  trial  by 
iodine  or  ichthyol,  by  boroglyceride 
tampons,  by  elastic  wool  packing  and 
by  careful  stretching.  I  would  not 
be  misunderstood  as  meaning  that 
these  measures  will  have  any  appre- 
ciable effect  on  strong,  well-organized 
adhesions.  Such  are  too  resistant  to 
the  fingers  and  too  hard  to  separate 
after  coeliotomy  to  allow  such  an 
opinion.  Bowel,  bladder,  ureter  or 
vein  will  tear  long  before  some  well- 
organized  fibrous  bands  will  give  way. 
The  point  is  that  at  a  first  examina- 
tion, comparatively  recent  and  there- 
fore, absorbable  adhesions  can  not 
always  be  distinguished  from  more 
permanent  ones,  and  under  patient 
efforts  to  release  continued,  it  may 
be  for  weeks  or  months,  many  an  ad- 
herent fundus  and  adherent  ovary  or 
tube  can  be  freed. 


As  before  stated,  I  would  decide  to 
remove  an  appendage  diseased  in  a 
lesser  degree,  if  occurring  in  the  mill 
worker,  as  compared  with  the  woman 
of  leisure.  The  struggle  for  an 
honest  living  is  hard  enough  for  the 
healthy;  it  is  hopeless  for  her,  who 
must  lose  many  days  of  many  weeks 
and  be  gradually  so  unstrung  by  pain 
as  to  lose  her  capacity  for  work  in 
nervous  invalidism.  In  other  words, 
it  is  necessary  in  deciding  these  cases 
to  understand  fully  the  life,  character, 
surroundings,  work  of  each  individual, 
and  he  who  possesses  the  broadest 
knowledge  of  humanity  will  find  help 
from  all  his  knowledge. 

Where  the  lesions  are  not  so  gross 
as  to  make  the  decision  to  operate 
imperative,  there  must  be  weighed 
against  removal,  beside  the  risk  to  life, 
which  should  be  very  small,  the  ques- 
tions of  contributing  disease  in  eyes, 
throat  and  nose,  nervous  system  or 
digestive  system,  conditions  which 
may  be  practically  irremediable. 
Well  weighed,  too,  must  be  the  possi- 
ble abolition  of  sexual  desire,  with  its 
curious  psychical  influences ;  the 
possibility  of  hernia  in  from  5  to  la 
per  cent,  of  cases  by  old  methods,  the 
persistence  of  adhesions  of  bowel, 
bladder  or  omentum  to  stump  or  ta 
cicatrix ;  the  flushings  and  paraes- 
thesiae  which  group  themselves  about 
the  monthly  molimen,  even  though 
there  be  no  flow.  Though  these 
points  vary  greatly  in  importance  in 
different  patients,  no  one  who  takes 
the  trouble  carefully  to  question  pa- 
tients who  have  had  a  section  more 
than  a  year  previously  will  ignore 
them.  It  has  fallen  to  the  lot  of  the 
writer  to  follow  the  fortunes  of  many 
who  have  been  operated  upon  by  him- 
self and   others,   and    to   operate    a 
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second  time  on  some  of  them.  No 
operator  can  afford  to  belittle  these 
points  when  it  comes  to  the  considera- 
tion of  cases  of  the  comparatively- 
minor  character  under  discussion. 
Of  course,  such  points  are  far  out- 
weighed in  the  presence  of  major 
lesions,  which  have  been  purposely 
excluded  from  consideration  here. 

In  far  the  larger  percentage  of 
cases  of  salpingo-ovaritis,  or  of  sal- 
pingitis probably  catarrhal,  or  of 
ovarian  disease  without  gross  change, 
where  the  question  of  operating  is 
submitted  to  me,  I  advise  against  it, 
disregarding  the  patient's  own  wishes, 
as  in  the  following  case : 

X.,  single,  aged  20  years,  weaver, 
well-nourished.  Applies  for  discharge 
which  has  been  present  since  early- 
girlhood.  No  history  of  gonorrhoea, 
or  of  pelvic  inflammation ;  very  little 
pain  or  tenderness.  No  disability. 
From  the  os  flows  free  non-purulent 
mucoid  discharge,  at  first  supposed 
to  come  from  the  endometrium,  but 
which  on  further  careful  examination, 
with  and  without  ether,  aseptic  dila- 
tation and  curettage,  was  shown  to 
come  from  the  left  tube.  This  was 
•of  the  size  of  the  little  finger  only, 
and  had  walls  which  while  thickened 
were  soft.  The  tube  could  be  col- 
lapsed, and  evidently  drained  freely 
into  the  uterus.  Endometritis  was 
absent.  When  told  the  situation 
with  the  prospect  of  slow  improve- 
ment, the  patient  desired  the  removal 
of  the  tube,  and  left  the  hospital  much 
disgusted  because  this  was  refused. 
Stated  that  she  desired  to  marry  and 
wished  to  be  well.  Operation  was 
not  considered  to  be  in  her  future 
interest,  and  she  was  discharged  un- 
relieved. 

Mark  that  in  this  case  there   had 


been  no  attacks  of  pelvic  peritonitis, 
or  a  different  course  might  have  been 
taken. 

In  a  considerable  series  of  cases  of 
more  serious  disease  of  the  appenda- 
ges coeliotomy  has  been  performed, 
useless  organs  removed,  usually  from 
both  sides,  occasionally  adhesions 
only  freed  on  one  side  and  the  appen- 
dages on  the  other  more  diseased  side 
removed.  The  results  have  been 
better  when  the  removal  has  been 
total  on  both  sides.  In  no  case  has 
death  followed  even  remotely,  though 
in  a  sufficiently  large  series  this  would 
not,  of  course,  be  possible,  as  a  mor- 
tality of  from  3  to  4  per  cent,  may  be 
considered  good  even  though  in  a 
given  consecutive  series  there  should 
be  none.  Deaths  often  are  closely 
grouped  in  such  statistics.  A  study 
of  the  late  condition  of  the  patients 
after  months  or  years  leads  in  no  case 
to  the  regret  that  the  operation  was 
performed.  In  other  words,  the  late 
results  have  been  very  satisfactory 
and  in  some  cases  remarkably  happy. 
This  statement  of  mortality  does  not 
include  tubal  pregnancy,  in  which 
condition  the  writer  has  had  one 
death,  elsewhere  reported. 

Palliative  treatment  has  a  field  not 
only  in  those  cases  where  the  ana- 
tomical lesions  are  not  considered 
great  enough  to  call  for  operation, 
but  also  in  a  few  instances  of  serious 
type,  where  the  patient  or  her  family 
absolutely  refuses  operation,  and 
where  the  alternative  is  preferred  of 
prolonged  treatment  and  the  risks  of 
pelvic  inflammatory  attacks.  Such  is 
the  following : 

Z.,  aged  30  years;  married  eight 
years ;  sterile ;  cardio-thyro-exoph- 
thalmos;  old  pyosalpinx  which  has 
drained,    possibly    gonorrhoeal   from 
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husband ;  adherent  enlarged  left  tube 
and  cystic  ovary ;  retroverted  and  ad- 
herent, very  tender  uterus;  neuras- 
thenia; always  irregular ;  pain  severe 
a  week  before  flow ;  abdomen  tender, 
hurt  by  sudden  jar,  car  riding  or 
walking;  most  on  left.  Chronic  di- 
arrhoea many  years.  Several  pelvic 
inflammatory  attacks  confining  to 
bed  for  weeks.  In  bed  several  days 
of  every  month.  Coeliotomy  advised, 
but  absolutely  refused  by  patient's 
family.  Palliative  treatment  desired, 
though  hopelessness  of  cure  fully  ex- 
plained. This  case  by  careful  treat- 
ment extending  over  about  a  year  and 
a  half  was  made  much  more  com- 
fortable and  could  walk  a  mile  instead 
of  a  block,  had  far  less  lateral  tender- 
ness and  looked  much  better.  The 
fundus  was  a  little  more  movable,  but 
still  adherent  when  the  patient  left 
the  city.  A  year  after  discontinuing 
treatment  the  improvement  con- 
tinuedj  though  there  had  been  various 
reverses.  Family  still  unwilling  to 
have  the  operation  done,  and  the  pa- 
tient, though  looking  well,  obliged  to 
lead  a  life  of  much  restricted  activity. 

What  are  the  prospects,  temporary 
or  permanent,  of  systematic,  non- 
operative  treatment  in  non-purulent 
salpingo-ovaritis .'' 

The  idea  of  permanent  and  absolute 
cure  must  be  dismissed.  The  word 
cure  cannot  be  used  in  relation  to  a 
case  which  has  once  had  an  inflamed 
tube,  on  account  of  the  likelihood  of 
relapse,  possibly  after  months  or 
years.  While  a  cure  in  the  absolute 
sense  may  take  place,  the  chances  are 
against  it.  I  am  in  the  habit  of  re- 
garding the  condition  as  clinically 
like  catarrhal  appendicitis  in  this  re- 
spect ;  neither  condition  can  ever  be 
said  to  be  safe  from  recrudescence, 


though  the  danger  to  life  is  far  less 
in  any  given  attack  of  salpingitis. 
While  the  above  is  true  as  to  cure, 
and  while  renewed  attacks  of  localized 
inflammation  with  their  attending 
symptoms  cannot  be  entirely  pre- 
vented, yet  patient  and  carefully  con- 
ducted treatment  in  the  intervals  is 
capable  of  very  greatly  improving  all 
local  symptoms,  if  not  of  entirely  re- 
moving them  for  the  time  being. 
The  patient's  general  health  can  be 
built  up,  and  she  can  be  made  a  useful 
member  of  society  and  a  comfort  to 
herself.  The  time  of  treatment  is 
necessarily  long,  usually  several 
months,  sometimes  for  two  or  three 
or  more  years.  The  writer  several 
months  since  removed  prolapsed  dis- 
eased adherent  appendages  which 
had  received  in  different  hands  pallia- 
tive treatment  for  fourteen  years. 
The  patient  has  since  been  abroad» 
and  is  delighted  with  the  results  of 
the  operation.  Apparently  as  a  re- 
sult of  treatment  two  of  my  patients 
have  become  pregnant,  and  have  been 
safely  delivered  at  term.  One  of 
them  had  been  married  five  years  and 
had  never  conceived,  the  other  had 
been  sterile  for  six  years  after  a  post- 
puerperal  inflammation.  In  both 
cases  one  of  the  tubes  was  compara- 
tively good.  Every  attention  must  be 
given  to  general  measures,  which 
will  extend  all  the  way  from  a  typical 
"rest  cure"  and  its  attendant  round 
of  extra  feeding,  passive  electrical 
exercise,  massage  and  seclusion,  down 
to  the  tonic  for  the  factory  girl  and 
the  advice  to  go  out  of  doors,  which 
she  cannot  follow.  With  the  intelli- 
gent poor  much  may  be  done  by  per- 
sistent instruction  in  hygiene,  espe- 
cially as  regards  diet  and  care  of  the 
bowels. 
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.  Locally,  the  elastic  wool  tampon, 
each  piece  best  covered  with  a  thin 
layer  of  cotton  to  prevent  irritation, 
has  a  large  influence  in  gradually  cor- 
recting displacements,  and  by  sup- 
porting vessels  and  exerting  a  con- 
stant though  mild  pressure  in  lessen- 
ing congestion  and  hyperplasia.  Such 
a  tampon  requires  careful  placing  in 
small  parts  at  a  time  in  the  Sims',  or 
better  in  the  knee  chest  position.  If 
well  filled  with  powdered  boric  acid, 
as  suggested  by  Dr.  Slocum,  it  will 
remain  in  good  condition  for  from  two 
to  four  days.  While  I  have  never 
practiced  systematically  the  massage 
methods  of  Thure  Brandt,  I  am  con- 
fident that  with  the  milder  degrees  of 
adhesion  persistent  stretching  by  the 
bimanual  method  to  the  limit  of  safety 
and  of  easy  toleration  will  release 
many  a  fundus  and  many  a  tube  which 
at  first  appeared  permanently  fixed. 
Again,  I  wish  to  be  understood  as  not 
referring  to  cases  where  there  is 
reason  to  suspect  the  past  or  present 
formation  of  pus.  Not  that  pus  can 
always  be  recognized,  or  distinguished 
from  other  fluids,  but  there  are  cer- 
tainly many  cases  where  we  are  rea- 
sonably sure  that  it  does  not  exist. 
Where  much  tenderness  is  found,  a 
useful  addition  to  the  well-known 
boro-glyceride  tampon  is  ichthyol, 
which  when  made  into  an  ointment 
with  four  parts  of  lanolin,  may  be  put 
on  the  tampon  against  a  tender  re- 
gion. This  substance  seems  to  have 
a  decided  influence  over  subacute  in- 
flammation, and  has  served  to  lessen 
tenderness  more  rapidly  than  any- 
thing else  in  my  hands. 

Where  endometritis  exists,  serious 
effort  must  be  made  to  cure  it.     As 


far  as  my  experience  goes  the  secur- 
ing of  drainage  by  moderate  dilatation 
of  the  cervix  and  a  thorough  use  of 
the  curette,  if  done  systematically 
under  ether  with  a  carefully  prepared 
patient  and  an  aseptic  field,  is  not 
only  not  followed  by  an  increase  of 
trouble  higher  up,  but  is  the  most 
hopeful  treatment  of  endometritis 
which  is  not  itself  dependent  on  tubal 
disease. 

Pessaries  are  of  no  use  until  all 
adhesions  are  released  and  the  organs 
are  first  normally  replaced.  As  this 
cannot  be  done  in  many  cases,  the 
pessary  finds  its  place  only  very  late 
in  the  treatment,  if  at  all. 

The  results  obtained  by  local  treat- 
ment will  improve  with  the  experience 
of  the  physician,  as  it  is  not  only  the 
knowledge  of  what  to  use,  but  how 
and  when  to  use  it  which  tells.  This 
knowledge  is  best  learned  in  the 
school  of  practice,  with  its  disappoint- 
ments and  its  successes. 

Finally,  let  it  be  thoroughly  under- 
stood that  the  so-called  conservative 
treatment  of  tubo-ovarian  disease  is  a 
misnomer,  and  is  strongly  to  be  con- 
demned in  the  more  decided  cases, 
especially  where  pus  exists. 

To  be  truly  conservative  we  must 
preserve  all  that  can  be  wisely  pre- 
served; but  from  false,  or  prejudiced 
or  cowardly  motives  to  refuse  opera- 
tive relief  in  many  cases  is  a  violation 
of  high  duty  to  a  patient.  We  are 
obliged  to  conserve  to  them  their 
happiness,  their  usefulness,  their  ca- 
pacity to  fill  their  appointed  place  in 
life.  If  these  can  be  obtained  only 
by  coeliotomy,  he  betrays  his  trust 
who  opposes  it. 
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Report  of  a  Case  of  Supravaginal  Hysterectomy  by 
Baer's  Method.^ 


BY    FRANK   W.    TALLEY, 

PHILADELPHIA. 


While  operators  are  not  yet  agreed 
upon  the  method  of  treating  the  cer- 
vical stump  after  supravaginal  hyster- 
ectomy, or  upon  the  use  of  the  drain- 
age tube  after  abdominal  operations, 
the  analysis  of  a  case  operated  upon 
by  Baer's  method  and  drained,  which 
terminated  in  death,  may  be  in  order. 

The  case  was  that  of  a  40-year-old 
negress,  upon  whom  I  operated  with 
the  kind  permission  and  the  assist- 
ance of  Dr.  Baldy,  for  the  removal  of 
a  nodular  fibroid,  a  little  larger  than 
the  closed  fist.  After  the  separation 
of  a  large  area  of  adhesion  posterior 
to  the  tumor,  it  was  delivered  through 
the  abdominal  wound,  and  a  ligature 
passed  through  the  broad  ligament 
between  its  attachment  to  the  pelvis 
and  the  ovary  and  tied  tightly,  closing 
the  ovarian  artery.  The  ligament  was 
then  grasped  in  the  bite  of  a  large 
forceps,  placed  between  the  ligature 
and  the  uterus,  and  separated  between 
the  ovary  and  the  ligature,  A  simi- 
lar manoeuvre  was  carried  out  on  the 
opposite  side.  A  second  ligature 
was  placed,  including  nearly  all  the 
remaining  ligament  down  to  the  vagi- 
nal attachment  to  the  cervix  on  either 
side,  and  the  tumor  separated  from 
its  ligamentary  wings.  A  circular  in- 
cision was  then  made  just  above  the 
level  of  the  bladder  attachments, 
through  the  peritonaeum.  As  the 
incision    crossed    the    sides   of    the 


1  Read  before  the  Obstetrical  Society  of  Philadel- 
phia, June,  1893. 


uterus  the  uterine  arteries  were  sev" 
ered  and  their  spurt  revealed  their 
position,  when  they  were  caught  in 
haemostats  and  a  stitch  passed  around 
each  of  them  and  a  little  below.  The 
fundus  was  then  separated  from  the 
cervix,  leaving  a  concave  stump,  and 
the  peritonaeum  united  over  the  raw 
surface  by  a  running  catgut  suture. 
The  peritonaeum  was  flushed  out  with 
a  gallon  of  warm  water.  After  the 
stitches  were  placed  in  the  abdominal 
wound,  as  there  was  yet  oozing  from 
the  area  of  torn  adhesions,  a  drainage 
tube  was  placed  through  the  lower 
angle  of  the  wound,  and  the  abdomen 
closed  with  the  usual  toilet.  The 
patient  reacted  well  from  the  opera- 
tion, and  at  the  end  of  twenty-four 
hours  had  a  temperature  of  100°  and 
a  pulse  of  120.  The  drainage  tube 
was  discharging  blood-stained  serum. 
The  pulse  rose  to  134  on  the  second 
day,  while  the  temperature  was  99|-°. 
She  had  a  copius  fecal  evacuation 
from  the  bowels.  The  quantity  of 
fluid  discharged  from  the  drainage 
tube  being  slight,  and  its  color  slightly 
blood-tinged  but  perfectly  clear,  the 
drainage  tube  was  removed.  On  the 
fourth  day  the  temperature  was  101°, 
and  the  pulse  128.  She  had  had  five 
stools,  and  was  retaining  nourishment 
well.  There  had  developed  a  stitch- 
hole  abscess,  and  there  had  been  an 
infection  of  the  wound  which  sepa- 
rated superficially.  On  the  fifth  day 
the   temperature   was    102°  and   the 
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•pulse  138,  and  she  had  had  two  stools. 
On  the  sixth  day  the  temperature 
was  10 if,  and  the  pulse  126.  The 
Tectum  had  become  intolerant  to  the 
stimulating  enemas  she  had  been  re- 
ceiving. On  the  morning  of  the 
seventh  day  the  temperature  was 
iioo|°  and  the  pulse  140.  She  had  been 
vomiting  during  the  night,  and  the 
skin  was  wet  with  a  cold,  uncanny 
sweat.  While  there  was  no  disten- 
sion or  tenderness  to  the  abdomen, 
yet  I  felt  sure  there  was  pus  some- 
where and  opened  the  wound  .for  the 
exploration  of  the  abdominal  cavity. 
The  coils  of  intestine  lying  beneath 
the  wound  were  found  healthy  and 
non-adherent.  On  passing  my  finger 
•down  to  the  bottom  of  the  pelvis  I 
■opened  into  a  small  collection  of  pus 
low  down  on  the  sacrum,  which  had 
been  shut  off  from  the  general  peri- 
toneal cavity  by  some  adherent  loops 
of  intestine  over  it.  I  do  not  think 
that  there  was  more  than  an  ounce  of 
pus.  As  soon  as  it  was  found,  the 
nozzle  of  the  irrigator  was  placed  in 
the  abdomen  and  the  pus  assisted  in 
its  evacuation  by  a  generous  stream 
of  water. 

The  stump  was  apparently  healthy, 
with  the  peritonaeum  united  over  it. 
The  abdomen  was  irrigated  with  a 
gallon  of  warm  boracic  acid  solution 
and  the  abdominal  wound  closed. 
The  patient  died  in  about  two  hours 
after. 

This  case  has  been  to  me  a  valuable 
lesson.  At  no  time  during  the  first 
six  days  could  I  see  an  indication  of 
reopening  the  abdomen.  There  was 
the  clear  blood-tinged  serum  from  the 
drainage  tube,  until  its  removal  on 
the  third  day,  absence  of  abdominal 
distention,  absence  of  pain  in  manip- 
ulating the  belly  wall,  the  continued 


evacuations  from  the  rectum,  the  re- 
tentive stomach  and  clean  tongue,  the 
absence  of  a  leaky  skin,  all  point- 
ing against  sepsis.  On  the  other 
hand,  there  was  a  continued  high 
pulse,  varying  from  120  to  140,  with 
a  temperature  showing  an  evening 
rise  and  morning  fall,  and  reaching  as 
high  as  102°.  On  the  seventh  day, 
when  I  saw  her,  the  skin  was  covered 
with  a  cold  perspiration,  and  she  was 
evidently  sinking ;  there  was  then  no 
doubt  about  the  propriety  of  opening 
her. 

The  tumor  being  a  clean,  healthy 
fibroid,  this  patient  must  have  been 
infected  from  one  of  three  avenues, 
the  infection  from  the  operator's  in- 
struments or  sponges  being  excluded : 
Either  through  the  uterine  cavity, 
the  cervical  canal  in  the  stump,  or 
the  drainage  tube.  I  believe  it  is 
possible  for  septic  germs,  swarming 
in  the  secretions  of  the  uterine  mu- 
cosa, to  infect  the  peritonaeum  by  the 
discharge  dropping  into  the  abdomi- 
nal cavity  during  or  after  the  separa- 
tion from  the  cervical  stump,  unless 
they  be  carried  off  by  irrigation  after 
the  operation.  A  preliminary  curet- 
ting of  the  uterine  cavity,  and  packing 
with  gauze  is  not  practicable  in  those 
cases  where  the  vvalls  of  the  uterus  are 
altered  and  the  canal  is  more  or  less 
tortuous  and  elongated,  as  are  the 
usual  cases  in  which  this  supravaginal 
method  is  applied.  I  do  not  believe 
that  this  woman  was  thus  infected, 
as  the  abdominal  cavity  was  carefully 
irrigated  after  the  operation  was  com- 
pleted. 

I  think  no  one  will  deny  that  the 
unaltered  cervical  mucosa,  bathed 
in  the  altered  secretions  of  a  diseased 
uterus,  is  not  aseptic.  Now,  although 
the  peritoneal  flaps  may  be  sutured 
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over  the  stump  of  the  cervix,  the 
lymph  not  being  thrown  out  in  suffi- 
cient quantity  for  one  to  two  hours 
after  the  operation  to  seal  the  stump 
from  the  general  peritoneal  cavity, 
there  seems  no  reason  why  the  fluids 
of  the  cervical  canal  should  not  inter- 
mingle with  those  of  the  abdominal 
cavity  by  capillary  attraction  and  diffu- 
sion. The  excellent  results  which 
Dr.  Baer  has  had  in  this  operation 
show  us  that  the  danger  is  slight,  yet 
it  appears  to  me  that  if  the  danger, 
however  slight,  can  be  avoided  it  is 
wise  to  do  so.  I  do  not  think  that 
the  use  of  the  glowing  Paquelin  point 
in  sterilizing  the  canal  after  cutting 
off  the  uterus  would  materially  pro- 
long the  operation,  and  it  would  add 
much  to  the  relief  of  the  operator's 
anxiety  during  the  hours  which  inter- 
vene between  operation  and  convales- 


cence. This  case  was  not  infected 
through  the  cervix,  for  the  stump  was 
healthy  at  the  time  of  reopening  of 
the  belly. 

I  believe  that  the  drainage  tube 
constituted  the  avenue  of  infection  in 
this  case.  It  affords  a  direct  channel 
for  infection  of  the  peritonaeum  at 
any  time  during  its  use,  and  places 
the  success  of  an  operation  at  the 
mercy  of  the  caretaker.  I  believe 
that  there  are  pus  cases,  and  cases 
where  there  is  considerable  oozing^ 
from  Qxtensive  denuded  surface,, 
where  the  use  of  the  drainage  tube 
cannot  be  dispensed  with,  yet  in 
cases  where  there  is  no  pus  and  little 
haemorrhage,  I  believe  that  it  had 
better  never  be  used,  or  only  where 
its  care  can  be  entrusted  to  one  nurse 
of  known  skill  and  integrity. 


Case  of  Foetus  Papyraceus,  with  Specimen/ 


BY   GEORGE   M.    BOYD,    M.D., 

PHILADELPHIA. 


The  history  of  this  specimen  of 
intrauterine  death  is  as  follows  : 

Mrs.  B.,  age  26  years,  American, 
was  admitted  into  the  Lying-in  Charity 
last  July  as  an  emergency  case. 

She  was  a  multipara,  this  being  her 
third  pregnancy.  The  resident  phy- 
sician, when  summoned,  found  her  in 
the  lecture  room  on  the  first  floor. 
Labor  was  complete,  the  infant  on 
the  floor  alive,  while  the  patient  was 
sitting  in  a  chair  seemingly  quite 
tranquil. 


^  Read   before   the    Obstetrical    Society   of    Phila- 
d3lphia,  June,  1893. 


The  infant  was  small  but  well 
nourished,  labor  having  been  precipi- 
tated at  the  seventh  month. 

An  examination  of  the  placenta 
proved  it  to  be  a  twin  pregnancy,  the 
one  foetus  dying  from  some  cause  at 
about  the  fourth  month. 

Her  puerperium  was  uneventful,, 
and  she  was  discharged  at  the  end  of 
two  weeks. 

March  i8  of  this  year  the  same 
patient  was  again  admitted  in  labor^ 
and  aborted  a  six  months'  foetus. 

The  specimen  is  an  interesting 
double    placenta,   both    foetuses    de- 
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veloping  equally  until  about  the 
fourth  month,  when  one  dies,  the 
other  growing  and  compressing  her 
companion  until  we  have,  as  our 
specimen  nicely  shows,  a  mummified, 
or  papyraceus  foetus. 

''Mummification  is  most  frequently 
observed  in  foetuses  whose  death  has 
apparently  been  the  gradual  result  of 
inanition  from  inadequate  blood  sup- 
ply, this  insufficiency  of  the  nutritive 
fluid  being  often  referable  to  torsion 
or  constriction  of  the  umbilical  cord. 
Mummification  affects  by  preference 
foetuses  dying  during  the  middle 
stage  of  gestation."     (Lusk.) 

Liebmann  suggests  that  this  fact 


may  be  connected  with  the  aug- 
mented rapidity  of  endosmosis  due  to 
the  larger  percentage  of  saline  ingre- 
dients then  present  in  the  amniotic 
fluid,  or  to  the  fact  that  torsion  and 
stenosis  of  the  cord  are  most  liable  to 
occur  at  that  period  of  gestation. 

The  placenta  on  its  maternal  side 
has  the  characteristic  soft,  irregular 
surface,  except  in  one  portion,  where 
it  is  hard,  atrophied  and  contracted. 
The  foetal  side  shows  the  division  in 
the  amniotic  sacs,  the  one  umbilical 
cord  is  well  developed,  the  other  is 
thread-like,  and  attached  to  this  the 
paper-like  foetus. 


The  Result  in  a  Case  of  Exploratory  Coeliotomy ;  Concern- 
ing the  Certification  of  Operative  Deaths.^ 


BY   DR.    G.    BETTON    MASSEY. 

PHILADELPHIA. 


At  the  February  meeting  of  the 
society  I  made  an  incidental  report  of 
a  case  of  exploratory  coeliotomy  that 
in  my  opinion  was  unjustifiable,  owing 
to  the  ease  with  which  the  diagnosis 
could  be  made  without  resorting  to 
the  dangers  of  an  incision.  I  added 
that  the  patient  had  subsequently 
died,  apparently  as  a  result  of  the 
operation.  In  discussing  my  remarks 
Dr.  M.  Price  said  he  had  been  the 
operator,  and  that  the  patient  was  not 
only  living  but  doing  well.  A  distinct 
variance  of  opinion  as  to  facts  was 
thus  developed.  As  proof  of  the  ac- 
curacy of  my  own  statement  I  desire 

1  Read  before  the  Philadelphia  Obstetrical  Society, 
June,  1893- 


to  exhibit  the  death  certificate  of  the 
patient,  showing  that  she  had  been 
dead  six  days  at  the  time  of  my  re- 
port, and  that  she  had  died  one  day 
before  the  date  at  which  Dr.  Price 
reports  her  husband  as  saying  she 
was  doing  well. 

There  are,  therefore,  some  addi- 
tional deductions  to  be  drawn  from 
this  case,  besides  those  mentioned  by 
me  at  the  time.  It  is  to  be  regretted 
that  a  surgeon  knows  so  little  of  the 
after  history  of  a  case  on  which  he 
has  so  recently  operated,  for  Dr. 
Price  of  course  spoke  in  ignorance  of 
the  facts  at  the  February  meeting. 
I  note  also  that  the  certificate  speci- 
fies  the  cause   of  death  as   hepatic 
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carcinoma.  That,  of  course,  was  the 
occasion  for  the  operation,  and  there- 
fore the  remote  cause  of  the  death,  but 
was  it  the  immediate  cause  ?  Should 
not  the  exact  circumstances  be  noted 
in  slich  certificates.?  The  mortality 
statistics  of  a  disease  may  be  vitiated 
if  we  include  the  instances  of  opera- 


tive deaths  with  those  dying  naturally 
from  the  affection. 

I  regret  that  this  proof  of  the  cor- 
rectness of  my  previous  statement 
has  been  so  long  delayed,  but  it  has 
not  been  my  fault,  as  I  have  tried  to 
obtain  the  floor  to  make  this  state- 
ment on  two  different  occasions. 


Septicaemia  and   its  Treatment  with  Oxygen.^ 


BY   ANDREW   F.    CURRIER,    M.D., 

NEW  YORK. 


The  great  frequency  of  this  disease, 
even  among  physicians  themselves, 
gives  unusual  interest  to  the  questions 
of  its  prophylaxis  and  treatment.  Our 
knowledge  of  its  aetiology  has  been 
definite  only  since  the  development 
of  bacteriological  science,  and  ultimate 
conclusions  as  to  its  treatment  must 
be  influenced  by  the  same  source. 
Still,  the  clinician's  work  must  never 
be  underestimated,  for  it  is  he  who  is 
brought  in  contact  with  the  patient 
and  directs  his  treatment.  The  func- 
tion of  the  blood  as  a  carrier  implies 
that  it  contains  or  may  contain  noxious 
germs ;  in  fact,  this  is  demonstrable. 
Their  effect  varies  with  their  number,' 
vitality  and  species,  and  the  condition 
of  the  individual  who  serves  as  host. 

The  definition  of  septicaemia,  ac- 
cording to  Neelson,  is  a  toxic  acute 
mycosis  of  the  blood.  Phagocytosis 
is  recognized  as  the  chief  means  which 
the  blood  has  of  disposing  of  noxious 
organisms,  which  normally  it  will  not 
tolerate.     This  process  must  also  be 


1  Abstract  of  paper  read  before  the  American  Gynae- 
cological Society,  at  Philadelphia,  May  16,  1893. 


a  variable  one  in  activity  and  effi- 
ciency. In  animals  septicaemia  has 
been  induced  and  studied,  different 
species  of  bacteria  proving  effective 
in  different  animals.  Rabbits,  guinea- 
pigs  and  house  mice  have  been  thus 
experimented  upon,  and  definite  con- 
clusions have  been  formulated. 

Garre,  Bumm,  Backhardt  and  Schim- 
melbusch  have  inoculated  themselves 
with  suitable  cultures  of  bacteria,  pro- 
duced the  disease,  and  recovered  the 
bacteria  from  the  blood  and  pus.  In 
cases  of  puerperal  septicaemia  the  bac- 
teria have  been  found  in  the  milk  and 
blood.  Septicaemia  has  been  differen- 
tiated from  other  diseases  by  exami- 
nation of  the  blood  and  its  contained 
bacteria.  These  bacteria  are  usually 
streptococci  and  staphylococci.  In 
mixed  infections  other  varieties  are 
present. 

The  disease  may  be  the  result  of : 

(i)  Decomposition  of  retained  ma- 
terial in  the  intestines,  with  absorption 
of  its  toxic  products. 

(2)  Absorption  of  the  products  of 
retained    and    decomposed    material 
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following  abortion  or  labor  at  term 
through  the  uterine  lymphatics  or 
any  divided  portion  of  the  uterine 
mucous  membrane. 

(3)  Intoxication  associated  with 
surgical  procedures  upon  the  abdomi- 
nal and  pelvic  organs. 

The  first  variety  is  very  common 
with  women  who  have  long  suffered 
with  constipation.  It  teaches  the 
urgent  necessity  of  thorough  evacua- 
tion of  the  bowels  in  all  cases  in 
which  operations  affecting  the  perito- 
naeum are  to  be  performed. 

The  second  variety  may  be  mild 
and  simple,  or  it  may  overwhelm  the 
entire  organism,  and  render  all  treat- 
ment ineffective. 

The  third  variety  is  usually  due  to 
the  direct  introduction  of  germs  by 
hands  or  instruments,  but  it  may 
occur  through  the  medium  of  irritat- 
ing antiseptics  improperly  used,  or 
even  after  the  injudicious  use  of  a 
scrubbing  brush  upon  the  skin,  the 
epidermis  being  scrubbed  away  and 
infection  invited.  The  disease  is  also 
favored  by  the  presence  of  bruised 
and  torn  tissues  and  prolonged  ex- 
posure of  the  same,  also  by  bad  liga- 
ture material  and  unskilful  use  of  the 
ligature.  The  most  noteworthy  symp- 
toms are  referable  to  the  nervous 
system,  including  paralysis  of  the 
muscular  coat  of  the  intestine,  obsti- 
nate vomiting,  mental  obtuseness,  or 
excitement.  These  symptoms  may 
co-exist  with  great  activity  of  the 
eliminative  organs.  The  object  of 
treatment  is  to  sustain  the  natural 
forces  and  to  destroy  or  neutralize 
the  toxic  germs  and  their  products ; 
hence  concentrated  liquid  foods,  espe- 
cially milk  and  alcohol,  are  chiefly  in- 
dicated. Oxygen  inhalation  is  indi- 
cated becouse  of  the  readiness  with 


which  it  is  taken  up  by  the  haemo- 
globin and  its  affinity  for  the  waste 
elements  with  which  the  blood  is 
loaded.  The  capacity  of  the  blood 
for  absorbing  oxygen  in  this  disease 
has  not  been  definitely  determined. 
A  limited  number  of  experiments 
have  been  made  by  individuals  in 
health  upon  themselves  to  determine 
this  point,  and  others  have  experi- 
mented upon  animals,  but  the  condi^ 
tions  are  different  from  those  which 
obtain  in  septicaemia.  The  absence 
of  a  sufficient  supply  of  oxygen  in 
sick  rooms  generally,  especially  in  the 
winter,  with  closed  doors  and  windows,, 
furnace  heat,  combustion  of  lamps 
and  candles,  and  respiratory  require- 
ments of  attendants,  is  probably  an 
important  cause  of  the  high  rate  of 
mortality  at  that  season  of  the  year. 
The  good  results  which  have  attended! 
the  treatment  of  typhus  fever  in  tents 
or  in  the  open  air  is  suggestive  of  the 
therapeutic  value  of  oxygen ;  also  the 
fact  that  septicaemia  is  comparatively 
unknown  among  savage  and  barbarous- 
people,  whose  lives  are  passed  in  the 
open  air.  Questions  of  tension  and 
pressure  are  not  to  be  overlooked  in 
the  consideration  of  oxygen  inhala- 
tion. A  pressure  of  three  atmospheres 
will  produce  convulsions  in  rabbits. 
As  a  matter  of  fact,  it  is  usually  found 
desirable  to  administer  oxygen  freely 
mixed  with  atmospheric  air.  This  is 
not  only  the  safer  method,  but  the 
oxygen  is  thereby  less  likely  to  irritate 
the'  air  passages.  The  volume  of 
oxygen  necessary  for  the  saturation 
of  the  haemoglobin  cannot  be  deter- 
mined in  advance  in  a  given  case,  the 
corpuscles  in  septicaemia  being  smaller 
than  in  health,  and  readily  becoming 
disintegrated.  The  plasma,  which  in 
health   contains   2   per  cent,  of  the 
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oxygen  of  the  body,  will  absorb  more 
than  this  if  the  oxygen  is  administered 
under  pressure,  and  in  septicaemia  an 
additional  quantity  is  consumed  in 
the  formation  of  the  carbon-dioxide, 
urea  and  uric  acid  with  which  the 
blood  is  overcharged.  Whether  the 
bacteria  in  the  blood  are  killed  by 
oxygen  inhalation  is  uncertain.  Welch 
does  not  think  they  can  be  subjected 
to  it  sufficiently  long  or  under  suffi- 
cient pressure  to  cause  their  death 
without  also  injuring  the  blood  and 
other  tissues.  If  oxygen  is  inhaled 
under  suitable  conditions  of  pressure 
it  stimulates  to  deeper  respiration, 
the  surface  of  the  body  becomes 
warmer,  'the  pulse  stronger,  and  the 
color  of  the  surface  more  natural. 
The  stimulation  of  the  heart  and 
lungs  is,  of  course,  directly  favorable 
to  the  purification  of  the  blood  by 
elimination  of  its  toxic  elements.  The 
stimulation  of  the  nerve  centres  pre- 


siding over  functional  activity,  if  suf- 
ficient and  continuous,  will  produce  a 
favorable  result  whether  a  direct 
germicidal  effect  is  produced  or  not. 
In  addition  to  the  advantages  men- 
tioned, oxygen  usually  induces  drowsi- 
ness and  sleep,  which  is  often  a  mat- 
ter of  sufficient  importance  to  turn 
the  scale  in  favor  of  the  patient.  The 
treatment  should  be  commenced  early 
in  the  disease,  and  not  after  the  nerve 
centres  have  been  poisoned.  The 
simpler  the  method  of  administration 
the  better,  the  principal  requirements 
being  that  the  oxygen  be  pure  and 
that  it  be  administered  in  sufficient 
volume  to  be  readily  and  comfortably 
tolerated.  If  administered  sufficiently 
early  it  will  often  save  life,  and  in 
almost  all  cases  it  will  conduce  to  the 
comfort  and  well-being  of  the  patient, 
and  relieve  symptoms  which  cannot 
otherwise  be  readily  relieved. 


Report  of  a  Case  of   Hernial  Extrusion  of   the  Ovary  and 
Fallopian  Tube;  Operation  and   Radical   Cure. 


BY    DR.    THOMAS   H.    MANLEY, 

NEW  YORK. 


The  following  case  is  reported 
rather  for  its  uniqueness  in  its  aetiol- 
ogy and  anatomical  characters  than 
for  anything  specially  novel  in  the 
operative  technique  employed  for  its 
relief  and  radical  cure. 

It  has  long  been  a  matter  of  obser- 
vation among  surgeons  and  practi- 
tioners that  inguinal  hernia  of  every 
type  is  always  a  much  more  painful 
affection  in  the  female  than  in  the 


male.  It  is  equally  well  known  that 
when  the  infirmity  is  seated  in  Nuck's 
canal  some  one  of  the  generative  or 
urinary  viscera  make  their  way 
through  into  the  labium  majus,  and 
often  became  fixed  there. 

In  Boyer's^  surgical  works  many 
most  extraordinary  and  remarkable 
cases   are   cited.     The  case  of   Hil- 


1  Maladies  Chirurg.,  vol.  vi,  p.  204  to  210. 
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andus,  recorded  by  him,  of  the  Italian 
countess  was  the  most  marvelous. 
The  lady  was  married  at  19  years. 
She  had  not  menstruated.  Shortly 
after  marriage  she  noticed  a  very 
painful  swelling  in  the  right  groin. 
As  time  went  on  this  became  larger 
and  larger.  In  the  meantime  the 
ioetal  heart  sounds  were  distin- 
guished in  her  mammoth  hernia, 
which  now  extended  down  below  the 
knees.  Finally,  she  was  unable  to 
walk,  except  by  the  aid  of  two  ser- 
vants, with  one  either  side  supporting 
the  gravid  uterus. 

The  same  author  in  his  unrivaled 
work  reports  two  cases  in  which  uri- 
nary calculi  had  been  cut  out  of  the 
bladder,  when  it  has  been  extended 
and  fixed  in  the  labium.  Many  cases 
.are  cited  in  which  one  or  both  ovaries 
have  been  locked  outside  the  inguinal 
portals,  in  which  the  greatest  misery 
.and  almost  unsupportable  torture  had 
been  occasioned  by  truss-pressure. 

In  modern  surgical  literature,  home 
and  foreign,  since  hernial  operations 
have  been  again  revived  on  a  large 
.scale,  several  cases  of  ovarian  extru- 
sion through  the  inguinal  apertures 
have  been  recorded.  In  the  American 
Journal  of  GyncBcology  for  May,  1892, 
Dr.  Barber,  of  Saginaw,  Mich.,  records 
a  most  singular  case,  in  which  he 
operated  for  the  radical  cure  of  a 
painful,  irreducible,  right,  inguinal 
hernia. 

This  young  woman  always  had  a 
scant  menstrual  discharge,  with  ex- 
cruciating pain  every  time  she  had 
her  monthlies.  On  vaginal  examina- 
tion no  uterus  could  be  found.  At 
length  her  inguinal  tumor  became 
very  painful,  and  she  sought  relief 
through  the  surgeon's  art. 

On  operation  a   mass  was  found, 


which  at  first  sight  was  supposed  to 
be  a  neoplasm,  but  which  turned  out 
to  be  the  uterus,  broad  ligament,  and 
right  ovary.  The  doctor's  patient 
made  an  excellent  recovery,  and  was 
permanently  relieved  of  her  infir- 
mity. 

About  two  years  ago  a  young  lady 
came  to  me,  from  Georgia,  to  have  a 
hernial  operation  performed. 

She  had  been  tortured  with  a  truss 
for  a  long  time.  Before  she  menstru- 
ated she  had  no  pain  in  the  groin  ; 
but  with  the  advent  of  the  flow  the 
trouble  began. 

On  operation  an  enlarged,  indurated 
ovary  was  enucleated,  which  was  found 
imbedded  in  the  tissues  of  the  labium 
majus.  She  made  a  rapid  and  perma- 
nent recovery,  and  has  since  been 
married,  and  given  birth  to  an  active 
male  infant. 

The  little  patient  whose  case  forms 
the  basis  of  these  few  notes  was  born 
prematurely  at  the  eighth  month. 
Never  had  been  injured  by  fall,  or 
other  force.  Hernia  hereditary,  as 
the  father  had  a  large,  irreducible, 
inguinal  epiplocele. 

The  hernia  was  of  the  inguinal 
type,  occupying  the  right  side. 

The  infant  seeming  to  be  in  great 
discomfort  was  examined  by  the  fam- 
ily physician,  who  vainly  tried  to  re- 
lieve it  by  various  remedies.  At  last^ 
in  despair.  Dr.  Geo.  D.  McGaurans, 
the  attending  physician,  had  all  the 
clothing  removed,  and  sought  for 
hernia,  when  he  discovered  this  one. 

First  a  spica  bandage  was  applied, 
then  a  truss ;  but  all  to  no  purpose,  as 
they  only  aggravated  her  condition. 
Now  I  was  called  in. 

On  a  careful  examination,  from  the 
history  of  the  case  and  the  character 
of  the  enlargement,  it  was  diagnosed 
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an  ovarian  extrusion.  As  it  was  very 
sensitive,  painful,  and  irreducible,  an 
operation  was  advised  for  its  relief 
and  cure. 

The  following  day  the  infant  was 
brought  to  Harlem  Hospital,  and  there 
in  my  presence  was  operated  on  for 
radical  cure  by  Dr.  Arch  Dixon,  Jr., 
the  house  surgeon. 

The  ovary  was  found  in  a  sort  of 
unclosed  funicular  process.  Along 
with  it  were  the  fallopian  tube,  and 
part  of  the  broad  ligament.  The 
ovary  had  formed  firm,  unyielding 
adhesions  with  adjacent  parts.  Cham- 
pionniere's  operation  for  radical  cure 
was  performed. 

The  little  one  made  a  rapid  and 
prompt  recovery. 

She  was  operated  on  February  12, 
1893.  The  father  was  so  well  pleased 
with  the  result  that  he  came  into  hos- 


pital two  weeks  later  for  the  cure  of 
his  own  hernia;  from  him  we  re- 
moved twelve  ounces  of  omental  tis- 
sue. He,  too,  made  a  superb  recovery,, 
and  is  now  at  his  usual  occupation  of 
trucking. 

This  case  teaches  us  the  important 
lesson  of  always  examining  critically 
every  case,  in  the  male  or  female,  in 
early  life,  in  whom  there  is  persistent, 
colicky  pain,  not  relievable  by  simple- 
internal  measures.  And,  further,  that 
while  any  sort  of  a  cutting  operation 
should  never  be  sanctioned  for  a  small, 
painless,  reducible  rupture  in  the 
infant  female,  nevertheless,  when  a 
hernia  is  irreducible,  sensitive,  pain- 
ful, and  increasing  in  volume,  it  may 
be  easily,  safely,  and  radically  cured 
by  direct  surgical  intervention. 

J02  West  ^jd  Stree/. 


Stab  Wound  in  Bladder;  Laparotomy;  Recovery.^ 


BY  R.   MENGER,  M.D., 

SAN   ANTONIO,  TEXAS. 


I  TAKE  pleasure  in  reporting  to  you, 
gentlemen,  and  present  in  person  a 
rare  case  of  healed  stab  wound  in  the 
urinary  bladder. 

In  looking  into  the  early  history  of 
this  case,  taken  from  notes  made 
after  this  man  was  injured,  I  find 
the  following  data  recorded:  Name, 
Hilario  Abrajo,  Mexican,  aged  24 
years;  injured  in  August,  1891.  From 
what  could  be  learned,  it  seems  as  if 
there  was  an  old  quarrel  to  be  fought 

1  Read   before  the  West  Texas  Medical   Society, 
March  29,  1893- 


out  between  him  and  another  Mexi- 
can, and  on  a  Sunday  morning  about 
5  o'clock  he  met  his  antagonist,  who 
without  much  warning  plunged  the 
blade  of  a  large  pocket  knife  deep- 
into  his  lower  abdomen,  penetrating 
his  bladder.  At  the  time  of  injury 
the  man  was  much  under  the  influ- 
ence of  liquor,  especially  beer,  and. 
his  bladder  was,  as  he  told  me,  filled 
to  the  brim.  When  he  received  the 
blow  the  knife  had  struck  a  button  of 
his  pants,  when  it  glanced  off  into- 
the  abdomen.     His  pants  and  part  o£ 
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Z)  — Part  of  broad  ligament. 


STAB  WOUND  IN  BLADDER. 


609 


his  shirt  were  saturated  with  bloody 
urine,  and  showed  the  hole  where  the 
knife  had  entered.  I  was  summoned 
to  him  shortly  after  the  stabbing,  and 
found  him  in  a  semi-collapsed  condi- 
tion, with  small,  wiry  pulse  and 
abundant  perspiration,  and  complaint 
ing  bitterly  over  the  wound  and 
tenesmus  of  the  bladder.  There  was 
some  oozing  of  blood  through  the 
abdominal  wound,  and  the  cut  itself 
was  one-half  inch  wide,  a  little  oblique 
and  situated  about  an  inch  and  a  half 
above  the  symphisis  pubis,  very  close 
to  the  middle  line.  On  probing,  the 
probe  entered  obliquely  and  somewhat 
to  the  left  side  and  downward  toward 
the  pelvic  cavity,  but  it  was  impossi- 
ble to  enter  into  the  opening  of  the 
bladder  on  account  of  the  displaced 
integuments  and  the  retracted  bladder. 
On  introducing  a  catheter  into  the 
bladder  through  the  urethra,  only  a 
small  quantity  of  bloody  urine  and 
blood  coagula  could  be  removed.  As 
there  were  grave  symptoms  of  con- 
tinued bleeding  and  exhaustion,  I 
concluded  to  make  laparotomy,  with 
the  view  of  draining  the  bladder, 
and,  if  possible,  to  stitch  the  opening 
in  the  bladder.  Accordingly  the 
man  was  at  once  carried  over  to 
the  City  Hospital,  which  was  near 
by,  and  under  assistance  of  Drs. 
Braunnagel,  Berrey  and  Oldham  the 
operation  was  done  at  once.  There 
were  found  several  small  and  recent 
haemorrhagic  places  in  the  depth  of 
the  laparotomy  incision,  and  two 
bleeding  points  were  checked  with 
catgut  suture.  As  it  was  very  diffi- 
cult to  find  the  cut  opening  in  the 
bladder  without  enlarging  the  lapar- 
otomy wound  to  some  extent,  a  ca- 
theter was  put  in  the  bladder  per 
urethram,   and  by   manipulating  the 
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instrument  upward  the  opening  in 
the  bladder  was  traced,  and  after 
bringing  the  catheter  through  this 
opening  and  the  abdominal  section,  a 
wide  drainage  tube  was  pushed  over 
the  eye-piece  of  the  catheter,  the 
same  retracted  and  the  drain  tube 
pulled  into  the  bladder,  where  it  was 
kept  in  sittc  by  a  wire  stretched  through 
the  tube  and  abdominal  walls.  The 
bladder  now  was  washed  out  through 
this  drain  tube  with  borated  water  by 
means  of  a  fountain  syringe,  after  iu* 
serting  an  elastic  catheter  through 
the  urethra  into  the  bladder.  Then 
the  patient  was  laid  on  the  side  and 
considerable  extravasated  bloody 
urine  was  carried  away  from  the  la- 
parotomy wound.  The  drain  tube 
worked  quite  well,  but  considerable 
urine  also  escaped  through  the  lapar- 
otomy wound  from  the  bladder  around 
the  drainage  tube,  and  this  was  ab- 
sorbed by  placing  absorbent  cotton 
on  the  wound,  after  having  the  latter 
well  dusted  over  with  iodoform.  On 
the  third  day  already  the  patient  could 
urinate,  the  urine  becoming  clear  on 
the  second  day  after  operation,  and 
on  the  eighth  day  the  man  was  already 
sitting  up  in  a  chair,  when  a  photo- 
graph was  taken,  showing  the  drain- 
age tube  through  the  laparotomy 
wound. 

At  no  time  was  there  any  rising  of 
temperature,  or  any  other  unfavorable 
symptoms.  Until  the  second  day  an 
ice  bag  was  constantly  kept  over  the 
abdomen  on  top  of  a  layer  of  ab- 
sorbent cotton.  The  drain  tube  was 
removed  on  the  fifth  day,  and  from 
then  on  the  wound  gradually  healed 
by  granulation  until  patient  was  dis- 
charged at  the  end  of  the  third  week. 

Now,  gentlemen,  in  reviewing  and 
commenting  upon  the  above  case,  a 
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few  additional  remarks  may  not  be 
out  of  place.  Stab  wounds  of  the 
bladder,  as  we  all  know,  are  much 
more  rare  and  considered  more  fatal 
than  other  traumatic  injuries  of  that 
viscus,  especially  gunshot  wounds- 
Intra-peritoneal  injuries  of  the  bladder 
generally  terminate  fatally,  either 
immediately  after  injury  or  remotely, 
but,  judging  from  a  few  cases  of 
recovery  from  gunshot  wounds  in  the 
bladder,  and  more  so  of  those  made 
by  the  round  bullet  during  war  times, 
and,  as  in  all  of  these  cases,  according 
to  records,  the  urine  had  a  chance  to 
drain  off  through  the  shot  canal,  it  is 
evident  that  an  artificial  opening  of 
the  abdomen  to  get  to  the  opening  in 
the  bladder,  or  by  perineal  section 
through  the  prostate  effects  the  best 
means  of  thoroughly  draining  the 
bladder,  for  such  length  of  time  at 
least  until  the  urine  can  be  voided 
by  the  natural  way,  laparotomy,  it 
seems  to  me,  is,  under  precautionary 
measures,  the  best  and  safest  way  by 
which  the  bladder  and  the  peritoneal 
cavity  can  be  washed  free  of  extra- 
vasated  urine  and  blood  and  other 
foreign  deleterious  substances. 

In  regard  to  sewing  up  a  perforated 
bladder  of  traumatic  origin,  it  seems 
in  theory  quite  nice  and  easy  to  sew 
up  the  lacerated  bladder,  but  in  reality 
it  is  a  very  difficult  task.  A  different 
thing  it  is  when  normal  supra-pubic 
cystotomy  is  performed,  as  here  we 
can  take  our  time  and  first  fill  the 
bladder  up  either  with  water  or  inflate 
the  rectum  with  an  air-bag,  and  thereby 
bring  the  bladder  into  view  through 


the  laparotomy  wound ;  then,  after  or 
before  opening  the  drumlike  filled 
bladder,  it  can  be  raised  up  and 
kept  up  with  the  aid  of  a  tenaculum 
until  all  stitches  are  introduced  and 
tightly  closed ;  but  in  a  case  of  fresh 
stab  or  gunshot  wound  of  the  bladder, 
where,  as  in  all  other  traumatic 
abdominal  injuries,  quick  surgical 
interference  is  required,  and  where 
the  bladder  will  be  found  more  or 
less  emptied  of  its  contents,  dis- 
placed and  contracted,  it  is  clear  how 
difficult  it  is,  as  in  the  above  reported 
case,  in  finding  the  open  wound 
in  the-  organ.  When  the  injury  is 
situated  more  in  the  middle  or  toward 
the  base  of  the  bladder,  then  it  may 
be  more  easy  to  get  to  that  organ  by 
abdominal  section  and  stitching  the 
injured  bladder  up,  after  which,  I  be- 
lieve, it  is  always  prudent  to  insert  a 
drain  tube  in  the  abdominal  opening, 
in  order  to  facilitate  the  draining  off 
of  any  accumulating  liquid,  and  pack 
the  site  of  operation  with  thick  layers 
of  absorbent  iodoform  cotton,  often 
changed  if  necessary.  The  extrava- 
sated  urine,  drained  off  after  making 
the  abdominal  section,  was  consider- 
ably haemorrhagic,  but  after  flushing 
the  bladder  and  the  parts  surrounding 
the  stab  wound  in  the  bladder  thor- 
oughly with  warm  borated  water,  the 
urine  gradually  became  clear  and  re- 
mained so.  The  young  man,  I  may 
add,  married  a  short  time  after  his 
recovery,  and  soon  became  father  of 
a  bouncing  boy — a  genuine  offspring 
of  the  Montezumas. 
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The  first  of  these  cases  is  an  ova- 
rian cyst  with  a  rather  rare  compli- 
cation. 

The  second  illustrates  the  difficulty 
of  ascertaining,  at  a  sufficiently  early 
period,  whether  or  not  a  bullet  has 
entered  the  abdominal  cavity,  and 
injured  the  intestine. 

Case  three,  with  its  accompanying 
drawing,  shows  a  tubal  pregnancy 
with  rupture  through  the  fimbriated 
extremity  of  the  tube. 

Case  I. — Susie  T.,  aged  28  years, 
single,  white,  with  a  tubercular  family 
history,  while  menstruating,  in  De- 
cember, 1 89 1,  was  seized  with  severe 
pain  in  the  abdomen  and  right 
shoulder. 

Up  to  this  time  she  had  menstruated 
regularly.  After  missing  the  three 
following  periods  the  flow  reappeared 
irregularly  until  April,  1892,  when  it 
ceased  altogether. 

Then  her  abdomen  commenced  en- 
larging, and  continued  to  do  so  until 
she  was  tapped,  September  26,  and 
four  gallons  of  fluid  removed.  Six 
weeks  later  she  was  again  tapped,  and 
five  gallons  drawn  off. 

She  was  admitted  to  the  Lucy 
Brinkley  Hospital,  on  November  18, 
in  a  very  unfavorable  condition  for 
operation.  Dyspnoea  extreme,  so  that 
she  could  not  lie  down ;  pulse,  140- 
160  per  minute  ;  apex  beat  to  the  left 
of  the  nipple ;  a  systolic  murmur 
heard  at  the  apex;  the  right  pleural 
sac  filled  to  the  clavicle  with  fluid; 
abdomen  distended  with  a  tumor 
seemingly  cystic,  but  containing  much 


solid  material  which  lay  up  under  the 
liver.  Pelvic  examination  gave  evi- 
dence that  the  tumor  was  not  uter- 
ine. The  chest  effusion  was  supposed 
to  be  from  pleurisy,  and  it  was  thought 
best  to  try  to  remove  it,  while  tem- 
porizing with  the  abdominal  tumor  by 
tapping. 

The  tumor  was,  therefore,  tapped 
twice,  and  five  gallons  of  fluid  re- 
moved. 

The  chest  was  aspirated  eleven 
times  in  a  period  of  five  weeks,  and 
900  ounces  drawn  off.  Under  this 
treatment  the  pulse  came  down  to 
eighty,  but  as  fast  as  the  fluid  was 
taken  from  the  chest  it  reaccumu- 
lated,  and  despairing  of  further  im- 
provement under  this  treatment  the 
abdominal  tumor  was  removed. 

It  proved  to  be  a  collapsed  ovarian 
cyst,  having  been  ruptured  by  the 
trocar,  and  was  easily  dealt  with.  The 
peritonaeum  was  everywhere  covered 
with  miliary  tubercles. 

Her  convalescence  was  remarkable. 
The  chest,  which  was  half  full  of 
fluid  at  the  time  of  operation,  emptied 
itself  without  further  aspiration  ;  the 
heart,  murmur  disappeared  ;  the  pulse 
gradually  came  down  again  to  eighty; 
and  at  the  end  of  four  weeks  she  was 
out  of  bed,  though  there  was  a  small 
accumulation  of  fluid  in  the  abdomen 
from  the  tubercular  peritonitis. 

She  remained  in  the  hospital  three 
weeks  longer,  during  which  time  she 
had  irregular  rises  of  temperature, 
and  a  small  ovoid  swelling  appeared 
in  the  right  iliac  region. 
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As  this  swelling  subsided,  and  no 
increase  took  place  in  the  peritoneal 
effusion,  she  was  sent  home,  seven 
weeks  after  the  operation. 

The  cardiac  murmur  was  evidently 
due  to  displacement  of  the  heart, 
though  its  location  at  the  apex  was 
unusual.  Donaldson,  in  "Pepper's 
System  of  Medicine,"  says,  "  From 
excessive  accumulation  of  fluid  in  the 
pleural  sac  a  systolic  murmur  over 
the  base  of  the  heart  is  very  often 
heard." 

As  to  the  cause  of  the  pleural  effu- 
sion I  am  still  in  doubt. 

That  it  was  in  some  way  connected 
with  the  tumor  would  seem  probable, 
by  its  prompt  disappearance  after 
removal  of  the  tumor ;  indeed,  the 
patient  herself  remarked  that  during 
the  time  when  the  chest  was  being 
aspirated  the  abdominal  accumulation 
formed  much  more  slowly,  and  such 
was  in  reality  the  case. 

Case  II. — Aged  32  years,  white. 
Shot  twice  with  a  38-calibre  revolver. 
When  I  saw  him,  at  5  p.m.,  two  hours 
after  the  shooting,  he  was  resting 
comfortably;  pulse  100;  temperature 
99°.  One  bullet  had  entered  the 
right  thigh,  four  inches  below  the 
anterior  superior  spine  of  the  ileum. 
A  probe  passed  in  this  opening  took 
a  course  for  2>^  inches  backward  and 
downward  at  an  angle  of  about  45 
degrees.  The  ball  could  not  be 
located. 

The  other  ball  entered  the  antero- 
inner  aspect  of  the  left  thigh,  and 
was  removed  from  beneath  the  skin, 
on  the  posterior  surface  of  the  limb. 

At  10  P.M.,  five  hours  later,  the 
patient  on  moving  complained  of 
soreness  in  the  right  iliac  region,  but 
had  no  pain.  The  abdomen  was  soft 
and  slightly  tender  at  spot  mentioned. 
Temperature  100°;  pulse  y^. 


I  was  called  four  hours  later  to  find 
the  patient  with  undoubted  signs  of 
peritonitis.  Vomiting,  intense  pain, 
abdomen  rigid  and  very  tender.  Tem- 
perature 101°;  pulse  100. 

At  8  A.M.,  as  soon  as  preparations 
could  be  made,  the  abdomen  was 
opened.  Peritonitis  was  general. 
Adhesions  had  already  formed,  and 
the  rapidity  with  which  inflammatory 
exudation  had  occurred  was  a  matter 
of  comment.  Three  bullet  holes, 
which  were  found  in  the  small  bowel, 
were  carefully  closed.  Great  pains 
were  taken  to  clean  the  peritonaeum 
of  extravasated  intestinal  contents. 
The  cavity  was  flushed  with  warm 
water  and  a  glass  drainage  tube  in- 
serted. 

The  point  of  entrance  of  the  bullet 
into  the  cavity  could  not  be  ascer- 
tained, but  on  hunting  for  it  the  bullet 
itself  was  found  free  at  the  bottom 
of  the  pelvis.  Operation  lasted  forty 
minutes.  The  patient  failed  gradually, 
and  died  thirty  hours  after  the  opera- 
tion. Had  this  patient  presented, 
when  first  seen,  a  condition  warrant- 
ing operation,  his  chances  for  recovery 
would  have  been  vastly  greater. 

The  case  is  but  an  illustration  of 
the  futility  of  operating  after  a  lapse 
of  time  that  has  enabled  peritonitis 
to  get  fully  underway.  The  opera- 
tion, if  done  at  all,  must  be  done  im- 
mediately, and  done  thoroughly  to  be 
of  any  avail. 

Case  III. — Was  sent  by  her  physi- 
cian to  have  an  ovarian  operation. 
She  had  had  two  miscarriages,  and 
gave  a  history  of  pelvic  inflammation 
which  had  existed  for  several  years. 

On  December  24,  after  having 
missed  three  preceding  periods,  she 
was  seized  with  pain  in  the  abdomen, 
and  it  being  associated  with  an  uterine 
flow  she  was  treated  for  miscarriage. 
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On  January  14,  when  she  was  seen 
here,  there  was  a  tumor  on  the  right 
of  the  uterus  as  large  as  an  orange. 
The  uterus  was  fixed  and  the  abdomen 
swollen  and  tender.  Temperature 
range  100°  to  ioi.°  The  operation 
was  done  January  19. 

As  soon  as  the  peritonaeum  was 
opened   there   was  a    gush   of   dark 


the  use  of  the  drainage  tube  for  nine 
days.  The  discharge  then  began  to 
be  purulent,  and  a  rubber  tube  was 
substituted  for  the  glass,  and  it  being 
each  day  shortened  came  out  alto- 
gether in  four  days  more.  The  dis- 
charge had  entirely  ceased,  and  the 
sinus  closed  by  the  end  of  the  fourth 
week. 


/^.—Position  which  fcetus  occupied  in  the  tube. 

O.— Ovary. 

/•.—Position  which  placenta  occupied  in  the  tube. 

/?.— Fimbriated  extremity,  the  point  at  which  the  rupture  occurred. 


blood,  and  as  the  tumor  was  lifted 
out  of  the  pelvis  a  2}^  months  foetus 
escaped  through  the  abdominal  open- 
ing. Notwithstanding  careful  irriga- 
tion after  removal  of  the  tumor,  a 
considerable  amount  of  partially  or- 
ganized blood  clot  was  left  adherent 
to  adjoining  surfaces.  This  was 
slowly  disintegrated,  and  necessitated 


The  patient  returned  to  her  home 
in  Jackson,  Tenn.,  in  good  health  five 
weeks  after  the  operation.  The  rup- 
ture, which  probably  occurred  on  De- 
cember 24,  was  at  the  fimbriated  end 
of  the  tube,  it  being  the  point  of  least 
resistance.  The  foetus  was  at  the 
outer  end  of  the  tube,  the  placenta 
being  between  it  and  the  uterus. 
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Puerperal  Fever.^ 


BY    H.    B.    TANNER,    M.D., 

KAUKAUNA,   WIS. 


Hippocrates  and  Galen  have  been 
dead  a  good  many  years,  and  so  has 
Semmelweis,  so  by  way  of  introduc- 
tion it  will  not  be  necessary  to  take 
the  time  of  the  Society  by  quoting 
from  these  more  or  less  familiar 
authorities,  and  it  might  be  possible 
for  an  enterprising  student,  by  careful 
research,  to  establish  the  fact  that 
the  treatment  and  prevention  herein 
advocated  was  known  in  ancient 
times.  Nevertheless  there  are  phy- 
sicians right  here  in  Wisconsin  who 
will  dip  their  fingers  in  the  proffered 
saucer  of  lard  and  introduce  them 
into  the  genital  tract  of  their  puer- 
peral patients,  looking  only  with  in- 
difference upon  the  established  doc- 
trine of  septic  infection  when  their 
patient  develops  sepsis. 

It  is  not  my  intention  at  this  time 
to  enter  into  a  careful  analysis  of  the 
cause  and  the  exact  known  pathology 
of  all  the  fevers  that  may  arise  during 
the  puerperal  period,  but  rather  to 
present  a  short  paper  on  the  septic 
fevers  often  met  with  during  or 
shortly  following  confinement. 

That  septic  puerperal  fever  is  not 
as  frequent  a  complication  of  child- 
birth as  in  former  years  is  well  at- 
tested by  statistics.  I  was  very  much 
interested  recently,  during  a  series  of 
examinations  for  life  insurance,  to 
note  that  out  of  sixty-seven  men  ex- 
amined twenty-two  gave  childbirth  as 
the  cause  of  death  of  either  their 
mother  or  one  of  the  grandmothers. 


1  Read  before  the  Wisconsin  State  Medical  So- 
ciety, May  5, 1893. 


Such  cases  are  of  no  value  from  an 
accurate  statistical  point,  and  are  only 
given  here  to  show  the  great  mortal- 
ity surrounding  childbirth  in  former 
times. 

At  no  time  can  grim  death  strike  a 
harder  blow  than  to  claim  a  recent 
mother  as  a  victim. 

Society  can  better  spare  any  other 
member  of  the  farnily  than  the  one 
who  has  just  passed  the  perilous  por- 
tals of  parturition  into  the  sacred 
realms  of  maternity. 

Society  may  well  look  with  concern 
upon  the  loss  of  so  necessary  a  mem- 
ber, especially  when  there  is  left  be- 
hind a  helpless  infant,  whose  future 
training  is  often  left  to  the  care  of 
strangers. 

Any  means  by  which  so  dreaded 
an  accident  may  be  averted  should 
enlist  our  earnest  attention.  Owing 
to  our  present  greatly  increased 
knowledge  of  the  causes  of  it,  and 
the  means  of  preventing  them,  there 
should  be,  speaking  theoretically,  no 
such  thing  as  puerperal  fever. 

As  a  matter  of  fact,  however,  there 
are  many  cases  every  year.  This  is 
probably  because  the  knowledge  of 
the  causes  of  and  the  means  of  pre- 
venting puerperal  fever  is  possessed 
by  very  few  of  the  many  who  have  to 
do  with  the  lying-in  woman,  such  as 
midwives,  students,  nurses,  husbands, 
the  patients  themselves,  and  some 
doctors. 

There  are  several  sources  of  infec- 
tion ;  the  physician,  the  nurse  and 
the  patient  herself. 
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The  physician  may  carry  the  dis- 
ease direct  to  the  woman  by  neglect 
ing  to  properly  cleanse  his  hands  and 
instruments  before  use.  In  the  pres- 
ent state  of  our  bacteriological  knowl- 
edge as  to  the  cause  of  inflammation 
and  suppuration,  we  are  bound  to  use 
every  means  in  our  power  to  avoid 
sowing  any  unnecessary  germs  in  our 
wounds. 

Soap  and  hot  water  are  the  best 
disinfectants,  if  we  use  but  one,  for 
they  remove  all  germs  which  will 
come  away  easily.  The  bichloride  of 
mercury  is  the  most  powerful  chemi- 
cal germicide,  and,  in  addition  to  de- 
stroying outright  many  germs,  it  has 
the  valuable  property  of  inhibiting 
the  growth  of  those  germs  with  which 
it  comes  in  contact. 

The  nurse,  by  meddlesome  exami- 
nations and  neglecting  to  promptly 
remove  all  soiled  clothing  and  dis- 
charges from  the  patient,  may  be  the 
one  at  fault.  But  I  believe  in  general 
practice  the  disease  will  be  found  in 
the  majority  of  cases  to  be  due  to  the 
patient's  own  neglect  in  not  insisting 
on  being  kept  perfectly  clean. 

The  popular  prejudice  about  catch- 
ing cold  is  so  prevalent  that  many 
will  lie  for  hours  in  all  their  soiled 
clothing  because  some  neighbor  told 
her  it  was  not  good  to  change  the 
bed  until  the  next  day,  and  I  have 
often  had  patients  seriously  object  to 
changing  their  clothing  during  their 
first  week  after  confinement.  One 
woman  recently  gave  as  a  reason  that 
she  was  afraid  she  would  lose  her 
milk.  In  a  case  of  puerperal  fever 
occurring  in  my  practice  I  found  a 
woman  who  had  not  changed  her 
stockings  for  four  weeks.  She  had 
a  slight  attack  of  roseola  about  a 
month  before  and,  as  usual,  was  afraid 


she  might  catch  cold.  This  beautiful 
garden  of  microbic  growth  was  ruth- 
lessly destroyed  as  soon  as  discovered, 
but  not  soon  enough  to  prevent  weeks 
of  sickness. 

The  question  often  arises,  Do 
women  ever  generate  the  disease 
themselves  ?  Is  there  such  a  thing 
as  autogenetic  origin  of  puerperal 
fever?  If  autogenesis  implies  that 
a  germ  disease  can  develop  without 
germs  having  been  implanted  by  any- 
thing or  anyone,  then  the  sooner  the 
term  is  abolished  the  better.  Nothing 
is  more  certain  at  the  present  day 
than  that  puerperal  fever  is  a  germ 
disease,  and  it  is  therefore  a  simple 
impossibility  without  the  implantation 
of  a  germ.  We  cannot  call  a  case  of 
puerperal  fever  following  the  rupture 
of  an  old  pyosalpinx  and  the  pouring 
out  of  its  stored  up  gonorrhoeal  pus 
into  the  peritonaeum  a  case  of  auto- 
infection. 

If  physicians  and  nurses  would 
always  disinfect  their  hands  before 
allowing  them  to  come  in  contact 
with  the  genitals  of  their  puerperal 
patients,  and  the  patients  themselves 
insist  on  having  everything  perfectly 
clean  about  the  bed,  then  the  causes 
of  puerperal  fever  would  be  relegated 
to  those  rare  cases  of  auto-infection 
from  a  pre-existing  septic  pelvic  dis- 
ease in  the  patient  herself,  or  perhaps 
a  gonorrhoeal  infection  on  the  part  of 
her  husband. 

The  method  of  cleansing  the  hands, 
as  practiced  by  many  physicians,  is 
to  first  wash  them  with  soap  and  hot 
water,  then,  after  rinsing  off  the  soap 
and  wiping,  to  clean  beneath  the  nails 
with  a  pocket  knife,  then  a  moment's 
scrubbing  in  a  solution  of  i  in  2000 
bichloride  and  using  the  examining 
hand,  wet  with  the  solution,  without 
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having  been  wiped  or  coming  in  con- 
tact with  anything  else.  This  can  all 
be  done  in  from  three  to  five  minutes, 
while  you  are  getting  the  usual  his- 
tory from  the  patient.  Hands  treated  ^ 
in  this  manner  are  practically  aseptic, 
and  if  any  germs  remain  their  life 
has  been  so  inhibited  that  they  have 
lost  all  power  to  multiply. 

At  this  point  it  may  be  well  to  in- 
quire whether  a  digital  examination 
should  be  made  or  not.  Many  teach- 
ers say  it  is  wholly  unnecessary,  and 
an  element  of  grave  danger.  They 
rely  altogether  upon  the  information 
derived  from  external  palpation.  This, 
I  believe,  is  a  refinement  of  practice 
uncalled  for. 

I  firmly  believe  no  physician  can 
tell  the  exact  condition  present,  and 
attain  the  knowledge  he  ought  to  have 
of  his  obstetric  patient,  without  the 
aid  of  a  digital  examination. 

Physicians'  fingers  as  a  source  of 
infection,  I  believe  are  very  much 
overrated,  and  when  properly  disin- 
fected never  a  cause  of  infection. 

If  after  all  our  care,  some  morning 
we  find  our  patient  has  had  a  chill 
during  the  night  and  complains  of 
abdominal  pain  with  a  suppression  of 
the  lochia  and  elevated  temperature 
with  rapid  pulse,  after  carefully  ex- 
cluding any  of  the  eruptive  fevers,  ap- 
pendicitis, acute  phthisis  and  typhoid 
fever,  we  may  be  sure  some  septic 
infection  has  taken  place.  The  car- 
dinal rule  of  practice,  then,  is  to  find 
the  place  of  entrance  of  the  germs 
and  prevent  their  further  develop- 
ment. 

Supposing,  however,  that  there  is 
no  doubt  about  the  diagnosis,  and  that 
the  case  is  really  one  of  puerperal 
fever,  let  us  glance  for  a  moment  at 
the  factors  concerned  in  the  produc- 


tion of  the  appalling  symptoms.  Puer- 
peral fever  is  due  to  the  implantation 
of  bacteria,  probably  the  staphylo- 
coccus pyogenes  aureus,  probably  also 
of  the  streptococcus,  ether  with  or 
without  the  gonococcus,  upon  a 
wounded  surface  in  the  parturient 
canal.  Bacteria  require  dead  matter 
for  their  food  ;  they  cannot  thrive  on 
a  dry  and  healthy  living  surface,  but 
they  excrete  toxic  substances  known 
as  ptomaines,  which  have  the  power 
to  kill  a  minute  layer  of  the  surround- 
ing tissue.  This  minute  layer  of  dead 
tissue  affords  an  excellent  feeding 
ground  for  the  growth  and  multipli- 
cation of  the  bacilli.  The  more  ad- 
vanced pathologists  consider  that  it 
is  the  entrance  of  these  ptomaines, 
and  not  of  the  bacilli  themselves,  into 
the  blood,  which  causes  the  rise  of 
temperature,  while  others  consider  all 
fevers  as  fermentations  due  to  the 
presence  of  bacilli  in  the  blood. 
Either  the  bacilli  or  their  excreta, 
when  absorbed  into  the  blood  in  suf- 
ficient quantity,  produce  at  first  a 
profound  irritation  of  the  vaso-motor 
or  great  sympathetic  nerve,  causing 
contraction  of  the  capillaries  and 
pallor  of  the  skin,  followed  by  reac- 
tion or  paralysis,  accompanied  with 
flushing.  Now  comes  a  very  impor- 
tant point  in  the  case.  It  is  a  well- 
demonstrated  fact  that  absorption  of 
bacteria  or  ptomaines  takes  place  very 
much  more  rapidly  when  accumulated 
in  a  close  cavity  under  pressure  than 
when  they  are  merely  bathing  that 
surface  after  that  pressure  has  been 
removed  by  the  free  opening  of  the 
cavity. 

It  is  also  a  well-demonstrated  fact 
that  bacteria  and  ptomaines  in  an  open 
cavity  will  almost  as  readily  be  ab- 
sorbed into  the  capillary  meshes  of 
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absorbent  gauze  as  into  the  lymphatics 
and  Tcins.  These  two  facts  concern- 
ing the  behavior  of  infected  liquids, 
whe:her  retained  under  pressure  or 
when  the  pressure  is  relieved  by  free 
opeiing,  and  the  difference  in  the 
amcunt  of  absorption  of  bacilli  or 
ptonaines  which  takes  place  whether 
a  gven  cavity  is  open  or  full,  or  open 
an(  drained  nearly  dry  by  gauze,  these 
tw)  facts  are  of  vast  importance,  not 
ory  in  surgery  generally,  but  just  as 
rmch  in  obstetrics,  where  the  cavity 
cncerned  is  so  rich  in  open  veins  and 
Ipphatics. 

In  the  newly-delivered  woman  we 
hve  all  the  conditions  necessary  for 
v)und  infection.  We  have  the  peri- 
leum,  which  is  nearly  always  more  or 
Iss  lacerated,  slight  lacerations  of  the 
\gina  at  any  part  of  its  whole  length 
^but  especially  near  the  cervix  uteri 
^and  the  cervix  itself  is  often  torn, 
Ihile  in  every  case,  without  excep- 
lon,  we  have  that  great  raw  surface 
:ft  by  the  removal  of  the  placenta, 
ith  its  multitude  of  venous  lym- 
hatic  mouths. 

We  may  lay  it  down  as  an  axiom 

lat  the  gravity  of  the  symptoms  of 

ptic  absorption  are  in  direct  propor- 

j)n  to  the  quantity  of  bacteria  and 

omaines  absorbed,  and  to  the  rapid- 

j  with  which  this  is  accomplished. 

At  least,  in  the  case  of  the  genital 

let  of  women,  the  facility  for  rapid 

sorption  increases  as  we  ascend  the 

fial.     Thus  we  have  slow  and  mild 

neral   symptoms  from  a  lacerated 

rinaeum,    somewhat    more    severe 

es  from  a  lacerated   and  infected 

•vix,  very  serious  symptoms,  indeed, 

m  the  raw  placental  site,  while  the 

ult  is  almost  always  fatal  when  the 

|at  peritoneal  lymph  sac  itself  is 

cted.     In  case  of  septic  pelvic  cel- 


lulitis, the  inflammatory  process  is 
propagated  as  a  metro-lymphangitis 
or  peri-lymphangitis,  with  lympha- 
thrombosis.  The  connective  tissue  is 
infiltrated  in  an  irregularly  progres- 
sive migratory  manner,  analogous  to 
the  course  of  erysipelatous  subcuta- 
neous phlegmons. 

Treatme7tt. — It  is  not  my  practice 
to  use  the  vaginal  douche  as  a  routine 
measure.  It  is  only  after  severe  pro- 
tracted labor,  or  where  instrumental 
delivery  has  been  resorted  to,  that  one 
or  more  injections  are  ordered,  and 
then  in  nearly  every  case  use  the  bi- 
chloride of  mercury.  The  small 
wounds  of  the  vaginal  mucous  mem- 
brane and  perinaeum  often  met  with 
in  the  multipara,  and  always  present 
in  a  primipara,  need  no  treatment 
other  than  great  cleanliness  and  the 
receiving  of  all  the  vaginal  discharges 
in  an  aseptic  pad,  properly  made  from 
absorbent  cotton  and  gauze. 

It  is  necessary  in  every  case  of  puer- 
peral fever  to  search  carefully  for  the 
source  of  infection  and  point  of  en- 
trance. If  found  within  the  vagina, 
a  vaginal  injection  of  ^00"  ^^  ^^^  ^i' 
chloride  solution  every  two  hours  for 
one  day  will  probably  stop  the  trou- 
ble, bearing  in  mind  that  if  the 
sepsis  seems  to  be  passing  into  the 
circulation,  it  is  necessary  to  irrigate 
the  vagina  often.  If  the  infection 
seems  to  arise  from  a  lacerated  cer- 
vix, paint  the  laceration  with  the  com- 
pound tincture  of  iodine,  use  the  vagi- 
nal injection  as  before,  and  at  night 
introduce  a  rope  of  iodoform  gauze, 
one  end  packed  against  the  cervix,  the 
other  hanging  from  the  vagina.  If 
no  improvement  takes  place  after 
twelve  hours  of  this  treatment,  the 
source  of  infection  must  be  looked  for 
within  the  uterus  itself,  and  an  intra- 
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uterine  injection  should  be  given, 
preferably  of  the  -^^^j^  bichloride  solu- 
tion, at  first.  In  the  absence  of  a 
regular  uterine  douche  tube,  this  may 
readily  be  done  by  using  an  ordinary* 
bougie,  or  even  a  soft  rubber  cathe- 
ter, being  careful  not  to  inject  the 
fluid  faster  than  it  can  run  out.  This, 
with  a  full  dose  of  the  sulphate  of 
magnesia,  will  often  be  all  the  treat- 
ment needed.  In  case  the  fever  does 
not  remain  low  after  this  treatment, 
'  it  is  advisable  to  use  the  blunt  curette, 
'  going  over  the  entire  surface,  to  be 
followed  by  a  hot  bichloride  douche. 
The  patient  often  experiences  a  sharp 
chill  after  this  treatment,  and  it  is  best 
to  tell  the  friends  of  this  so  they  may 
know  what  to  expect.  If  the  tempera- 
ture continues  high,  and  you  are  sat- 
isfied that  the  source  of  infection  is 
within  the  uterine  cavity,  the  contin- 
uation of  the  disease  may  be  due  to  a 
want  of  proper  drainage.  To  remedy 
this  the  gauze  dressing,  as  advised  by 
Polk,  of  New  York,  will  be  the  proper 
treatment.  To  do  this  efficiently  it 
will  be  necessary  to  place  the  patient 
on  her  side  in  Sims'  position.  After 
using  the  uterine  douche,  draw  down 
the  anterior  lip  of  the  cervix  and  pack 
as  much  iodoform  gauze  into  the  uter- 
ine cavity  as  can  easily  be  introduced, 
allowing  a  portion  to  hang  from  the 
vagina.  The  local  treatment  is  the 
most  important,  and  if  thoroughly  car- 
ried out  little  else  will  be  needed. 
When  the  ptomaines  or  bacilli  have 
entered  the  circulation  there  are  no 
known  drugs  that  will  destroy  them^ 
and  our  chief  reliance  is  upon  their 
elimination,  and  it  is  very  necessary 
in  every  case  of  puerperal  fever  to 
keep  the  bowels  moved  several  times 
in  the  twenty-four  hours.  If  nature 
does  not  set  up  a  diarrhoea,  encourage 


one  yourself  with  the  sulphate  of  mag- 
nesia, or  the  mild  chloride  of  mexury. 
If  there  is  any  one  drug  that  las  a 
tendency  to  prevent  the  destrictive 
changes  in  the  nerve  centres,  and  the 
disorganization  of  the  blood  die  to 
sepsis,  quinine  more  nearly  fill;  the 
want   than    any   other.     In    suiable 
cases  it  should  be  given  in  ten-g-ain 
doses  two  or  three  times  in  the  tweity- 
four  hours.    In  septic  puerperal  feer, 
without    general    peritonitis,    opum 
should  never  be  given ;  it  only  msks 
the    symptoms,   checks    eliminat^n, 
and   furnishes   a   dreamy   bed    upn 
which  our  patients   float  to  anoter 
world.     Two  other  drugs  are  usefu — 
the  fluid  extract  of  ergot  to  keep  ip 
firm  contraction  of  the  uterus,  theroy 
closing  the  open-mouthed  veins  ad 
lymphatics,  and  the  tincture  or  im- 
sion   of    digitalis  to   slow  the   raid 
feeble   heart,   and   as   a  heart  tore. 
And   lastly,   avoid    antipyretics    sd 
give  whiskey  freely. 

An  abscess  may  form  somewhe 
in   the   pelvis,   and   pus   may  escje 
above  Poupart's  ligament  or  buriw 
downward.     It  is  important  to  dis> 
guish  between  cases  in  which  the  is 
is  shut  off  from  the  peritoneal  ca-'y 
and  those  in  which  it  lies  within  is 
cavity,  ready  to  burst  its  limiting  wis 
and   infect   the  peritonaeum    at  ty 
time,  if  nothing  is  done.     If  foun:o 
be  within  the  peritonaeum,  it  is  prer 
to  open  the  abdominal  cavity  ;  if  o- 
jecting  toward    Poupart's    ligamt, 
incise,  cleanse  and  introduce  iodo:m 
gauze  ;  if  near  the  vagina,  open  inat 
direction,  pack  and  drain. 

My  personal  experience  in  }r- 
peral  fever  is  limited  to  nine  (es 
incident  to  my  practice  in  a  totof 
623  deliveries,  and  five  cases  metth 
in  consultation.     Of  the  cases  cir- 
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ring  in  my  practice,  three  died ;  of 
those  seen  in  consultation,  three  died. 
A  desperate  case,  occurring  in  my 
practice  during  the  preparation  of  this 
paper,  has  well  tested  the  treatment 
as  set  forth  above.  And  in  closing  I 
will  briefly  quote  from  my  case  book. 
It  was  a  case  of  septic  puerperal  endo- 
metritis, with  pelvic  abscess.  The 
patient,  Mrs.  P.,  I  delivered  March  6, 
1893,  of  a  male  child,  at  full  term. 
The  labor  was  normal  in  every  respect, 
not  lasting  more  than  three  hours. 
This  was  her  sixth  child.  Two  months 
previous  to  this  she  suffered  from  a 
severe  attack  of  measles  which  con- 
fined her  to  her  bed  for  three  weeks. 
This  was  followed  by  an  eczematous 
eruption  about  the  mouth,  and  a  nasal 
catarrh  which  persisted  at  the  time 
of  delivery.  Nothing  unusual  took 
place  until  the  sixth  day  following  de- 
livery, when  she  was  taken  with  a  chill 
and  severe  headache  ;  there  was  slight 
pain  over  her  abdomen,  radiating  from 
the  uterus.  At  ten  a.m.  the  pulse  was 
130,  temperature  104^°;  at  five  p.m. 
the  pulse  130,  temperature  105°.  It 
is  not  necessary  to  give  the  pulse  and 
temperature  tracings  in  full,  but  I  will 
say  that  for  fourteen  days  her  pulse 
varied  from  90  to  160,  and  the  tem- 
perature from  99°  to  106°.  I  found 
the  source  of  infection  to  be  the  pla- 
cental site,  the  left  side  of  the  uterus. 


This  region  was  curetted  on  two  dif- 
ferent occasions,  and  the  general  uter- 
ine cavity  gone  over  with  a  blunt 
curette  once.  During  the  fourteen 
days  the  uterine  cavity  was  washed 
out  twenty  times,  using  at  different 
times  carbolic  acid,  corrosive  subli- 
mate, peroxide  of  hydrogen,  and  com- 
pound tincture  of  iodine.  After  three 
of  the  douches  an  iodoform  supposi- 
tory was  introduced  into  the  uterine 
cavity,  and  on  three  occasions  the 
uterine  cavity  was  packed  with  iodo- 
form gauze ;  this  gave  the  best  results, 
as  the  temperature  remained  lower 
after  this  treatment  than  any  other. 
The  internal  treatment  consisted  of 
the  free  administration  of  whiskey 
and  milk,  with  extract  of  beef.  She 
also  had  two  drops  of  the  tincture 
of  digitalis  and  five  drops  of  fluid 
extract  of  ergot  every  three  hours  for 
fifteen  days,  and  two  drachms  of  the 
sulphate  of  quinine,  divided  in  ten- 
grain  doses,  morning  and  evening. 

A  pelvic  abscess  developed  on  the 
left  side,  which  was  drained  through 
the  vagina.  Opiates  were  not  given,  as 
at  no  time  was  there  much  pain.  Her 
bowels  were  kept  freely  moving  with 
the  sulphate  of  magnesia.  I  firmly 
believe  that  the  persistent  irrigation, 
which  removed  large  quantities  of 
pus,  cleansing  the  infected  tissue, 
was  the  chief  factor  in  saving  her  life. 
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Mastitis  and  Its  Treatment.^ 


BY   M.    R.    MITCHELL, 

Professor  of  Obstetrics  in  the  Kansas  Medical  College,  Topeka. 


The  sorrows  of  maternity  do  not 
end  with  bringing  forth  children. 
When  the  babe  is  first  wrapped  in 
swaddling  clothes,  the  responsibilities 
of  the  obstetrician  are  but  fairly  begun. 

By  derangements  of  the  breasts 
great  suffering  is  often  experienced, 
the  mother's  convalescence  much 
complicated,  and  the  child's  welfare 
sorely  tried.  One  of  the  most  com- 
mon of  these  derangements  is  sup- 
purative mastitis. 

The  general  indications  are  swell- 
ing, hardness  of  some  part,  or  it  may 
be  of  the  whole  of  the  mammary 
gland,  with  tenderness,  pain,  lym- 
phangitis, evidenced  by  the  appear- 
ance of  red  lines  on  the  surface  of 
the  gland  and  in  the  axillary  region, 
with  more  or  less  rise  in  temperature 
and  pulse,  and  sometimes  pronounced 
rigors.  It  is  easily  diagnosed  from 
tuberculosis  of  the  mammary  gland 
by  the  indications  of  acute  inflamma- 
tion. 

The  disease  presents  in  varied  de- 
grees of  intensity,  from  the  tender 
lump  to  the  multilocular  abscess, 
which  occupies  the  whole  of  the 
gland,  filled  with  pus  and  broken- 
down  connective  tissue,  incurring 
weeks  or  months  of  intense  suffering 
and  exhaustion,  with  permanent  im- 
pairment of  function  of  the  gland. 

For  clinical  study  of  the  pathology 


^  Read  before  the  Section  of  Gynaecology  and  Ob- 
stetrics of  the  State  Medical  Society  of  Kansas,  May 
12, 1893- 


and  treatment,  experience,  perhaps, 
justifies  the  usually  classified  varieties. 

Thus,  first,  superficial  or  subareolar, 
shown  by  soreness,  redness,  swelling 
at  a  point  on  the  surface  near  the 
nipple,  which  soon  suppurates. 

Second,  it  is  sub-mammary,  deeply 
seated  in  the  connective  tissue  be- 
tween the  gland  and  the  pectoral 
muscles.  The  sympt'-ms  are  general 
swelling  and  prominence  of  the  gland, 
great  pain,  high  temperature,  no  red- 
ness, and  often  attended  with  chill. 

The  third  variety,  the  most  com- 
mon form,  is  parenchymatous,  located 
in  the  body  of  the  breast,  comnionly 
involving  both  the  glandular  and  the 
inter-glandular  connective  tissue.  Its 
special  symptoms  are  circumscribed 
prominence  and  redness,  with  other 
usual  indications  of  local  inflamma- 
tion and  suppuration. 

Mastitis  may  occur  in  any  case, 
and  at  any  time  during  lactation,  and 
even  non-lactation,  but  it  is  most  apt 
to  occur  in  the  primipara,  and  in  the 
first  three  or  four  weeks  of  lactation. 

In  the  primipara  these  rudimentary 
organs  are  at  first  severely  exercised. 
Imperfect  development  or  depression 
of  the  nipples  intensify  the  effort  to 
secure  lactation,  resulting  in  the 
wounding  or  removal  of  the  epi- 
thelium. This  mechanical  irritation, 
with  a  want  of  cleanliness,  produces 
excoriated  or  fissured  conditions  of  the 
nipple,  which  are  the  most  frequent 
predisposing  causes  of  the  disease. 
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The  opinion  has  been  quite  preva- 
lent that  abscess  of  the  breast  may 
follow  a£  a  direct  and  necessary  con- 
sequence of  engorgement  caused  by 
imperfect  flow  of  milk,  by  drafts  of 
cold  air,  blows  and  bruises.  But  this 
view  is  hardly  consistent  with  the 
accepted  theory  of  pai  asitic  causation 
of  suppuration.  Such  conditions  can 
reasonably  be  regarded  as  only  pro- 
ducing a  susceptibility  to  abscess,  the 
ultimate  consequence  of  the  entrance 
of  microbes  through  the  wounded 
epithelium  of  the  nipple,  or  it  may  be 
rarely  autogenetic  from  the  general 
septic  character  of  the  blood  of  the 
mother. 

In  calling  attention  to  the  treat- 
ment, I  wish  to  emphasize  the  re- 
sponsibility of  the  obstetrician  as  to 
the  preventive  attention. 

The  primary  care  of  the  breasts 
should  not  be  left  to  the  patient  and 
nurse,  but  should  have  the  personal 
direction  of  the  obstetrician  himself. 

Necessary  precautions  to  prevent 
excoriation  of  the  nipples  should  be 
minutely  directed,  and  particularly  as 
to  thorough  cleanliness,  and  protec- 
tion of  the  nipple  from  irritation. 

A  good  rule  from  the  first,  after 
each  nursing,  is  to  cleanse  the  nipple 
with  a  saturated  solution  of  boracic 
acid,  also  the  child's  mouth  with  the 
same  solution.  Endeavor  to  guard 
against  over-distension  and  conges- 
tion of  the  breast  by  suitable  com- 
pression and  support.  If  excoriation 
or  cracks  of  the  nipples  appear,  the 
above  cleansing  should  be  kept  up, 
also  boracic  acid  ointment,  or  the 
compound  tincture  of  benzoin  may  be 
applied  with  great  benefit,  and  the 
breasts  kept  carefully  covered  with 
dry  absorbent  cotton. 

Too  frequent  or  prolonged  nursing 


must  be  avoided.  If  the  fissures  be- 
come deep,  nursing  must  be  sus- 
pended for  a  time. 

In  case  of  a  circular  fissure  at  the 
base  of  the  nipple,  a  few  applications 
of  collodoin,  with  a  little  cotton,  may 
render  such  protection  as  will  secure 
healing  of  the  fissure. 

Great  benefit  is  sometimes  rendered 
by  touching  these  fissures  with  the 
pointed  stick  of  nitrate  of  silver.  In 
many  of  these  cases  of  excoriation 
and  fissures  of  the  nipple,  a  suitable 
shield  may  often  be  effectually  used 
and  the  process  of  nursing  continue, 
with  little  pain,  and  the  restoration  of 
injured  nipple  attained  much  more 
readily. 

But  if  nursing  is  attended  with 
considerable  pain,  and  there  appears 
any  indication  of  threatened  inflam- 
mation and  suppuration  of  the  breast, 
nursing  should  certainly  be  suspended, 
strict  antiseptic  care  pursued,  en- 
gorgement relieved  by  compression 
and  support  of  breast  bandage,  a 
skillful  and  intelligent  application  of 
massage,  with  some  emollient,  and 
occasional  bathing  of  the  gland  with 
solution  of  acetate  of  lead  and  opium, 
repeated  doses  of  a  saline  laxative, 
which,  by  its  derivative  effect,  assists 
in  draining  the  lymphatic  channels  of 
the  mother,  should  be  given. 

When  suppuration  becomes  inevit- 
able, or  has  already  set  in,  the  ques- 
tion of  lactation  is  an  important  one. 
If  there  is  a  reasonable  hope  of  an 
early  termination  of  the  disease  with- 
out serious  involvement  of  the  gland 
and  a  safe  preservation  of  the  func- 
tion, it  should  be  done.  When  the 
abscess  is  superficial,  or  involves  but 
a  small  portion  of  the  gland,  we  may 
expect  to  suspend  the  baby's  nursing 
only  temporarily,  but  in  all  aggravated 
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forms  we  should  promptly  decide  to 
suspend  it  entirely. 

Whenever  pus  is  formed  it  should 
be  immediately  evacuated  by  a  free 
opening. 

In  the  sub-mammary  of  parenchy- 
matous varieties,  where  the  pus  is 
located  deep  in  the  organ,  the  incision 
should  be  made  only  through  the  skin 
and  subcutaneous  tissue,  then  a  grove 
director  should  be  forced  into  the  pus 
cavity,  along  which  may  be  passed  a 
pair  of  scissors  or  spreaders,  by  which 
the  opening  may  be  enlarged  so  as  to 
introduce  the  finger  to  break  down 
the  diseased  tissues,  and  open  up  ad- 
ditional cavities.  Again,  where  the 
pus  cavities  are  deeply  seated,  there 
should  be  free  drainage  and  washing 
out  with  boiled  water.  In  old  cases 
when  the  pus  has  been  decomposed, 
some  antiseptic  wash  is  indicated, 
followed  by  an  antiseptic  gauze  dress- 
ing. As  a  rule,  in  these  operations 
an  anaesthetic  should  be  given.     In 


all  of  these  cases  poulticing  should 
be  rigidly  discarded,  but  absorbent 
cotton  should  be  used  as  a  dressing. 
In  some  instances  hot  fomentations 
may  be  temporarily  applied  where 
there  is  severe  pain. 

The  general  condition  of  the  patient 
in  many  cases  demands  attention. 
For  instance,  support  and  rest. 

The  chief  points  to  be  observed 
then  are  prompt  prophylactic  atten- 
tion, especially  to  the  nipple.  If 
abscess  is  imminent,  or  does  already 
exist,  take  the  baby  from  the  breast, 
secure  rest  to  the  organ,  immediately 
evacuate  the  pus. 

Thorough  cleanliness  and  antisepsis 
all  the  way  through. 

If  the  whole  technique  of  attention, 
embracing  the  above  as  the  principal 
points,  are  strictly  carried  out  under 
the  personal  supervision  of  the  ob- 
stetrician, child-bearing  will  be  de- 
prived of  at  least  some  of  its  horrors. 
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We  greatly  regret  that  by  an 
awkward  blunder  in  the  last  number 
of  the  Annals,  the  beautiful  tribute 
to  Dr.  Holmes,  with  the  reproduction 
of  his  picture  and  autograph  letter, 
was  not  credited  to  the  originator  of 
this  delicate  compliment.  It  should 
have  been  stated  that  the  picture  of 
the  Autocrat  of  the  Breakfast  Table, 
taken  in  1845,  together  with  his 
letter,  graced  the  menu  of  the  dinner 
given  to  the  American  Gynaecological 
Society  and  invited  guests  by  the 
distinguished    president   of    the    So- 


ciety, Prof.  Theophilus  Parvin.  Cer- 
tainly nothing  could  have  been  more 
appropriate  than  that  such  a  tribute 
to  Dr.  Holmes  should  have  been  ren- 
dered by  one  who  is  not  less  distin- 
guished for  scholarly  tastes  and 
literary  activity  than  for  his  brilliant 
professional  achievements.  Our  only 
excuse  for  such  an  error  is  the  ami- 
able confusion  incident  to  the  un- 
stinted hospitality  which  was  offered 
to  the  Society  at  its  last  meeting  in 
Philadelphia. 


OBSTETRICAL  SOCIETY  OF  PHILADELPHIA. 

Meeting  of  June  4,  1893. 


NON-OPERATIVE  TREATMENT  OF  SAL- 
PINGO-OVARITIS  ;  ITS  RESULTS  AND 
LIMITATIONS.         BY     GEORGE     ERETY 

SHOEMAKER,  M.D.     (See  page  594). 

discussion. 

Dr.  Noble  : 

I  did  not  hear  the  first  part  of  Dr.  Shoe- 
maker's paper,  but  I  have  heard  enough  to 
be  greatly  interested  in  it.  I  believe  that  we 
arc  learning  every  year  more  definitely  about^ 
the  subject  of  pelvic  inflammation.  When 
we  first  learned  that  chronic  pelvic  inflamma- 
tion was  usually  nothing  more  than  diseased 
ovaries  and  tubes,  and  often  pus-tubes,  the 
tendency  was  strong  to  advise  operation  in 
all  cases  of  diseased  uterine  appendages. 
With  further  observations  we  have  been  able 
to  differentiate  the  various  classes  of  diseased 
tubes  and  ovaries,  and  as  a  result  of  this  in- 
crease in  knowledge  we  feel  even  more  than 
ever  the  importance  of  early  radical  opera- 
tion in  some  of  these  cases,  and  in  others 
there  is  reason  to  believe  tjiat  by  means  of 
careful,  systematic,  prolonged,  local  and 
general  treatment  that  a  cure  can  be  effected 
without  operation.  If  we  fail  to  remove 
tubes  and  ovaries  disorganized  by  pus,  blood 
or  other  collections  of  fluid,  we  are  doing  a 
great  injury  to  our  patients  by  permitting 
them  to  run  along  with  the  chance  of  dying 
from  peritonitis  on  the  one  hand,  or  of  be- 
coming chronic  invalids  on  the  other.  Also 
in  cases  in  which  recurrent  attacks  of  perito- 
nitis take  place,  I  believe  it  is  then  best  to 
remove  the  diseased  structures  without  delay. 
At  the  same  time  I  agree  with  Dr.  Shoe- 
maker that  there  are  a  certain  number  of 
cases  of  pelvic  inflammation  in  women  who 
are  not  great  sufferers.  These  are  women 
having  simply  catarrhal  salpingitis  or  lightly 


adherent  appendages.  When  there  are  no 
good  reasons  for  so  doing  I  do  not  urge 
operation  in  this  class  until  I  have  tried 
other  measures  for  a  long  time.  Cases  of 
puerperal  origin  are  most  apt  to  get  well.  I 
do  not  believe  that  cases  of  gonorrhoeal  sal- 
pingitis often  recover.  I  know  of  only  two 
women  having  gonorrhoeal  salpingitis  that 
have  gotten  relatively  well.  Both  of  them 
had  recurrent  attacks  of  peritonitis,  but  they 
are  now  so  comfortable  that  they  do  not  re- 
quire treatment.  All  the  other  cases  that  I 
have  seen  have  continued  to  have  recurrent 
attacks  of  peritonitis  until  they  have  been 
operated  upon  or  have  passed  from  under  my 
care. 

The  reason  why  the  prognosis  is  much 
better  in  puerperal  peritonitis  is  that  it  need 
not  necessarily  involve  the  tubes.  Inflamma- 
tion induced  by  the  septic  endometritis  may 
spread  rap*idly  to  the  peritonaeum  through 
the  tubes  without  markedly  involving  them. 
Or  the  inflammation  may  spread  directly 
through  the  uterus  to  the  peritonaeum  cover- 
ing it,  and  in  this  way  a  peritonitis  may  de- 
velop without  involving  the  tubes  at  all.  Or 
the  inflammation  may  spread  through  the 
broad  ligaments  to  the  peritonaeum,  and  in 
this  way  set  up  peritonitis  without  involving 
the  tubes.  In  many  cases  of  this  class  the 
pelvic  mass,  which  is  felt  shortly  after  labor, 
is  simply  a  mass  of  exudate  within  the  peri- 
tonaeum, which  will  dissolve  in  time.  Such  a 
case,  with  packing  and  proper  constitutional 
treatment,  often  will  get  practically  well  and 
conceive  and  bear  other  children.  I  believe 
that  we  should  be  very  careful  about  advising 
the  removal  of  the  appendages  in  cases  of 
puerperal  peritonitis  unless  there  is  good 
reason  to  believe  that  pus  is  present.  Many 
of  these  cases  recover  without  operation.  In 
gonorrhoeal  salpingitis,  on  the  other  hand,  I 
believe  it  is  wise  to  operate  without  delay. 
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Heretofore  I  have  always  avoided  dilata- 
tion and  curetting  of  the  womb  as  the  means 
of  treatment  of  endometritis  in  cases  in  which 
there  was  reason  to  believe  that  the  tubes 
and  ovaries  were  at  all  diseased.  Practically 
I  have  followed  this  rule,  the  exceptions 
being  upon  very  few.  Recently,  however, 
evidence  has  accumulated  that  it  is  by  no 
means  so  dangerous  to  curette  the  womb 
under  these  circumstances  as  I  have  believed. 
Many  men  of  unquestioned  ability  and  in- 
tegrity are  testifying  to  this  fact ;  hence  we 
must  accept  it  as  proven  that  the  uterus  can 
be  curetted  with  very  little  risk  under  these 
circumstances.  I  am  not  yet  prepared  to  be- 
lieve that  the  result  to  be  obtained  from  this 
plan  of  treatment  is  all  that  is  claimed  by 
those  who  use  it.  Their  experience  as  yet 
has  not  been  great,  and  further  observation 
may  alter  their  views.  However,  I  intend  to 
give  the  method  of  treatment  a  trial  in  cases 
in  which  the  womb  is  large  and  soft  with  well- 
marked  endometritis,  and  in  which  I  have 
reason  to  believe  the  tubes  are  but  slightly 
involved.  Such  cases  undoubtedly  should 
be  operated  upon  only  when  under  the  influ- 
ence of  ether,  and  the  operation  should  be 
done  antiseptically.  Most  of  the  harm  which 
has  been  done  from  using  a  curette  has  been 
due  to  dirty  instruments  or  unclean  operators. 
In  conclusion,  I  wish  to  say  that  I  am  much 
indebted  to  Dr.  Shoemaker  for  bringing  this 
question  before  the  Society. 

Dr.  Massey: 

I  must  also  thank  Dr.  Shoemaker  for 
bringing  this  subject  before  us  this  evening. 
He  might,  however,  have  given  another 
reason  than  lack  of  necessity  for  considering 
the  operation  of  removal  of  the  appendages 
inadvisable  in  some  of  his  cases.  They  are 
often  not  followed  by  the  desired  results,  in 
spite  of  the  risk  and  sacrifice.  Many  so- 
called  successful  cases  tell  me  they  are  worse 
than  before  the  operation.  As  I  have  pointed 
out  before,  the  disease  often  remains  in  the 
uterus. 

Dr.  Shoemaker  is  pessimistic  as  to  the 
conservative  treatment  of  these  cases.  He 
avoids  even  mentioning  the  galvanic  current 
as  a  remedy,  in  spite  of  the  current  testimony 
presented  in  its  favor,  particularly  of  the  cata- 
phoretic  action  of  the  negative  pole,  by  which 
we  may  induce  an  osmotic  action  through 
several  layers  of  tissue.     The  treatment  by 


tampons,  etc.,  mentioned  by  him  is  of  service 
in  many  cases,  but  is  by  far  inferior  to  it.  I 
have  now  under  treatment  a  case  which 
illustrates  the  value  of  cataphoresis  in  the 
treatment  of  metro-salpingitis.  In  addition 
to  the  salpingitis,  evidenced  at  the  beginning 
of  treatment  by  an  enlargement  as  big  as  a 
hen's  egg,  there  is  a  retroversion  and  a  pro- 
lapse of  the  left  ovary.  The  lady  also  has  a 
desquamative  enteritis,  which  may  throw 
light  on  the  cause  of  the  utero-salpingeal 
catarrh.  The  enteritis  is  of  a  possibly  mi- 
crobic  origin,  though  I  am  not  aware  that 
these  cases  have  been  studied  by  bacteriolo- 
gists. 

When  the  treatment  of  this  case  was  begun 
the  left  tube  was  the  size  of  a  hen's  egg,  as  re- 
marked before.  After  one  month's  cata- 
phoretic  treatment,  the  negative  pole  being 
in  the  vagina,  and  markedly  increasing  its 
discharges,  there  was  a  decided  increase  in 
the  uterine  discharge,  accompanied  by  a 
coincident  decrease  in  the  size  of  the  tube. 
After  the  next  period  the  tube  had  contracted 
to  the  size  of  a  lead  pencil,  and  there  was 
improvement  in  the  symptoms.  The  dis- 
charge was  copious  and  stringy,  mixed  with 
shreds.  As  the  original  seat  of  the  disease, 
the  uterus,  remained  enlarged,  with  evidences 
of  still  existing  endometritis,  intra-uterine 
galvanic  treatment  was  given  before  the  next 
period  by  means  of  a  flexible  platinum  elec- 
trode, covered  with  cotton  to  reduce  the 
chance  of  temporary  aggravation  of  the  dis- 
ease to  the  minimum.  A  month  later  the 
uterus  is  apparently  smaller,  and  a  muco- 
purulent collection  in  the  tube  of  thirteen 
years'  duration,  dating  from  a  childbirth,  has 
not  refilled,  and  is  apparently  cured. 

I  agree  with  Dr.  Noble  in  reference  to  the 
relative  curability  of  gonorrhceal  and  puer- 
peral salpingitis.  I  do  not  remember  to  have 
ever  cured  a  case  of  undoubted  gonorrhceal 
origin,  although  they  have  been  benefited 
and  the  patients  made  comfortable. 

Dr.  Noble  : 

I  wish  to  speak  again  of  two  points.  A 
great  many  men  report  the  diagnosis  of  a 
pus  tube  and  of  its  discharging  through  the 
uterus  with  recovery  of  the  patient.  I  find 
that  I  am  not  always  able  to  diagnose  a  pus 
tube,  and  other  men  that  I  know  have  the 
same  difficulty.  Often  operation  discloses 
that  what  has  been  regarded  as  a  pus  tube 
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is  an  ovarian  abscess,  or  a  suppurating 
ovarian  tumor,  or  as  a  hydrosalpinx,  or  simply 
a  mass  of  adherent  ovary,  tubes  and  bowels. 
This  necessarily  leads  me  to  think  that  the 
gentlemen  reporting  these  cases  have  made 
a  mistake,  in  at  least  some  of  them.  Again, 
because  pus,  or  muco-pus,  comes  out  of  the 
external  os  uteri,  it  does  not  follow  that  its 
source  is  the  Fallopian  tube.  The  uterus 
can  hold  as  much  as  from  two  to  five  drachms 
of  liquid.  Therefore  pus  exuding  from  the 
OS  may  simply  have  come  from  the  endome. 
trium ;  and  I  am  perfectly  sure  that  this  is  its 
usual  source.  I  am  the  more  inclined  to  this 
opinion  because  of  the  many  pus  tubes  which 
I  have  removed  by  abdominal  section.  I 
could  count  upon  the  fingers  of  one  hand  the 
cases  in  which  when  the  tubes  were  cut  across 
in  their  removal  that  pus  escaped  from  the 
cut  end.  Even  when  these  tubes  after  their 
removal  are  held  in  the  hand  and  squeezed  it 
is  very  exceptionally  that  pus  will  escape 
from  the  cut  end.  Moreover,  we  very  well 
know  that  the  rule  is  that  pus  tubes  have  not 
one,  but  two  or  three  pus  pockets,  with 
strictures  between  these  pockets,  and  even 
supposing  that  one  pocket  should  evacuate 
itself  into  the  womb,  there  would  still  remain 
one  or  more  pockets  of  pus.  It  is  quite 
possible,  and  I  believe  probable,  that  tubes 
having  sight  of  catarrhal  salpingitis  do  dis- 
charge through  the  uterus,  but  these  are  not 
cases  of  pus  tubes. 

I  would  like  also  to  say  a  word  about  the 
statement  that  very  many  women  who  have 
had  the  ovaries  and  tubes  removed  suffer 
very  much  more  than  they  did  before  the 
operation.  I  wish  to  say  that  without  an 
exception  I  have  never  had  a  patient  tell  me 
that.  It  must  take  a  very  curious  type  of 
mind  to  interpret  the  complaints  some  of 
these  women  make  of  the  functional  dis- 
turbances due  to  the  menopause,  and  which 
disappear  in  the  course  of  twelve  or  eighteen 
months,  into  the  statement  that  they  suffer 
much  more  than  they  did  before  the  opera- 
tion. There  is  no  doubt  that  all  of  these 
women  are  not  restored  to  health,  and  why  is 
this  true  ?  My  observation  has  been  that  the 
women  who  have  not  been  restored  to  health 
belong  to  one  or  two  classes.  They  are 
those  who  have  carried  pus  tubes  or  sup- 
purating tumors  for  so  long  a  time  that  their 
constitutions  are  absolutely  wrecked,  and 
their  recuperative  powers  so  greatly  reduced 
40 


that  restoration  to  health  was  impossible,  or 
on  the  other  hand,  as  a  result  of  delay  and 
repeated  attacks  of  peritonitis,  the  abdominal 
and  pelvic  viscera  have  become  so  adherent 
that  in  order  to  remove  the  focus  of  the  dis- 
ease it  has  been  necessary  to  leave  the  pelvis 
pretty  well  stripped  of  its  peritonaeum.  Ad- 
hesions of  the  abdominal  viscera  take  place 
in  some  of  these  cases  and  at  times  cause  a 
great  deal  of  pain,  sometimes  requiring  a 
second  operation  for  its  relief;  but  surely 
these  partly  good  results  cannot  be  charged 
to  the  abdominal  surgeon,  but  rather  to  those 
who  oppose  the  rational  treatment  of  in- 
curable pelvic  conditions,  and  who  exert 
their  influence  to  prevent  suffering  women 
from  having  the  benefit  of  early  operative 
treatment,  before  their  constitutions  have 
been  broken  down  by  long-continued  illness, 
or  the  abdominal  and  pelvic  viscera  have 
been  completely  matted  together  by  repeated 
attacks  of  peritonitis.  The  operation  of  the 
surgeon  cannot  influence  these  physical  con- 
ditions, nor  will  it  influence  the  anaemia  and 
the  neuralgias  from  which  many  of  these 
women  suffer  as  the  result  of  long-continued 
disease. 

Dr.  B.  F.  Baer: 

Although  this  subject  is  not  a  new  one,  yet 
it  is  so  important  that  we  are  all  interested 
whenever  it  is  brought  up  for  discussion.  It 
is  easy  to  generalize  in  a  paper  or  in  a  dis- 
cussion, but  in  practice  we  must  individualize 
and  manage  the  case  on  its  merits.  When 
organic  disease  of  the  ovaries  and  tubes  ex- 
ists, as  pyo-salpinx,  haemato-salpinx,  haema- 
toma,  and  ovarian  abscess,  I  believe  it  is 
impossible  to  cure  by  any  means  except  by 
ablation  of  the  diseased  organs.  Of  course, 
it  would  be-  folly  to  assert  that  the  patient 
cannot  be  benefited  by  the  so-called  conser- 
vative means  of  treatment,  such  as  rest, 
proper  diet,  change  of  air,  change  of  habits, 
certain  forms  of  local  treatment,  etc.,  for  we 
all  know  that  such  cases  do  improve  under 
such  circumstances,  and  in  some  cases  get 
apparently  well.  (In  acute  disease  entire 
recovery  doubtless  sometimes  occurs.)  Some 
get  apparently  well  without  any  treatment. 
But  when  we  come  to  talk  of  curing  these 
cases  by  such  means  that  is  a  different  matter, 
and  I  was  glad  to  hear  Dr.  Shoemaker  state 
before  he  ended  his  paper  that  he  believed 
operation  was  always  called  for  in  serious 
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organic  disease  of  the  appendages,  for  that 
is  the  only  scientific  position  to  occupy.  I 
was  at  one  time  a  strong  believer  in  the  so- 
called  conservative  methods,  and  I  treated 
these  patients  by  all  of  the  non-operative 
measures.  They  were  improved  in  many  in- 
stances, but  exceedingly  seldom  cured ;  they 
came  back  and  were  treated  again  and  again 
improved;  but  finally,  operation  was  neces- 
sary in  all  of  them,  and  was  performed  either 
by  myself  or  someone  else.  Remember,  I 
am  speaking  of  organic,  and  not  of  functional, 
disease.  I  do  not  think  there  is  a  member  of 
this  society  who  is  guilty  of  removing  healthy 
appendages ;  if  there  is,  he  ought  to  be  called 
to  account. 

Dr.  Massey  has  stated  that  some  of  these 
cases  are  worse  after  operation  than  before  it, 
and  presumably  as  a  result  of  the  operation. 
This  is  not  the  fact  where  the  operation  has 
been  clean  and  thorough.  Symptoms  often 
persist  because  the  so-called  conservative 
treatment  has  resulted  in  such  delay,  if 
nothing  worse,  that  contiguous  organs  and 
tissues  have  become  in  consequence  so  thick- 
•ened  and  changed  in  character  that  it  requires 
a  long  time  before  they  return  to  their  normal 
state,  if  they  ever  do.  Others  do  not  get  rap- 
idly well  because  the  uterus  has  become  so 
chronically  hypertrophied  that  it  does  not 
readily  undergo  involution,  and  the  patient 
continues,  therefore,  to  have  pelvic  and  gen- 
eral symptoms.  These  are  two  main  reasons 
why  the  patient  sometimes  seems  no  better 
after  the  operation,  and  it  is  now  my  practice 
when  the  uterus  is  enlarged,  or  otherwise 
seriously  diseased,  to  make  supra-vaginal 
hysterectomy  at  the  same  time.  These  are 
radical  and  at  the  same  time  conservative 
measures,  but  I  am  sure  that  my  results  are 
better,  and  that  I  do  more  good  since  adopt- 
ing this  practice. 

Now  a  few  words  regarding  one  of  Dr. 
Shoemaker's  cases.  I  understood  him  to  say 
that  in  one  of  the  cases  reported,  a  girl  of  20 
years,  he  made  a  diagnosis  of  catarrhal  endo- 
salpingitis,  and  that  the  enlarged  tube  emptied 
itself  into  the  uterine  cavity,  and  discharged  its 
contents  through  the  cervical  canal.  I  merely 
wish  to  say  that  this  is  a  refinement  of  diag- 
nosis which  I  have  not  yet  reached,  and  that 
I  would  rather  regard  the  case  as  one  of  endo- 
metritis; or,  if  the  tube  was  enlarged,  as 
stated,  I  would  question  the  cure  without 
removal  of  the  tube.    I  would  likewise  ques- 


tion the  almost  similar  statement  made  by 
Dr.  Massey  regarding  his  case  of  pyo-salpinx. 

Dr.  Massey  : 

I  must  admit,  with  Drs.  Baer  and  Noble, 
the  difficulty  of  certifying  that  a  certain 
amount  of  pus  was  present  in  the  tubes,  but 
there  is  no  difficulty  in  certifying  that  a  lump 
like  a  tube  was  there  and  has  disappeared. 
A  diagnosis  sufficient  to  warrant  an  operation 
is  good  enough  for  me. 

In  saying  that  a  tube  cannot  empty  through 
the  uterus  because  it  will  not  do  so  after 
death,  we  forget  that  functions  of  erectile 
tissue  are  then  inactive,  together  with  the 
circular  and  longitudinal  muscular  fibres. 

I  wish  to  take  exception  to  the  statement 
that  hsemato-salpinx  is  a  disease  incurable 
except  by  operation.  Mere  effusions  of  blood 
in  other  portions  of  the  body  are  not  so  con- 
sidered. There  is  nothing  so  easily  absorbed 
as  clean  blood.  I  wish  also  to  take  exception 
to  the  assumption  of  Dr.  Shoemaker  that 
everything  is  capable  of  progress  except  con- 
servative methods.  Is  it  not  possible  that 
the  trials  mentioned  by  him  were  insufficient 
or  incapable  of  improvement  t  We  must  not 
take  it  for  granted  that  we  know  everything 
about  these  conservative  methods  and  their 
potentialities,  but  bend  honest  efforts  toward 
their  betterment  as  well  as  the  operative 
ones. 

Dr.  Baldy  : 

I  agree  with  Dr.  Baer  in  almost  everything 
he  has  said.  I  also  agree  with  Dr.  Noble  in 
that  I  do  not  agree  with  those  eminent  men 
who  say  they  find  pus  tubes  discharging  into 
the  uterus. 

Dr.  Slocum  : 

My  experience  convinces  me  that  that 
which  Dr.  Noble  doubts  does  really  take 
place,  and  frequently.  A  sub-acute  endo- 
salpingitis  occurs,  neither  gonorrhoeal  nor 
puerperal  in  origin,  causing  a  muco-purulent 
excretion,  and  accompanied  by  a  constriction 
just  behind  the  partition,  or  an  occlusion  by 
the  fimbria,  and  a  narrowing  of  the  calibre  at 
the  uterine  end,  until  the  internal  pressure 
overcomes  the  constriction  or  induces  a  mus- 
cular spasm  of  the  tube,  forcing  its  contents 
into  the  uterus.  This  is  almost  always  preceded 
by  pain,  and  is  referred  to  the  side  on  which 
the  diseased  tube  lies,  in  marked  contrast  to 
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the  central  or  general  pain  of  uterine  spasm. 
In  one  of  fny  patients  this  pain  was  so  severe 
that  she  almost  fainted  in  the  street.  An 
analogous  condition  occurs  in  the  superior 
maxillary  fossa  and  in  the  frontal  sinuses, 
modified  by  their  different  anatomical  sur- 
roundings and  their  narrower  range  of  nerve 
reflexes.  In  each  case  we  have  a  mucous 
cavity  with  a  narrow  exit.  As  long  as  it  can 
discharge  or  drain  few  or  no  symptoms  occur, 
but  when  this  is  prevented  trouble  begins. 

That  pus  does  not  escape  from  the  cut  end 
of  the  tube  at  the  operation  for  removal  of 
pus  tubes  does  not  militate  against  my  state- 
ment. An  operation  could  probably  not  be 
determined  upon  until  such  progression  had 
taken  place  in  the  inflammatory  deposit  in 
the  wall  or  lining  of  the  tube  that  it  is  no 
longer  able  to  empty  itself,  and  the  place 
where  the  cut  is  made  in  removing  it  is  just 
where  this  thickening  has  taken  place  for  a 
distance  of  probably  a  half  to  one  inch  along 
its  length,  and  of  course  no  pus  flows.  If  it 
could  get  through  it  would  have  emptied 
itself,  and  the  operation  would  not  have  been 
done. 

Dr.  Shoemaker  : 

The  treatment  of  gonorrhceal  salpingitis 
was  not  strictly  under  discussion  here.  If 
pus  forms  the  treatment  is  removal.  '  In  only 
one  gonorrhoeal  case  has  anything  like  a 
satisfactory  result  been  obtained  in  my  hands 
without  section.  Here  the  husband,  who  had 
infected  his  wife,  opposed  the  operation 
which  I  urged,  and  preferred  to  pay  the  bill 
for  long-continued  treatment.  The  left  tube 
was  hard,  but  contained  little  fluid,  as  it  ap- 
peared to  drain  occasionally  into  the  uterus. 
Attacks  of  paroxysmal  pain  in  the  left  side 
were  followed  for  a  few  hours  by  a  scant 
flow  of  highly  offensive  pinkish  pus,  differing 
from  her  ordinary  non-offensive  leucorrhoea. 
Several  months  of  treatment  vastly  relieved 
the  tenderness,  and  the  tube  walls  apparently 
ceased  to  secrete.  This  was  two  years  ago, 
and  at  present  she  is  comfortable  and  thinks 
she  is  well.  At  any  time  that  tube  may  in- 
flame again  and  require  removal. 

It  has  seemed  to  me  that  tubes  occasionally 
drain,  and  that  those  which  do  HOt  drain  are 
the  very  ones  requiring  removal,  as  has  been 
said  by  Dr.  Slocum.  Consequently  the  ma- 
jority of  pus  tubes  which  can  be  handled  and 
studied  show  the  uterine  end  closed.    As  to 


puerperal  pus  tubes  it  is  possible  that  the  pus 
is  of  such  character  that  if  drained  the  ab- 
scess sac  will  cease  to  secrete.  I  saw  a  pro- 
foundly septic  puerperal  case  in  consultation 
several  months  ago,  with,  a  fluctuating  mass 
the  size  of  two  fists  to  the  right  of  and  behind 
the  uterus.  It  was  considered  to  be  tubal, 
but  she  refused  section,  and  there  was  soon 
afterward  a  sudden  flow  of  pus  from  the 
vagina.  I  saw  her  again  in  two  months,  and 
according  to  the  history  the  tube  was  filling 
and  emptying  itself  every  two  or  three  weeks, 
and  was  then  as  large  as  an  ^%g.  She  was 
having  chills  and  was  perspiring,  but  refused 
section  still.  Twice  since  1  have  see  her  at 
intervals,  and  now  after  six  months  the  tube 
is  as  small  as  a  finger  and  she  has  no  more 
chills  and  has  no  pain.  Will  that  tube  stop 
secreting  ?  Nothing  was  said  about  electri- 
city in  the  paper  because  it  was  confined  to 
matters  of  personal  experience.  The  elec- 
tricians, like  the  homoeopathists,  have  claimed 
so  very  much  as  to  throw  doubt  on  some 
things  which  are  very  likely  true.  I  am  still 
waiting  for  a  general  agreement  as  to  its 
value. 

As  to  the  criticism  that  one  of  the  cases 
was  endometritis.  The  writer's  opinion  only 
was  given.  She  was  under  treatment  for 
some  time  for  supposed  endometritis,  as  the 
tube  could  not  be  felt  until  ether  was  given. 
I  was  simply  illustrating  a  class  of  cases  in 
which  personally  I  refused  to  do  coeliotomy. 
She  has  no  doubt  before  this  gone  to  some 
one  else,  and  he  has  removed  the  organ. 
Every  one  admits  the  difficulty  in  determin- 
ing the  exact  condition  of  small  tubes,  even 
with  ether. 

Dr.  Massey  : 

I  cannot  say  positively  of  what  the  patient 
died.  My  information  that  she  died  of  ob- 
struction of  the  bowels  was  second-hand,  but, 
I  think,  reliable. 


REPORT  OF  A  CASE  OF  SUPRAVAGINAL 
HYSTERECTOMY  BY  BAER'S   METHOD. 

BY  F.  w.  TALLEY.    (See  page  600.) 

DISCUSSION. 

Dr.  B.  F.  Baer  : 

I  was  very  much  interested  in  Dr.  Talley's 
report,  and  pleased  with  the  skill  manifested 
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in  the  operation.  I  saw  the  specimen  soon 
after  it  was  removed,  and  it  showed  evidences 
of  strong  adhesions.  The  post-mortem 
showed  that  the  pedicle  was  healthy.  If  the 
patient  died  from  sepsis  it  did  not  come  from 
the  cervical  canal,  but  from  the  drainage 
tube,  which  I  regard  as  having  been  un- 
necessary. 

I  agree  with  everything  else  that  Dr.  Tal- 
ley  has  done  and  said  in  the  case,  with  the 
exception  of  the  statement  that  he  believed 
the  cervical  fluid  is  liable  to  enter  the  peri- 
toneal cavity  and  result  in  septic  peritonitis. 
My  objection  to  the  statement  is  based  upon 
the  fact  that  there  is  no  cervical  fluid.  The 
secretion  from  the  cervical  glands  is  a  most 
viscid,  tenacious  substance  and  not  a  fluid  at 
all.  It  is  a  plug,  placed  there  by  nature  for 
the  very  purpose  of  preventing  the  entrance 
of  septic  material  from  the  vagina.  It  is  only 
when  it  is  disturbed  by  disease  or  by  the 
surgeon  that  the  way  is  open  for  sepsis  to 
enter.  I  have  now  had  thirty  cases  of  re- 
covery by  this  method,  and  there  has  not 
been  the  slightest  evidence  of  infection 
observed  in  these  cases.  I  believe  this  is 
mainly  due  to  the  fact  that  I  do  not  touch  the 
cervical  canal.  The  cervix  must  be  left  abso- 
lutely alone  before,  during  and  after  the 
operation,  if  it  is  healthy.  If  the  organ  is  not 
in  a  healthy  state  the  case  is  not  one  for 
operation  by  this  method,  and  total  extirpation 
should  be  the  operation  of  election.  At  the  last 
meeting  of  the  American  Gynaecological  So- 
ciety, my  friend  Dr.  Mann,  of  Buffalo,  re- 
ported two  cases  operated  by  "Baer's  method," 
both  of  which  died  from  sepsis.  I  asked  Dr. 
Mann  whether  he  did  anything  to  the  cervical 
canal,  and  he  replied,  "  Oh  yes,  I  dilated  the 
canal  and  after  cauterizing  it  passed  a  plug 
of  gauze  through  into  the  vagina."  (!)  Of 
course  I  informed  him  that  he  violated  one  of 
the  most  vital  principles  of  my  operation  by 
opening  the  way  for  sepsis.  In  fact,  he  did 
not  operate  by  my  method  at  all,  except  that 
he  did  not  ligate  the  cervix,  but  rather  by  the 
method  of  Chrobak,  which  I  regard  as  a  poor 
substitute  for  total  extirpation.  Any  opera- 
tion for  which  drainage  must  be  provided  is 
imperfect,  for  it  always  interferes  with  pri- 
mary union.  Even  when  pus  is  present 
drainage  is  unnecessary.  I  have  repeatedly 
operated  on  the  worst  forms  of  pelvic  suppu- 
ration, where  the  pus  was  disorganized  and 
fetid,  and  have  closed  the  incision  without 


drainage,  the  patients  doing  well  in  every  in- 
stance. Two  months  ago  a  patient  entered 
the  Polyclinic  Hospital  in  a  condition  of 
chronic  sepsis.  She  was  said  to  have  had  an 
ischio-rectal  abscess,  but  on  examination  by 
my  colleague.  Dr.  Adler,  the  case  was  trans- 
ferred to  my  service.  She  had  a  temperature 
of  103°,  a  very  rapid  pulse,  and  was  in  a  gen- 
eral typhoid  condition.  Examination  showed 
the  pelvis  and  hypogastrium  distended  by 
semi-fluctuating  nodular  masses.  Directly 
within  the  vaginal  orifice  a  fluctuating  tumor 
occupying  the  recto-vaginal  space  was  met ; 
above  this  and  crowded  behind  the  symphisis 
was  the  cervix  uteri.  The  body  of  the  uterus, 
surrounded  by  several  hard,  nodular  tumors, 
occupied  the  hypogastrium ;  the  post-uterine 
pelvic  space  was  filled  with  other  semi-fluc- 
tuating hard,  nodular  tumors.  The  urethra 
was  so  pressed  upon  that  it  was  impossible 
for  the  patient  to  micturate,  and  the  catheter 
was  passed  with  difficulty.  To  add  to  the 
unfavorable  condition  it  was  reported  that 
the  patient  was  a  chronic  inebriate.  She 
was  prepared  as  well  as  possible  under  the 
circumstances,  and  operation  commenced, 
with  very  little  hope  of  doing  anything  more 
than  emptying  the  pus  cavities.  For  the 
sake  of  brevity  I  will  simply  state  that  I 
operated  for  nearly  two  hours  and  met  with 
almost  everything  that  one  is  called  to  oper- 
ate upon  in  the  pelvic  cavity.  The  tubes  and 
ovaries  were  literally  destroyed  by  suppura- 
tion and  contained,  at  least,  a  quart  of  pus ; 
the  intestines  were  glued  firmly  to  the  uterus 
and  fibroid  tumors  and  to  the  suppurating 
masses.  It  was  most  difficult  to  distinguish 
between  bowel  and  other  organs.  When 
the  operation  was  finished  I  had  removed 
the  appendages  and  suppurating  tumors, 
together  with  the  uterus  and  fibroid  tumors. 
The  hysterectomy  was  done  by  the  supra- 
vaginal method;  irrigation  was  kept  up 
during  the  operation  and  continued  until  the 
water  returned  clear.  It  was  impossible  to 
get  peritonaeum  sufficient  to  cover  the  raw 
end  of  the  cervix,  but  the  anterior  flap  was 
at  least  partially  stitched  over  so  as  to  cover 
the  raw  surfaces.  Nothing  was  done  to  the 
cervical  canal  and  the  incision  was  closed 
without  drainage.    The  patient  recovered. 

In  a  number  of  my  cases  the  tumors  have 
been  incarcerated  and  adherent  in  the  pelvis, 
so  that  a  posterior  flap  could  not  be  made,  but 
I  have  always  succeeded  in  making  the  ante- 
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rior  flap  cover  the  raw  surfaces.  I  wish  to 
correct  a  misconception  regarding  my  action 
concerning  the  suturing  of  the  peritoneal  flaps 
over  the  cervical  stump.  It  is  my  custom  al- 
ways to  see  that  the  raw  surfaces  are  covered, 
and  by  suturing  if  necessary.  I  have  so 
stated  in  my  paper.  I  do  not,  however,  as  a 
routine  practice,  whip  the  edges  together  with 
many  sutures,  first,  because  I  have  not  found 
it  necessary ;  and,  secondly,  because  I  believe 
the  less  interference  by  sutures  and  drainage 
tubes  the  more  perfect  will  be  the  result. 

In  reference  to  Dr.  Slocum's  statement  that 
it  might  be  best  to  operate  upon  these  cases 
during  the  menstrual  period  :  I  would  prefer 
to  operate  when  the  circulation  is  in  its  most 
quiescent  state,  because  then  the  veins  are 
less  apt  to  be  distended.  At  the  best,  it  makes 
one  perspire  to  witness  the  vascularity  in  some 
of  these  cases. 

Dr.  Noble  : 

I  wish  to  congratulate  Dr.  Talley  upon  the 
very  interesting  and  carefully  prepared  paper 
which  he  has  given  us  to-night.  So  many 
papers  are  hastily  prepared  and  carelessly 
written  that  it  is  refreshing  to  listen  to  one 
so  much  the  reverse  of  this. 

With  the  exception  of  myomotomy,  I  have 
done  all  the  various  operations  in  use  at 
present  for  fibroid  tumors  of  the  womb.  I 
have  removed  quite  a  number  of  fibroids 
(many  of  them  sloughing)  per  vaginam. 
When  it  is  possible  to  remove  a  tumor  in 
this  way,  I  think  it  is  desirable  to  do  so,  as 
the  woman  is  left  with  intact  pelvic  organs* 
Some  of  the  women  upon  whom  I  have 
operated  per  vagina?n  were  in  desperate 
straits  at  the  time  of  operation,  but  all  re- 
covered. In  one  case  of  sloughing  fibroid 
which  had  been  extruded  into  the  vagina,  the 
fibroid  was  so  large  and  stretched  the  vagina 
to  such  an  extent  that  partly  from  pressure, 
and  partly  from  contact  with  the  heavy  mass, 
the  entire  superficial  layer  of  the  vagina  itself 
was  sloughing.  The  woman  was  intensely 
septic  and  extremely  weak  from  repeated 
haemorrhages,  yet  she  not  only  recovered, 
but  also,  after  a  time,  was  married,  and  is 
now  a  mother. 

I  have  used  the  serre  noeud,  the  elastic 
ligature,  have  done  total  extirpation,  and 
have  operated  by  a  method  somewhat  simi- 
lar to  that  used  by  Dr.  Baer.  Dr.  Baer  will 
not  permit  me  to  say  that  it  was  his  method, 


because  I  wiped  out  the  cervical  canal,  and 
passed  gauze  through  the  canal  into  the 
vagina.  I  have  also  done  the  operation  of 
removing  the  uterine  appendages  for  the  cure 
of  fibroid  tumors.  I  have  operated  upon 
about  twenty-five  cases,  and  the  women  have 
all  recovered.  If  the  tumors  cannot  be  re- 
moved per  vaginam,  and  if  a  simple  myomot- 
omy cannot  be  performed  in  general,  I  be- 
lieve the  choice  of  operation  lies  between 
Baer's  operation  and  total  extirpation.  When 
the  cervix  is  healthy  I  prefer  to  leave  it,  as 
this  operation  requires  a  few  minutes  less 
than  total  extirpation,  and  is  giving  equally 
as  good,  if  not  better,  results.  When  the 
cervix  is  diseased,  and  when  there  is  a  bad 
family  history  of  cancer,  I  think  it  wise  to  re- 
move the  entire  organ.  The  operation  by 
means  of  the  serre  noeud  and  the  elastic 
ligature,  I  believe  has  outlived  its  useful^ 
ness,  because  the  methods  already  mentioned 
are  equally,  if  not  more,  safe,  and  the  con- 
valescence from  them  is  much  more  rapid 
and  satisfactory.  In  either  case  the  stump 
is  extra-peritoneal.  When  we  fix  it  in  the 
lower  angle  of  the  abdominal  wound,  we 
make  it  extra-peritoneal  by  suturing  the 
parietal  peritonaeum  to  the  stump  below  the 
wire  or  the  elastic  ligature.  When  we  ex- 
tirpate the  entire  uterus,  we  have  two  stumps 
— the  ligated  broad  ligaments.  The  cut  ends 
of  these  stumps  are  made  extra-peritoneal  by 
sewing  the  vesical  and  rectal  folds  of  peri- 
tonaeum together  above  them.  When  the 
cervix  is  amputated,  the  stump  is  made  extra- 
peritoneal by  suturing  these  same  folds  of 
peritonaeum. 

As  to  the  drainage:  The  observations 
made  by  Dr.  Robb,  in  Dr.  Kelly's  service  at 
the  Johns  Hopkins  Hospital,  show  con- 
clusively that  infection  can  take  place  through 
the  drainage  tube  when  asepsis  alone  is  de- 
pended upon  as  the  preventive.  In  his  cases 
absolutely  nothing  touched  the  drainage  tube 
which  was  not  made  aseptic  after  the  most 
approved  methods.  Aseptic  gauze  was  used 
as  a  capillary  drain  in  the  tube.  I  know  of 
no  reliable  observations,  with  reference  to 
the  infection  of  the  peritoneal  cavity,  when 
the  so-called  open  method  of  drainage  has 
been  employed;  and  the  drainage  tube  has 
been  employed  by  means  of  the  suction 
syringe.  There  is  every  reason,  however,  to 
believe  that  infection  is  most  common  when 
this  method  is  used.      F  1 
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work  I  used  the  drainage  tube  in  90  per  cent,  by  means  of  an  aseptic  forceps  holding  asep- 

of  my  abdominal  sections,  and  looked  after  tic  cotton  (the  wet  bi-chloride  gauze  being 

the  drainage  tube  myself.     I  believe,  as  a  re-  renewed),    that  infection  through  the  tube 

suit  of  my  experience,  that  if  wet  bichloride  will  take  place  extremely  seldom— only  in 

gauze  is  used  in  the  tube  as  a  capillary  drain,  cases  in  which  for  some  reason  it  has  been 

and  if,  when  the  tube  is  attended  to  (two  or  necessary  to  permit  it  to  stay  in  place  for  a 

three  times  in  the  day),  the  surgeon's  hands  number  of  days, 
are  carefully  cleaned  and  the  tube  is  drained  Harris  A.  Slocum,  Secretary. 
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[Translated  by  Charles  Greene  Cumston,  B.M.S.,  Assistant  at  the  Butini  Hospital,  Geneva,  Switzerland.] 

Nephritis  is  far  from  being  rare  in  The  most  frequent  form  is  the  mixed 
children.  A  great  number  of  affec-  or  diffused  nephritis.  The  interstitial 
tions  give  rise  to  it,  and,  as  I  shall  type  is  extremely  rare  in  children, 
presently  show,  nephritis  is  frequently  and  I  have  never  seen  a  case.  Chronic 
found  to  exist  after  exposure  to  cold,  cases  of  Bright's  disease  are  excep- 
or  even  without  any  apparent  cause,  tional,  the  nephritis  of  childhood  being 
I  have  collected  sixteen  cases  of  generally  acute.  Thirteen  times  out 
nephritis.  In  this  number  I  do  not  of  sixteen,  in  fact,  the  disease  corn- 
include  cases  in  which  this  affection  pleted  its  evolution  in  less  than  a 
was  a  complication,  such  as  in  diph-  month,  either  with  a  cure  or  with  a 
theria  or  scarlet  fever,  where  it  only  fatal  end.  The  age  of  my  patients 
plays  a  secondary  r&le,  marked  by  a  varied  between  2  and  12  years,  twice 
more  or  less  transient  albuminuria,  under  4  years.  Ten  times  the  patients 
My  cases  relate  to  perfectly  charac-  were  from  4  to  6  years,  and  four  cases 
teristic  nephritis,  having  a  distinct  were  over  6  years  of  age.  Among  the 
evolution  from  the  disease  during  causes  which  produced  nephritis  I 
which  the  affection  in  question  ap-  found  scarlet  fever  noted  in  seven, 
peared  or  in  which  it  was  primitive,  tuberculosis  in  two,  and  in  five  cases 
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it  was  impossible  for  me  to  detect  any 
trace  of  a  former  disease.      It  may 
thus  be  seen  that  in  nearly  one-third 
of  my  cases  the  nephritis  was  primary, 
and  could  not  be  attributed  to  any 
former  affection,  and  seemed  only  to 
follow   slight   causes,   such    as   cold, 
damp  lodgings,  etc.;  often  even  these 
facts  were  wanting.     Rilliet  and  Bar- 
thez  insist  on  the  reality  of  nephritis 
without    any  other   apparent    cause 
than   cold,  and   they  consider   it   as 
being  more  common  in  children  than 
in   adults.     Henoch,  while  affirming 
that   with   the   exception   of   a   very 
small  number  of  cases,  all  cases  of 
nephritis   are   due  to    scarlet   fever, 
quotes,    however,    several    cases    in 
which  Bright' s  disease  could  only  be 
attributed  to  cold  or  some  other  cause 
which  could  not  be  exactly  determined. 
A  little  boy,  4  years  old,  entered  the 
service  of  Dr.   Cadet  de  Gassicourt 
last  year  with   a  chronic   nephritis. 
His   ancestors   were  absolutely  free 
from  any  disease.    During  his  stay  in 
the  hospital,  which  was  over  a  year, 
he  contracted  scarlet  fever  and  diph- 
theria, and  I  shall  relate  this  interest- 
ing  case    in    a    moment.      Another 
patient,  also   attacked  with   chronic 
Bright's   disease,   had    scarlet    fever 
two  years  before   his  nephritis ;    he 
was  completely  cured.    In  three  other 
cases  the  parents  affirmed  that  the 
health  of  their  children  at  the  begin- 
ning of  the  nephritis  had  given  them 
no  uneasiness.     Sometimes  the   his- 
tories   of    the    cases  are    somewhat 
wanting  as  to  exactness  and  clearness, 
consequently  we  shall  remain  in  doubt 
as  to  the  cause  of  the  disease ;  but  in 
five  cases  out  of  sixteen  I  was  not 
able    to   convince    myself    that    the 
nephritis  did  not  originate  from  one 
of  the  causes  to  which  it  is  usually 
attributed. 


Case  I.— Ch.,  aged  43^  years,  en- 
tered the  hospital  September  24,  1884. 
He  has  never  been  sick.     For  some 
time,  the  length  of  which  is  difficult 
to   determine,   his   abdomen   has    at 
irregular  intervals  increased  in  size. 
At  this  time,  however,  the  abdomen 
was  evidently  greatly  developed,  there 
was  a  slight  diarrhoea  which  had  been 
present  for  two  months.    For  the  last 
two  days  the  legs  had  become  swollen, 
the   face  was   oedematous,  the  flesh 
flabby  and  the  complexion  pale.     In 
spite  of  these  symptoms  the  general 
condition   appeared   excellent,   there 
was  no  fever,  appetite  normal,  and  the 
child  was  happy.    The  following  days 
the  anasarca  made   progress.      The 
enlargement    of    the    abdomen   was 
caused  more  by  oedema  of  the  walls 
than   by  intra-abdominal   collection ; 
ascites  was  only  slight ;  nothing  to  be 
discovered  in  the  thorax.     The  urine 
contained  about  a  gramme  of  albumin 
per  litre.    The  quantity  voided  in  the 
twenty-four  hours  was  difficult  to  esti- 
mate, for  the  child  wet  his  bed,  and 
the  urine  was  often  mixed  with  the 
stools.     Up  to  October  16  the  condi- 
tion  remained   much   the   same,  the 
dropsy  increasing   or   diminishing  a 
little  from  day  to  day.    Daily  analysis 
showed  the  quantity  of   albumin  to 
average     between     one     and     three 
grammes  per  litre.   The  17th  and  23d 
of  October  there  was  an  enormous 
increase   of    the   albuminuria.      The 
analysis  gave  on  these  days  six  and 
eight  grammes  per  litre.   The  quantity 
of  urine  voided  was  normal,  about  a 
litre.     The  child  had  a  good  appetite 
and  was  in  good  spirits.    The  quantity 
of  albumin  on  the  next  day  was  one 
gramme.      It    would    be   useless    to 
repeat  the   details  that   were   noted 
from  day  to  day.    Let  it  suffice  to  say 
that  the  anasarca  remained  very  pro- 
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"nounced,  that  the  quantity  of  albumin 
ranged  between  two  and  four  grammes 
per  litre  up  to  December  20,  in  spite 
of  the  milk  treatment  and  all  the  other 
therapeutical  measures  employed. 

Perchloride  of  iron,  gallic  acid,  ergot, 
jaborandi,  oxymel,  pilocarpin,  blisters, 
all  were  in  turn  tried,  but  without 
success.  During  the  last  days  of  De- 
cember the  anasarca  increased  very 
much,  and  the  quantity  of  albumin 
as  follows :  December  30,  twenty 
grammes;  December  31,  thirty-two 
grammes ;  January  2,  the  quantity 
fell  to  twelve  grammes ;  th*e  5th,  to 
six;  the  i8th,  to  five;  and  the  24th, 
to  one  gramme  five  centigrammes. 
The  child  was,  however,  still  in  good 
spirits,  playing  from  morning  till 
night  seated  in  bed.  If  he  was 
asked,  "  how  much  albumin  have 
you .? "  he  would  reply  laughingly, 
"  twelve  grammes  !  "  En  resume,  the 
general  condition  was  good,  anasarca 
very  marked,  the  quantity  of  albumin 
very  notable,  with  sudden  variations 
of  several  grammes;  the  quantity 
of  urine  voided  in  twenty-four  hours 
was  about  normal.  During  the  last 
part  of  January  albumin  was  very 
abundant,  and  on  the  ist  of  February 
a  scarlet  fever  of  moderate  intensity 
declared  itself  with  a  pultaceous  an- 
gina and  typical  eruption.  During 
this  attack  of  scarlet  fever  albumin 
was  very  abundant,  going  much  be- 
yond the  highest  degree  of  Esbach's 
tube.  By  February  20,  desquamation 
was  well  under  way,  and  albumin  was 
only  at  one  gramme.  This  quantity 
remained  about  the  same  up  to  the  be- 
;ginning  of  April,  when  it  went  up  to 
seven  grammes,  fell  to  four  on  April 
9  to  20,  then  went  up  to  over  fifteen 
grammes  on  the  21st,  and  returned  on 
the  26th  to  fifty  centigrammes.    Noth- 


ing could  be  more  irregular  than  this; 
it  remained  at  very  low  figures,  and 
then  suddenly  would  go  up  to  enor- 
mous quantities,  and  would  then  fall. 
All  this  was  without  apparent  cause, 
independent  of  all  treatment,  the 
health  of  the  patient  appearing  in 
no  way  modified,  and  his  spirits  and 
appetite  remaining  the  same.  On 
May  3  there  were  fifteen  grammes  of 
albumin ;  on  the  4th,  three  grammes  ; 
the  9th,  two  grammes ;  the  13th,  again 
fifteen  grammes,  then  six,  eight,  five 
grammes,  etc.,  always  with  these 
oscillations.  The  months  of  June, 
July,  August,  aijd  September  passed 
without  bringing  about  a  change. 
The  general  condition  remained  as 
well  as  could  be,  appetite  and  spirits 
excellent.  September  23  the  child 
contracted  diphtheria,  the  false  mem- 
branes remained  localized  in  the 
throat ;  the  disease  was  slight,  but 
the  anasarca  and  albumin  increased. 
The  face  took  on  a  waxy  look,  and 
the  patient  was  extremely  swollen ; 
the  ascites  was  so  extreme  that 
after  the  cure  of  the  angina,  on 
October  29,  the  abdomen  measured 
seventy-nine  centimetres  in  circum- 
ference, and  the  quantity  of  albumin 
was  sixteen  grammes.  From  this 
date  the  general  condition  of  the 
patient  declined  ;  his  good  spirits  dis- 
appeared, and  we  awaited  the  fatal 
issue. 

On  November  11  new  symptoms 
appeared.  After  drinking  a  small 
quantity  of  milk  the  child  was  taken 
with  drowsiness,  dyspnoea,  and  weak- 
ness. The  face  was  covered  with 
perspiration,  there  was  a  dry  cough, 
and  muttering  delirium ;  this  lasted 
one  or  two  hours  and  then  ceased,  to 
reappear  the  next  day,  and  last  until 
late     in     the    evening.       Eighteen 
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grammes  of  albumin  were  found  in 
the  urine  per  liter.  On  the  follow- 
ing day  the  quantity  went  up  to 
twenty-four  grammes,  but  the  total 
quantity  of  urine  voided  was  notably 
diminished. 

November  i8,  new  attack  of  pains, 
accompanied  by  cries,  agitation,  and 
dyspnoea.  In  addition,  there  was  vom- 
iting, cephalalgia,  and  a  little  diar- 
rhoea. Auscultation  revealed  noth- 
ing abnormal.  The  pulse  regular 
and  small,  120  beats  to  the  minute. 
Ascitis  very  considerable ;  the  ab- 
domej),  very  distended,  measured 
ninety  centimetres  in  circumfer- 
ence. Not  a  single  drop  of  urine 
was  voided  during  twenty-four 
hours.  A  dessert  spoonful  of  "  eau 
de  vie  allemande  ^ "  produced  an 
abundant  diarrhoea,  and  on  the  next 
day  the  child  passed  a  litre  of  urine, 
containing  thirty-two  grammes  of  albu- 
min, and  fifteen  grammes  of  urea.  On 
the  following  days  the  above-men- 
tioned alarming  symptoms  subsided  a 
little,  but  reappeared  from  December 
2,  and  there  was  continual  vomiting 
and  diarrhoea.  The  quantity  of  urine 
passed  was  small.  An  intense  ceph- 
alalgia caused  the  child  to  cry ;  the 
skin  was  shiny,  and  its  folds  were 
excoriated,  producing  great  pain. 
Cyanosis  and  dyspnoea  were  present 
each  day,  although  auscultation  did 
not  reveal  anything  abnormal  in  the 
lungs  or  heart.  This  lamentable 
condition  lasted  until  December  16, 
when  the  child  died,  having  been  ill 
fifteen  months.  The  autopsy  was 
made    on    the   day   following   death. 


1  The  "eau  de  vie  allemande,"  or  in  other  words 
the  Tinct.  Jalapae  comp.  of  the  Pharmacopoea  Franc, 
is  composed  of  Jalapa, 80  parts,  Turpenthum,  10  parts, 
Scammonium,  20  parts,  digested  in  Spirit  vini,  at  6o°» 
960  parts.  An  excellent  preparation,  much  used  by 
French  physicians. 


The  lungs  were  in  a  state  of  great 
congestion,  and  were  attached  to  the 
thoracic  pleura  by  numerous  adhe- 
sions. The  heart,  of  normal  size,  did 
not  appear  diseased.  Under  the 
aortic  valves  was  found  a  point 
measuring  one  centimetre  by  five 
millimetres,  where  the  endocardium 
was  thickened  and  white.  The  peri- 
tonaeum was  thickened  and  injected,, 
and  contained  twelve  litres  of  liquid. 
The  liver  was  very  degenerated. 
Brain  presented  nothing  of  note.  The 
kidneys  were  large  and  white  ;  some 
trace  of  the  cortical  substance  only 
was  found.  My  friend.  Dr.  Widal,. 
was  kind  enough  to  make  an  histolog- 
ical examination  in  Prof.  Cornil's  lab- 
oratory. Here  is  the  note  he  gave 
me : 

The  organs  were  hardened  in  alco- 
hol, the  preparations  were  colored  by 
picro-carmine,  and  examined  at  a  low 
power.  The  renal  tissue  appeared 
filled  with  bands  of  sclerosed  con- 
nective tissue,  which  surrounded  cer- 
tain lobules,  while  the  intermediate 
ones  were  entirely  free  from  connec- 
tive neoformation.  With  a  higher 
power  (Oc.  3,  Obj.  7,  Verick)  it  was- 
found  that  these  bands  of  sclerosis 
were  formed  by  connective  tissue 
fibres  and  embryon  cells,  surrounding 
the  tubules,  which  were  atrophied,  as- 
well  as  the  glomeruli,  which  were  re- 
duced for  the  greater  part  to  small 
sclerosed  masses.  The  tubules  situ- 
ated in  the  intermediate  regions  be- 
tween the  bands  of  sclerosis  were 
dilated,  some  were  filled  with  hyaline 
cylinders,  or  lined  by  glandular  cells. 
In  the  sections  treated  with  osmic 
acid,  absolute  alcohol,  and  haematoxy- 
lon,  the  cells  of  the  tubules  appeared 
to  have  undergone  fatty  degeneration, 
and  all  the  ordinary  lesions  of  epithe- 
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lial  nephritis  were  found.  En  resume: 
mixed  nephritis,  with  a  predominance 
of  epithelial  lesions,  and  fatty  degen- 
eration of  the  cells  of  the  tubules, 
which  explains  the  size  of  the  kidneys 
and  their  white  color  ;  and  in  addition 
an  interstitial  nephritis,  localized  in 
certain  renal  lobules,  secondary  and 
dependent  without  doubt  on  the 
epithelial  lesion. 

This  long  and  detailed  case  shows 
clearly  that  chronic  Bright's  disease 
appeared  primarily  in  a  child  of  four 
years,  and,  besides,  offers  several  pe- 
culiarities. In  the  first  place,'  the 
general  health  remained  almost  per- 
fect for  over  a  year.  The  child  was 
swollen  and  had  albuminuria,  other- 
wise he  was  not  considered  sick ;  his 
good  humor  did  not  leave  him  for  a 
minute,  and  the  appetite  remained 
good.  The  first  complication,  an  inter- 
current scarlet  fever,  did  not  seem 
to  notably  change  the  progress  of  the 
disease ;  a  diphtheritic  throat,  com- 
ing on  eight  months  later,  had,  on 
the  contrary,  a  disastrous  influence, 
and,  in  fact,  it  was  from  this  date  that 
there  was  an  increase  in  the  anasarca. 
Then  appeared  the  oliguria,  uraemic 
accidents  and  death.  CEdema  is  the 
rule  in  the  nephritis  of  childhood, 
and  this  symptom  is  noted  in  four- 
teen cases.  It  is  the  symptom  that 
first  attracts  the  attention  of  the  par- 
ents ;  it  commences  usually  in  the 
face,  where  it  may  often  remain  local- 
ized, but  oftener  it  spreads  to  the 
limbs  and  abdominal  walls.  I  once 
saw  it  show  itself  primarily  in  the 
last-mentioned  region.  Nearly  always, 
no  matter  what  is  the  part  invaded  at 
first,  it  afterward  becomes  general- 
ized. Its  distinguishing  character  is 
its  variability ;  it  increases  or  dimin- 
ishes in  a  most  marked  way  from  one 


day  to  another,  and  is  more  apparent 
on  the  side  on  which  the  patient  lie^. 
The  accumulations  in  the  serous  cavi- 
ties seemed  to  me  to  be  more  frequent 
in  children  than  in  adults.  .  This  I 
noticed  in  three  cases. 

One  of  them  was  a  child  aged  5>^ 
years,  who  entered  the  hospital  with- 
out any  previous  history.  He  had 
anasarca,  and  quite  a  marked  quantity 
of  albumin  in  the  urine,  a  little  sub- 
dulness  with  a  few  rales  and  great 
obscurity  of  respiration  at  both  bases. 
The  heart  beat  was  hardly  percepti- 
ble by  palpation,  and  the  praecordial 
dulness  extended  considerably  over 
the  normal  limits.  There  was  great 
dyspnoea,  fever  from  40°  to  45.5° 
(Centigrade).  He  died  of  asphyxia 
thirty-six  hours  after  coming  to  the 
hospital.  Besides  the  renal  lesions, 
similar  to  those  that  I  have  described 
in  the  first  case,  we  found  a  small 
quantity  of  liquid  in  both  pleurae,  in 
greater  quantity  in  the  pericardium, 
and  a  considerable  degree  of  ascites. 

In  spite  of  there  being  no  history  of 
the  case,  in  the  presence  of  an  eleva- 
tion of  the  temperature,  I  concluded 
that  there  existed  an  acute  nephritis 
which  had  produced  multiple  serous 
effusions.  In  the  third  case  the 
anasarca  was  accompanied  by  a  slight 
degree  of  ascites. 

The  urine  during  the  progress  of 
nephritis  in  children  is  sometimes  in 
small  quantity,  dark  in  color  and  con- 
tains much  sediment.  But  these  symp- 
toms vary  greatly.  In  children  great 
difficulty  is  experienced  in  measuring 
the  quantity  voided  in  the  twenty-four 
hours,  for  much  is  lost  on  the  bed  and 
at  stool.  However,  I  have  been  able 
to  convince  myself  that  it  as  often 
increases  as  diminishes  in  quantity. 
Thus,  in  a  case  of  idiopathic  nephritis. 
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ending  in  recovery  at  the  end  of  three 
weeks,  the  urine  was  at  first  passed  in 
small  quantity  and  finally  more  than 
two  and  a  half  litres  were  voided  after 
a  few  days  of  treatment  by  milk.  In 
another  case,  which  I  shall  speak  of 
later  on,  the  quantity  was  in  the  be- 
ginning one  and  a  half  litres,  but  was 
not  long  in  decreasing  considerably, 
and  not  more  than  six  to  eight  hun- 
dred cubic  centimetres  were  passed. 
The  albumin,  which  reached  fifteen 
grammes  per  litre  at  the  beginning, 
fell  to  seven  grammes  and  then  went 
up  again  as  high  as  in  the  beginning. 
The  nephritis  then  took  on  the  char- 
acter of  a  chronic  lesion,  and  the  child 
left  the  hospital.  Lastly,  in  a  third 
case,  the  quantity  of  urine  was  first 
nearly  two  and  a  half  litres,  and  con- 
tained blood ;  then  it  became  normal 
in  quantity  and  quality,  while  the 
anasarca  and  the  other  symptoms 
ceased,  and  the  disease  was  over  in 
a  month.  While  not  being  very  fre- 
quent, the  cases  in  which  the  urine 
diminishes  considerably  are  not  very 
rare.  In  a  case  of  scarlatinal  nephritis 
ending  fatally,  I  found  the  quantity 
less  than  three  hundred  cubic  centi- 
metres during  the  entire  duration  of 
the  disease.  I  did  but  once  note  a 
complete  anuria,  which  lasted  a  whole 
day.  The  fact  that  urine  contains 
blood  has  given  to  nephritis  the  epi- 
thet of  haemorrhagic  by  certain  wri- 
ters (Heinrich).  I  do  not  think  that 
it  is  necessary  to  distinguish  these 
from  the  others,  for  it  presents  no 
particularity  justifying  this  division. 
I  have  observed  the  presence  of  blood 
in  the  urine  in  three  cases,  of  whom 
only  one  was  cured,  consequently  I 
consider  this  a  fact  bearing  upon  the 
prognosis.  Every  time  the  urine  con- 
tained blood  it  was  passed  in  large 
quantities,  at  least  in  the  beginning ; 


once  only  the  blood  disappeared,  while 
the  total  quantity  of  urine  became 
normal  and  the  child  recovered.  In 
another  case  the  quantity  of  blood 
remained  the  same  while  the  urine 
diminished  and  its  color  became  con- 
sequently darker  and  darker  until  it 
was  nearly  black.  Lastly,  in  a  third 
case,  I  found  the  haematuria  diminish 
little  by  little,  while  the  quantities  of 
urine  and  albumin  remained  the  same 
and  the  disease  passed  into  the  chronic 
state.  The  haematuria  does  not  ap- 
pear to  coincide  with  oliguria.  It  is 
a  symptom  of  a  certain  prognostic 
gravity,  especially  when  it  lasts  over 
a  few  days.  The  presence  of  albumin 
in  the  urine  is  a  much  more  frequent 
symptom.  I  would  even  say  constant, 
if  conscientious  authors,  Henoch 
among  others,  did  not  affirm  that  they 
had  seen  nephritis  without  any  al- 
bumin being  present  during  the  entire 
duration  of  the  disease.  All  of  my 
patients  presented  this  symptom  in 
different  degrees.  It  is  sufficient  to 
look  over  my  first  case  to  see  the 
enormous  quantity  of  albumin  that  a 
child's  urine  may  contain.  One 
month  before  his  death  this  patient 
voided  in  one  day  a  litre  of  urine, 
containing  32  grammes  of  albumin. 
The  quantity  is  far  from  always 
reaching  such  a  figure.  I  have,  how- 
ever, seen  in  four  different  patients 
the  quantity  of  albumin  go  above  six 
grammes  once  or  even  several  times, 
and  even  attain  fifteen  grammes  in 
two  of  these  cases.  Only  one  of 
these  children  recovered.  This  was 
a  boy  of  12  years,  whose  health  had 
been  perfect  before  his  nephritis,  and 
I  could  find  no  cause  to  which  I  could 
attribute  the  disease.  His  history 
was  as  follows  :  The  illness  had  com- 
menced about  February  21  with  lum- 
bar pains,  cephalalgia,  insomnia  and 
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loss  of  appetite ;  eight  days  later 
oedema  of  the  face  was  noticed.  When 
the  patient  entered  the  hospital  on 
March  3  the  anasarca  was  general, 
there  were  some  digestive  troubles, 
nausea,  diarrhoea,  some  oedema  of  the 
lungs,  and  slight  but  frequent  epis- 
taxis.  The  urine  was  in  normal 
quantity,  and  contained  6>^  grammes 
of  albumin  per  litre.  Under  the 
influence  of  an  exclusive  milk  diet  an 
abundant  diuresis  was  produced ;  the 
quantity  of  albumin  rapidly  decreased 
until  it  did  not  exceed  25  centigrammes 
per  litre  on  the  seventeenth  day  of 
the  disease.  The  anasarca  diminished 
with  the  same  rapidity,  and  was  gone 
on  March  15.  At  this  date  there  was 
not  a  trace  of  albumin  in  the  urine, 
and  the  child  left  cured  on  March  23, 
after  one  month  of  sickness.  This  is 
a  favorable  case,  and  the  abundance 
of  albumin  did  not  darken  the  prog- 
nosis. In  favorable  cases  the  albumin 
only  reaches  the  lower  figures ;  thus  in 
ten  cases  ending  in  recovery,  the 
quantity  in  a  litre  did  not  exceed  75 
centigrammes  ;  in  two  cases  only  did 
I  find  it  reaching  to  nearly  five  or  six 
grammes.  It  only  remained  at  this 
figure  a  few  days. 

The  character  which  dominates  in 
the  albuminuria  of  children  is  its  great 
variability.  All  writers  have  noticed 
this.  Rilliet  and  Barthez  mention 
the  fact  in  a  child  who,  during  several 
days,  had  the  urine  contain  seven 
grammes  in  the  morning,  and  in  the 
evening  no  albumin  could  be  found. 
Each  time  that  I  was  able  to  estimate 
the  albumin,  several  times  and  at  inter- 
vals near  together,  I  found  that  the 
quantity  varied  very  much.  For  ex- 
ample, in  Case  I  nothing  could  be 
more  remarkable  than  the  variations 
in  the  quantity  of  albumin.  The  short 
oscillations  keep  at  the  first  at  a  low 


level,  then  the  curve  makes  an  ascen- 
sion followed  by  a  sharp  descent,  each 
lasting  only  a  few  days.  This  is  re- 
peated several  times  at  more  or  less 
regular  intervals.  It  might  be  said 
to  be  a  series  of  effervescences,  each 
time  marked  by  a  rise  and  fall  of  the 
curve  and  separated  by  intervals, 
sensibly  equal  in  length.  Another 
patient  of  4  years,  who  had  had  in 
succession  measles,  scarlet  fever  and 
a  diphtheritic  angina,  presented  on 
December  22  a  notable  quantity  of 
albumin  in  the  urine.  On  the  24th 
there  was  only  75  centigrammes  ;  on 
the  29th  all  had  disappeared.  From 
December  31  to  January  5  albumin 
was  again  present ;  on  January  7  it 
was  much  increased,  and  finally  dis- 
appeared on  the  loth.  The  child  left 
recovered.  In  mild  cases  the  albumin- 
uria lasts  only  a  short  time  if  it  is 
abundant  at  the  commencement.  On 
the  twenty-first  day  of  scarlet  fever 
it  reaches,  for  example,  five  grammes ; 
from  the  next  day  it  falls  to  one  and 
a  half  grammes,  and  disappears  aftei 
the  thirtieth  day.  If,  on  the  contrary, 
albumin  exists  in  small  quantity  from 
the  beginning  of  the  disease,  it 
usually  persists  for  a  long  time,  and 
the  oscillations  are  much  less  con- 
siderable. Sometimes  the  anasarca 
and  albuminuria  are  the  only  symp- 
toms of  the  nephritis  ;  the  oedema  in 
the  first  place  draws  the  attention, 
then  albumin  is  found ;  the  disease 
lasts  fifteen  days  or  a  month,  and  then 
convalescence  and  recovery  follow. 
But  at  other  times  the  symptoms  are 
quite  different ;  fever  is  found  to  exist, 
there  are  gastro-intestinal  troubles, 
nervous  symptoms,  and  complications 
of  several  kinds  which  I  shall  take  up 
in  the  last  half  of  this  paper. 

[to   be  CONCLUDED.] 
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Chores. 


Dr.  Sewening  (7)^^  Canadian  Prac- 
titioner, April,  1893)  has  reported  a 
case  of  chorea  in  which  marvelous 
results  were  produced  by  the  adminis- 
tration of  the  iodide  of  potassium. 
The  patient  was  a  girl,  aged  10  years, 
and   had   suffered    from   chorea    for 


twelve  months,  all  modes  of  treatment 
having  been  tried.  He  prescribed  a 
solution  of  potassium  iodide,  giving 
four  grains  three  times  a  day.  Im- 
provement began  immediately,  and  in 
ten  days  no  trace  of  the  disease  was 
left. 


Intussusception  Successfully  Treated  by  Insufflation  of  Air. 


SouLBY  (^Lancet,  No.  3930,  and 
Therapeutic  Gazette,  May  15,  1893) 
reports  a  case  of  invagination  success- 
fully treated  by  insufflation  of  air. 
The  boy,  aged  five  years,  had  suffered 
from  slight  diarrhoea  for  two  days, 
passing  scanty,  blood-stained  stools. 
He  had  colicky  pains,  vomiting,  coat- 
ed tongue,  and  sausage-shaped  tumor 
in  right  iliac  region.  The  temperature 
was  normal.  Opium  relieved  the  pain, 
but   caused   no   amelioration   of   the 


symptoms.  The  symptoms  grew 
worse,  and  the  condition  became  crit- 
ical. Enemas  of  warm  water  were 
given  without  avail ;  air  was  then 
continuously  pumped  in  with  a  Hig- 
ginson  syringe.  Toward  the  close 
of  the  injection  the  child  shrieked 
with  pain,  and  the  invaginated  bowel 
was  apparently  reduced.  Full  move- 
ments followed,  the  first  being  bloody. 
From  this  time  on  he  rapidly  con- 
valesced. 


Parametric  Abscess  in  a  Child  Aged  12. 


Cramer  {Deut.  med.  IVoc/i.,  No. 
33,  1892)  describes  such  a  case.  The 
child,  aged  12,  suffered  from  a  fall  on 
her  side,  which  caused  hypogastric 
pain.  Eighteen  days  later  fever  set 
in,  with  tenderness  in  the  regions  of 
the  caecum  and  descending  colon. 
There  was  no  evidence  of  peritonitis. 
Opium  and  poultices  did  not  relieve 
the  pain.  The  child  was  anaesthetized. 
Rectal  and  vaginal  examination  re- 
vealed a  tense  fluctuating  mass  push- 
ing downward  the  posterior  vaginal 
fornix,  and  by  backward  pressure  ob- 


structing the  rectum.  Over  a  pint  of 
fetid  pus  was  removed  by  puncture. 
The  canula  was  left  in,  but  it  slipped 
out  on  the  following  day,  when  the 
symptoms  returned.  The  abscess  was 
reopened,  and  a  half  pint  of  pus  re- 
moved. Convalescence  was  pro- 
tracted. Cramer  believes  that  scy- 
balous masses  from  prolonged  consti- 
pation had  caused  rectal  ulceration 
and  septic  infection  of  the  parametric 
tissues.  Subserous  haemorrhage,  per- 
haps from  tubercle,  was  a  possible 
cause. 
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Degle  (  Wiener  Med,  Presse,  1 892, 
No.  44)  has  used  this  remedy  in  four 
apparently  bad  cases  of  laryngeal 
diphtheria.  It  speedily  lessened  the 
dyspnoea  and  effected  a  cure.  The 
saliva  and  perspiration  were  increased, 
but   no   bad   effects   were   observed. 


The  good  results  were  noted  within 
twelve  or  twenty-four  hours.  He 
administered  three  or  four  centi- 
grammes of  the  hydrochlorate,  with 
infusion  of  ipecac  and  syrup  of  senega 
in  the  twenty-four  hours. 


Dislocation  of  the   Hip  in   a   Child  3  Years  of  Age. 


Davidson  (Lancet^  April  29,  1893) 
reports  the  case  of  a  Hindoo  child, 
about  3  years  of  age,  who  was  brought 
to  the  Civil  Hospital,  Sahara,  with  a 
deformity  of  the  hip.  The  history 
was  obscure.  It  was  stated  that  the 
child  while  "playing  fell  down  on  a 
•stone,  and  sustained  the  injury  for 
which  he  was  brought  to  the  hospital, 
but  nothing  very  definite  could  be 
elicited.      The   accident    is   said    to 


have  occurred  a  fortnight  before  ad- 
mission. Careful  examination  re- 
vealed a  dislocation  of  the  right  hip- 
joint  of  the  ilio-sciatic  type.  The 
child  was  placed  under  chloroform, 
and  the  dislocation  was  reduced  by 
manipulation  with  some  little  diffi- 
culty. The  chief  interest  in  the  case 
is  the  great  rarity  of  dislocation  of 
the  hip-joint  in  young  children. 


General  Paralysis  Occurring  About  the  Period  of  Puberty. 


WiGLESWORTH  {British  Medical 
Journal^  March  25,  1893)  reports  two 
cases  of  general  paralysis  occurring 
in  girls,  aged  respectively  12  and  14; 
both  proved  fatal,  the  first  at  16,  and 
the  second  at  18  years  of  age.  Both 
children  had  previously  been  intelli- 
gent, and  in  both  cases  a  fall  was  said 
to  have  been  the  cause,  but  whether 
the  accident  was  the  cause  or  a  symp- 
tom could  not  be  ascertained.  In 
both  cases  there  was  a  very  gradual 
failure  of  mental  power,  without 
grandiose  ideas,  and  this  was  soon 
followed  by  progressive  paresis,  which 
ultimately  rendered  the  patients  help- 
less and  bedridden.  Epileptiform  con- 
vulsions were   noted   in   one  of   the 


cases.      The    post-mortem    changes 
were  highly  characteristic. 

The  author  analyses  these  cases 
together  with  six  other  cases  of  juve- 
nile paralysis,  and  finds  that  the  aver- 
age at  which  the  disease  commenced 
was  14  years.  The  average  duration 
was  four  and  one-half  years.  Five 
cases  were  girls,  and  only  three  boys. 
The  prevailing  mental  state  was  that 
of  dementia,  grandiose  ideas  being 
noted  only  in  one  case.  The  signs  of 
puberty,  menstruation,  development, 
etc.,  did  not  appear,  or  were  arrested. 
The  causal  factors  appeared  to  be 
heredity,  congenital  syphilis,  and  prob- 
ably traumatism. 
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A  Mouth  Powder  for  Teething  Babies. 
Monti  {Wiener  klinik.,  1892^  says  that  by 
using  the  following  powder  and  a  soft  brush 
teething  can  often  be  made  easy : 

B.     Magnes.  carb.,  ^i— gr.  xvi. 

Crctte  albie. 

Sodae  salicylici,    aa      3iij— gr.  xlv. 
01.  menthye  piper.,         gtts.  vi.         M. 
Fi.  pulv.  subtilissimi. 

Flatulence. 
Wiederhofer  {Wiener klinik.^  1892)  recom- 
mends the  following  combination  for  flatu- 
lence : 

B.     01.  chamomill.,  gtt.  i  to  ij. 

Tr.  opii.,  gtt.  i. 

Sacch.  lact,  Sijss. 

Ft.  chart  No.  X.  M. 

Sig. — One  every  two  hours. 

CaSCARA   SAGRADA  as   a   TiENIAFUGE. 

Dr.  J.  C.  Stephens  {Medical  Age ^  January, 
1892)  records  a  case  in  which  he  secured  the 
expulsion  of  a  tape-worm  {tcenia  solium)  from 
a  child  by  the  administration  of  cascara 
sagrada.     He  used  the  following  formula : 

B.  Extract!  cascara  sagradae  fiuidi,  f  ^iv. 
Syrupi  aurantii,  f^iij-     M. 

Sig. — One-half  teaspoonful  three  times  a 
day. 

Pruritis  Ani. 

In  children  this  is  almost  always  due  to 
worms,  and  disappears  as  soon  as  they  are 
dislodged.  Liveing  points  out  that  obstinate 
cases  of  thread-worms  will  require  the  appli- 
cation of  a  mercurial  ointment  (equal  parts  of 
ung.  hydrarg.  and  vaseline)  to  the  anus  every 
night ;  for  the  child  scratches  the  anus  during 
sleep,  carries  the  eggs  to  its  mouth,  and  thus 
perpetuates  the  disease  by  auto-inoculation. 

One  drachm  of  calomel  to  one  ounce  of 
vaseline  also  makes  a  good  ointment  for 
pruritus  ani. 

The  following  is  also  recommended : 

B.     Cocaine,  i  part. 

Bismuth  subnit.,  2  parts. 

Lanoline,  20  parts. 


Subacute  Eczema. 

Remove  crusts  by  soaking  in  oil  for  one 
hour,  followed  by  a  bread  and  water  poultice- 
Then  apply : 

B.     Eucalyptol, 

Cerae  flavae,         aa  3i 

Adeps.,  3ij. 

Plumbi  oxidum,  3iij. 

01.  olivse,  5fs.  M» 
Or, 
B.    Zinci  oxidi, 

Liq.  plumbi  subacetat.,      aa     5  i. 

Ung.  petrolii,  5  i.   M. 


Rickets. 
B.     Phosphori,  gr.  y^ 

01.  morrhuae,  *  5  vij.    M. 

Sig.,  f^i  to  f^ijs  at  a  dose  for  an  infant 
I  year  old. 


For  Irritable  and  Swollen  Gums  Dur- 
ing Teething. 

When  the  gums  are  especially  painful  and 
the  fever  is  high,  great  relief  will  be  afforded 
by  an  aperient  dose  of  castor  oil.  Irritation 
may  be  reduced  almost  immediately  by  rub- 
bing the  affected  part  with  the  finger,  moist- 
ened with  fresh  lemon  juice.  It  smarts  a 
little  at  first,  but  subsides  in  a  few  minutes 
(Eustace  Smith).  Vigier  has  employed  the 
following : 

B.     Cocaine  hydrochlor.,  gr.  ij. 

Tr.  Croci,  m  x. 

Syrup,  3  iij. 

M.  Sig. — Apply  several  times  daily.  Not 
to  be  swallowed. 

If  there  be  much  pain,  with  hardness  of  the 
gums,  relief  (Starr)  can  be  obtained  by  rub- 
bing them  gently  at  intervals,  with 

B.     Tr.  camph.  comp.,  Tllx. 

Aquae,  f,^  j. 

or 

B.    Zinci  chlor.,  gr.  i. 

Aquae,  f^  i. 

— Muskett,  Treat.  Dis.  Children. 
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Catheterization  of  the  Ureters. 


BY   HOWARD   A.    KELLY,   M.D., 
Pivfessor  of  Gyncecology  and  Obstetrics  in  the  Johns  Hopkins  University. 


[see  plates 

I  FIND  SO  many  of  my  professional 
friends  come  to  Baltimore  for  the 
express  purpose  of  learning  to  cathe- 
terize  the  ureter,  that  I  feel  it  impor- 
tant, in  response  to  a  number  of  writ- 
ten requests  also,  to  briefly  describe 
the  method  of  catheterization  as  prac- 
ticed by  myself  and  my  assistants  at 
the  Johns  Hopkins  Hospital.  I  can- 
not resist  the  desire  to  again  give 
a  brief  historical  sketch  of  the  devel- 
opment of  this  important  addition  to 
the  gynaecological  field. 

The  medical  world  has  been  in  a 
better  position  to  appreciate  the  im- 
portance of  renal  and  ureteral  path- 
ology since  the  work  of  Rayer  and 
Cruveilhier. 

Prof.  G.  Simon  was  the  first  to  indi- 
cate a  way  by  which  we  might  collect 
the  urine  as  it  came  from  the  kidney 
by  a  catheter  introduced  into  the 
ureter,  thus  eliminating  vesical  con-- 
tamination  and  differentiating  be- 
tween the  two  kidneys  both  as  to  the 
quality  and  quantity  of  urine.  Prof. 
41 
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Simon's  method  involved  incision  of 
the  external  meatus,  followed  by  dila- 
tation of  the  urethra  sufficient  to  ad- 
mit the  index  finger  into  the  bladder, 
by  means  of  which  the  ureteral  ori- 
fice was  sought  out,  and  under  its 
guidance  a  slender  catheter  intro- 
duced into  the  bladder  and  guided  up 
the  ureter. 

The  serious  objections  to  this  plan 
are  that  the  catheterization  thus  be- 
comes a  rather  formidable  operation, 
and  the  stretching'of  the  urethra  in 
women  to  a  sufficient  size  to  admit  a 
finger  will  certainly  be  followed  by 
incontinence  in  a  large  number  of 
cases.  Pawlik,  now  professor  in 
Prag,  obviated  all  these  objections  by 
demonstrating  landmarks  in  the  va- 
gina which  serve  to  locate  the  ure- 
ters, and  also  by  greatly  improving 
the  catheter.  He  thus  made  it  pos- 
sible to  catheterize  the  ureters  "free- 
hand," by  sight  alone,  without  any 
preparatory  operation. 

Prof.  Sanger,  of  Leipzig,  about  this 
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Fig.  r. 
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time  demonstrated 
the  fact  that  the 
terminal  extremities 
of  the  ureters  could 
readily  be  palpated 
per  vaginam  in  almost 
all  cases. 

The  writer  has  de- 
vised an  improved  ure- 
teral catheter,  sound 
and  bougie  (Figs,  i 
and  2.)  I  have  per- 
formed various  ure- 
teral operations,  such 
as  opening  and  drain- 
ing the  ureter  into  the 
vagina  while  treating 
ureteral  stricture,  ure- 
terectomy,   etc.,    but 

1  have  no  claims  of 
originality  in  this  field 
which  deserve  to  be 
mentioned  along  with 
the  names  above  cited. 

INSTRUMENTS    AND 
ACCESSORIES, 

2  Kelly's    ureteral 
catheters. 

I  small  calibre  female 

catheter. 
I  syringe,  with  a  grad- 
uated barrel,  of  4 
or  5  oz.)  120-150 
c.c  )  capacity. 
8  oz.  of  a  decided  blue 

aniline  solution. 
I    Sims'    or    Simon's 
speculum. 
2  minim   or  cubic  centimetre  gradu- 
ates of  about  60  minim  capacity. 

Many  patients  can  be  catheterized 
without  anaesthesia.  The  buttocks 
should  be  brought  to  the  edge  of 
the  table,  and  the  legs  flexed  upon 
the    abdomen.     The    operator    then 


Ureteral  Catheter. 


catheterizes  the  bladder.  This  urii^e 
is  set  aside  in  a  conical  glass 
vessel  for  comparison  with  that  to 
be  obtained  from  the  kidneys.  The 
value  of  this  will  be  seen  when  I 
say  that  I  have  repeatedly  been  able, 
upon  drawing  purulent  or  bloody 
urine  from  the  bladder,  to  produce 
the  same  shade  of  red  or  yellow  as 
that  of  the  vesical  urine  by  mixing 
pure  urine  obtained  by  the  ureteral 
catheter  from  one  kidney  with  the 
bloody  or  purulent  urine  drawn  from 
the  other.  By  careful  palpation  the 
ureters  are  located  anteriorly  through 
the  vaginal  wall,  noting  especially 
whether  they  are  well  forward  under 
the  bladder,  or,  as  often  found,  abnor- 
mally far  back  in  the  pelvis. 

The  bladder  is  then  distended  with 
from  5  to  7  oz.  (150-210  c.c.)  of  the 
aniline  solution.  The  posterior  vagi- 
nal wall  is  retracted  with  a  speculum, 
exposing  the  anterior  wall  up  to  the 
cervix,  while  the  bladder  is  being  in- 
jected. 

The  object  of  this  distension  of  the 
bladder  is  two-fold  :  in  the  first  place 
it  does  away  with  all  the  rugosities  of 
a  contracted  bladder,  which  hinder 
catheterization,  if  they  do  not  render 
it  impossible.  The  only  rugosities 
left  are  the  prominences  on  either 
side,  through  which  the  mouths  of 
the  ureters  open  into  the  bladder  by 
a  little  slit,  running  obliquely  back- 
ward in  a  line  with  the  course  of  the 
ureters. 

The  second  reason  is  well  exhibited 
pictorially  by  Prof.  Pawlik,  who  was 
the  first  to  demonstrate  that  the 
curved  folds  which  cross  the  anterior 
vaginal  wall  out  to  the  lateral  walls 
and  around  toward  the  cervix  are 
valuable  landmarks  in  finding  the 
ureters,  which  lie  parallel  to  and  just 
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above  them.  These  are  appropriately 
called  for  this  reason  the  "ureteral 
folds."  They  are  brought  out  dis- 
tinctly by  moderate  distension  of  the 
bladder. 

An.  assistant  should  determine  that 
the  catheter  is  clear  by  placing  the 
end  in  water  and  blowing  through  it 
without  touching  it  with  his  lips. 
The  metal  plug,  attached  by  a  short 
chain  to  the  catheter,  is  coated  with 
a  little  vaseline  and  inserted  in  the 
outer  end,  thus  keeping  the  aniline 
solution  from  filling  the  lumen  of  the 
catheter  when  it  enters  the  bladder. 

It  is  now  evident  that  if  clear  or 
straw-colored  fluid  escapes  through 
the  catheter  it  must  be  urine,  as  the 
deep  aniline  color  of  the  fluid  in  the 
bladder  renders  deception  from  that 
source  impossible.  When  the  ca- 
theter is  introduced  as  far  as  the 
bladder,  touch  and  sight  assist  in  its 
further  introduction  into  the  ureter. 

By  turning  its  point  forward  and 
elevating  the  handle,  a  slight  promi- 
nence is  produced  on  the  anterior 
vaginal  wall.  Throughout  the  ma- 
nipulations of  the  catheter  this  is  the 
constant  guide  to  the  vesical  orifice 
of  the  ureter.  The  first  step  after 
the  introduction  of  the  catheter  into 
the  bladder  is  to  try  to  locate  the 
ureteral  eminence  by  the  sense  of 
touch  communicated  from  the  tip  of 
the  catheter. 

To  this  end  the  movements  of  the 
point  on  the  anterior  vaginal  wall  are 
closely  watched  as  it  plays  over  the 
base  of  the  bladder.  It  is  made  to 
gently  glide  in  a  fore  and  aft  direction 
from  the  neck  of  the  bladder  to  cervix, 
in  the  median  line,  a  little  to  one  side, 
a  little  further  out,  and  so  on  until  it 
reaches  the  ureteral  eminence,  when 
it  is  distinctly  felt  to  trip,  jogging 


the  thumb  and  finger  in  which  the 
catheter  is  held. 

The  same  movement  is  repeated 
until  this  point  is  exactly  located. 
The  attempt  is  now  made  to  intro- 
duce the  catheter  into  the  ureter  by 
carrying  the  handle  to  the  opposite 
side,  thus  directing  the  point  toward 
the  posterior  lateral  wall  of  the  pelvis, 
when  the  catheter  is  withdrawn 
slightly,  and  with  its  point  still  down, 
but  turned  a  little  more  toward  the 
side,  is  swept  downward,  outward  and 
backward  in  the  direction  of  the 
ureteral  prominence.  With  .each  of 
these  sweeping  motions  the  catheter 
is  rotated  until  the  point  is  directed 
fully  outward  or  slightly  upward. 

This  movement,  employed  in  en- 
gaging the  catheter  in  the  ureter, 
may  very  appropriately  be  called 
fishing  for  the  ureter. 

As  soon  as  the  catheter  enters  the 
ureter  its  course  is  fixed,  and  the 
tactile  sense  at  once  recognizes  that 
it  no  longer  lies  free  in  the  bladder 
as  before.  If  the  catheter  is  released 
for  a  moment  the  handle  does  not 
drop,  but  remains  in  a  fixed  position 
and  forms  an  angle,  of  about  thirty 
degrees,  with  a  line  projected  from 
the  urethra.  The  catheter  should  be 
introduced  into  the  ureter  until  its 
point  reaches  the  wall  of  the  pelvis, 
when  the  plug  is  removed  from  the 
end.  A  catheter  may  now  be  intro- 
duced into  the  opposite  ureter  and 
both  thus  catheterized  aj  the  same 
sitting. 

On  account  of  the  partial  occlusion 
of  the  urethra  by  the  first  cathetei  the 
second  is  slightly  more  difficult  to 
introduce. 

If  it  is  desirable  to  carry  the  ca- 
theter higher,  even  over  the  brim  of 
the  pelvis  and  up  to  the  pelvis  of  the 
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kidney,  the  bladder  can  be  emptied 
by  introducing  a  small  glass  catheter 
under  the  two  ureteral  catheters. 
The  contracted  bladder  now  forms 
a  movable  organ,  which  can  be  dis- 
placed upward  without  harm  in  ma- 
nipulating the  ureteral  catheters. 

With  an  index  finger  introduced 
into  the  rectum  the  catheter  is  lifted 
up  and  guided  while  it  is  pushed  on 
up  over  the  pelvic  brim  and  up  to  the 
pelvis  of  the  kidney.     (Figs.  3  and  4.) 

As  soon  as  the  plug  of  each  cathe- 
ter is  withdrawn  an  assistant'  notes 
the  time  so  as  to  be  able  to  tell  after- 
ward just  how  long  the  urine  has  been 
flowing  from  each  kidney..  The 
minim  graduates  are  held  below  the 
catheters  to  catch  the  urine.  An 
average  of  1500  c.  c,  or  about  three 
pints,  is  the  normal  daily  excretion 
of  urine.  If  from  both  catheters  one 
cubic  centimetre  a  minute,  or  a  half 
a  cubic  centimetre  from  one  catheter 
is  passed,  the  number  of  minutes  in  a 
day  multipled  by  this  amount  gives 
1440  c.  c,  which  is  practically  the 
normal  excretion.  I  have  frequently 
found  just  this  proportion  upon  esti- 
mating the  day's  urine  by  the  amount 
collected  in  a  few  minutes  by  the 
catheters. 

Oftener  the  amount  falls  much  be- 
low normal.  In.  disease  there  is 
frequently  a  marked  difference  in  the 
amount  of  urine  collected  from  the 


two  sides.  One  side  may  flow  freely 
and  the  other  discharge  no  urine, 
although  this  may  be  due  to  stricture, 
which  I  have  demonstrated  by  push- 
ing the  catheter  up  beyond  the  stric- 
ture and  over  the  brim  of  the  pelvis, 
when  immediately  several  ounces 
escaped.  (Fig.  5.)  One  side  may  be 
alkaline  and  the  other  acid ;  one 
may  be  bloody  or  pure  blood  and 
the  other  clear  urine ;  one  may  be 
pus  and  the  other  urine.  (Fig.  6.) 
I  have  demonstrated  all  these  varia- 
tions a  number  of  times. 

The  urine  evidently  flows  from  the 
kidney  in  little  wavelets,  for  it  does 
not  appear  at  the  end  of  the  catheter  in 
from  one  to  eight  or  ten  minutes,  and 
then  it  only  escapes  by  drops  at  in- 
tervals of  a  few  seconds  to  a  minute 
or  more. 

Fifteen  minutes  is  an  average  time 
for  the  duration  of  the  catheterization. 
The  urine  of  each  side  is  then  marked 
and  set  aside  for  examination.  The 
catheters  are  plugged  and  withdrawn 
and  the  urine  in  each  of  them  is  added 
to  that  in  the  graduate  from  the  same 
side.  A  little  patience  and  tact,  as  I 
have  said,  are  all  that  are  needed  to 
succeed  in  this  little  manoeuvre,  which 
adds  so  much  to  the  possibilities  of 
gynaecology,  as  it  brings  into  this 
special  branch  of  surgery  renal  dis- 
eases in  the  female. 
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The  Pathology  and  Treatment  of  Injuries  of  the 
A  Pelvic  Floor.^ 


BY   ALEXANDER   J.  C.  SKENE,  M.D., 

BROOKLYN,  N.  Y. 


I  INTEND  to  add  a  few  items  to  a 
subject  that  has  already  been  elabo- 
rately treated  by  many  writers.  Such 
minor  contributions  as  I  have  to  offer 
could  be  soon  made  were  it  not  that 
in  order  to  show  the  effect  of  the  few 
touches  which  I  propose  to  add  to 
the  original  portraitures,  abundantly 
presented  in  medical  literature,  it  is 
necessary  to  reproduce  in  brief  out- 
line the  portions  which  I  desire  to 
treat.  The  facts  which  I  have  to 
present  have  been  gathered  during 
observations  made  from  the  stand- 
point of  both  physician  and  surgeon. 
In  obstetric  practice  one  has  an  op- 
portunity to  investigate  lesions  at  the 
time  when  they  occur,  while  the  sur- 
geon has  an  opportunity  to  study  the 
pathological  changes  which  take  place 
subsequently.  This  method  of  inves- 
tigation should  lead  to  definite  and 
accurate  conclusions,  provided  the 
observer  has  clear  views  regarding 
the  anatomy  and  function  of  the 
pelvic  floor,  the  injuries  of  which  are 
under  consideration. 

Considered  as  a  mechanical  struc- 
ture, the  pelvic  floor  resembles  a 
diaphragm  composed  of  muscles  and 
fascia,  which  closes  the  pelvic  outlet. 
Its  borders  are  attached  to  the  bony 
walls  of  the  pelvis,  and  it  is  held  at 
its  proper  elevation  by  the  levator 
ani  muscles.  Its  mechanism  is  based 
upon  the  principles  of  the  suspension 


^  Read  before  the  American  Gynaecological  Society, 
May  17,  1893- 


bridge,  the  anchorage  being  repre- 
sented by  the  pelvic  bones,  the  floor 
representing  the  bridge  and  the  leva- 
tor ani  muscles  corresponding  to  the 
sustaining  cables.  To  make  sure  of 
being  understood,  the  following  classi- 
fication is  offered  for  consi<^eration 
and  criticism  if  need  be : 

All  the  injuries  that  are  sustained 
by  the  pelvic  floor  are  divided  into 
two  classes :  first,  those  that  occur  in 
the  median  line  of  the  floor  and  in  a 
direction  corresponding  to  the  axis 
of  the  pelvis,  and  second,  those  in- 
juries which  occur  above  the  floor 
itself,  transverse,  internal  lacerations. 
The  laceration  in  the  median  line 
occurs  in  various  forms  and  degrees : 
Jirs^,  a  solution  of  continuity  of  all 
the  tissues  extending  from  the  pos- 
terior commissure  to  the  sphincter 
ani;  second^  the  same  injury  as  the 
above,  plus  laceration  of  the  sphincter. 
These  are  the  injuries  which  have 
been  recognized  for  ages ;  to  these  I 
have  added  another  which  I  have 
found  during  my  investigation,  viz., 
subcutaneous  laceration  of  the  mus- 
cles and  fascia  in  the  median  line, 
usually  limited  to  the  transversus 
perinaei  muscle  and  fascia,  but  in  rare 
cases  involving  the  sphincter  ani 
muscle. 

Years  ago  when  I  first  called  atten- 
tion to  this  subject  I  was  not  aware 
that  the  sphincter  ani  was  ever  in- 
volved in  this  form  of  injury,  but  I 
have  seen  since  then  at  least  three 
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cases  in  which  the  sphincter  ani  was 
lacerated  completely,  while  the  in- 
tegument and  mucous  membrane  of 
the  vagina  remained  uninjured.  The 
evidences  that  my  observations  were 
correct  are  that  there  was  inconti- 
nence; the  integument  on  either  side 
was  depressed  where  the  lower  fibres 
of  the  retracted  muscle  had  drawn 
it  inwards  and  the  most  careful  ex- 
amination proved  beyond  a  question 
that  the  integument  had  never  been 
lacerated.  I  am  well  aware  of  the 
fact  that  a  complete  laceration  in  the 
median  line  may  unite  by  first  inten- 
tion, leaving  the  sphincter  ani  un- 
united, and  that  the  scar  may  be  so 
fine  as  to  be  easily  overlooked,  but  in 
the  cases  that  I  have  referred  to  I  am 
positive  from  my  own  examination, 
and  that  of  my  associates,  that  no 
such  injury  to  the  integument  ever 
occurred.  Furthermore,  I  found  in 
operating  that  when  the  integument 
was  divided  some  thickening  of  the 
cellular  tissue  was  apparent,  due  no 
doubt  to  a  reparative  exudate  which 
occurred  at  the  time  of  the  injury. 
I  also  found  the  ends  of  the  muscle, 
far  apart,  the  lacerated  ends  being 
completely  healed  over  by  natural 
processes.  In  looking  back  I  recall 
several  more  cases  of  this  kind,  but 
not  having  studied  them  with  suffi- 
cient care  they  are  not  available  for 
my  present  purpose. 

The  second  class  of  injuries,  which 
are  transverse  and  have  been  de- 
scribed as  internal  lacerations,  consist 
in  laceration  of  the  anterior  fibres  of 
the  levator  ani  muscle  and  fascia, 
and  this  is  usually  attended  with 
separation  of  the  muscular  layer  of 
the  vaginal  wall  from  the  pelvic  floor. 
In  some  cases  the  laceration  is  com- 
plete,  involving    the    mucous   mem- 


brane as  well  as  the  coat  of  the 
vagina,  and  in  very  rare  cases  the 
laceration  extends  upward  and  out- 
ward as  far  as  the  laceration  of  the 
levator  ani  muscle  extends,  but  as  a 
rule  the  laceration  of  the  levator  ani 
is  subcutaneous,  that  is  to  say,  not 
attended  with  laceration  of  the  mu- 
cous membrane  of  the  vaginal  wall. 
The  injury  of  this  muscle  I  believe 
was  first  described  in  my  early  writing 
on  the  subject,  but  if  this  is  an  unjust 
claim  on  my  part  I  will  only  be  too 
happy  to  have  it  corrected  at  this 
time. 

In  regard  to  the  pathology  of  com- 
plete lacerations  in  the  median  line 
nothing  need  be  said,  as  the  subject 
is  familiar  to  those  who  have  interest 
in  the  matter,  excepting  subcutaneous 
lacerations  of  the  muscle  and  fascia. 
These  escape  notice  at  the  time  when 
they  occur  unless  carefully  looked 
for :  They  are  easily  detected,  how- 
ever, by  grasping  the  pelvic  floor  in 
the  median  line  between  the  thumb 
and  finger.  By  this  manipulation  it 
will  be  found  that  all  the  structures, 
except  the  mucous  membrane  of  the 
vagina  and  the  integument,  have  beon 
divided  and  retracted,  and  there  is 
nothing  left  of  the  fascia  and  muscu- 
lar structure  in  the  median  line  ex- 
cepting the  sphincter  and  muscle. 

The  transverse  internal  laceration, 
when  entirely  confined  to  the  muscu- 
lar structures  of  the  vagina  and  leva- 
tor ani  muscle,  is  not  an  easy  lesion 
to  detect,  owing  to  the  fact  that  a  sim- 
ilar condition  is  produced  by  sagging 
of  the  pelvic  floor  following  delivery, 
caused  by  overdistension  of  the 
levator  ani  muscle  and  temporary 
paralysis. 

The  pathological  changes  which 
ultimately  take   place  in   the   trans- 
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verse  lacerations  are,  first,  a  marked 
sagging  of  the  pelvic  floor,  which  in 
itself  may  be  perfectly  normal  in 
structure.  This  sagging  is  apparent 
upon  inspection,  and  as  I  have  else- 
where pointed  out,  the  diagnosis  of 
this  laceration  is  made  from  the  fact 
that  under  stimulation  the  levator  ani 
muscle  fails  to  perform  its  function. 
The  action  of  this  muscle  is  to  a  large 
extent  voluntary,  and  this  voluntary 
power  is  lost,  and  stimulation  fails  to 
call  it  into  action.  The  continuation 
of  this  sagging,  of  course  gives  rise 
to  or  permits  prolapsus  of  the  vaginal 
walls,  uterus  and  bladder.  Rectocele 
is  also  said  to  follow  this  injury, 
and  possibly  it  may  in  rare  cases,  but 
I  am  fully  assured,  from  careful  obser- 
vation, that  the  so-called  rectocele  is 
not  a  rectocele  at  all,  but  a  prolapsus 
of  the  vaginal  wall,  and  a  varicose 
condition  of  the  veins  lying  between 
the  vagina  and  the  rectum,  just  within 
or  above  the  pelvic  floor.  This  I  have 
been  able  to  demonstrate,  in  a  vast 
majority  of  cases,  by  an  examination 
which  proved  that  there  was  no  rectal 
diverticulum  pointing  toward  the  vul- 
va, and  that  pressure  upon  the  so- 
called  rectocele  caused  it  to  disappear 
as  soon  as  the  blood  was  pressed  out 
of  the  enlarged  veins. 

An  argument  which  has  been  made 
against  this,  by  one  of  my  friends  to 
whom  I  have  explained  my  views  on 
the  subject,  is,  that  he  has  noticed  in 
faecal  accumulations  the  rectocele 
protruded  through  the  vulva,  espe- 
cially on  voluntary  efforts  being  made 
to  evacuate  the  rectum.  This  is  offset 
by  the  fact  that  in  most  of  such  cases 
I  have  found  that  when  the  rectum  is 
emptied  its  muscular  walls  contract, 
and  there  is  no  diverticulum  left.  Of 
course,  the  rectum  loses  its  support 


when  the  levator  ani  muscle  is  lacer- 
ated, and  is  easily  overdistended,  and 
the  distension  must  be  toward  the 
vagina  and  vulva,  but  it  is  temporary, 
not  permanent,  and  hence  not  a  rec- 
tocele. I  may  say  further,  in  reference 
to  this  form  of  injury,  that  it  is  fol- 
lowed by  pathological  changes  which 
give  rise  to  more  distressing  symp- 
toms than  any  other.  It  is  in  this 
form  of  injury  that  prolapsus  most 
frequently  occurs,  not  only  of  the 
uterus  and  vaginal  walls,  but  also  of 
the  bladder,  and  also  there  is  greater 
liability  than  in  any  other  injury  of 
the  formation  of  varicose  veins  around 
the  lower  portion  of  the  vagina  and 
rectum,  which  gives  rise  to  no  small 
degree  of  suffering.  In  this  injury, 
too,  subinvolution  of  the  vagina  and 
uterus  most  frequently  occurs.  All 
this  has  been  clearly  pointed  out  by 
Dr.  Emmet,  and  by  him  only,  as  far  as 
I  have  been  able  to  discover.  More 
than  that,  I  believe  that  there  is  in 
addition  to  the  subinvolution  of  the 
vagina  a  certain  degree  of  areolar 
hyperplasia,  which  accounts  for  the 
extraordinary  thickening  of  the  vag- 
inal walls  seen  in  this  class  of  cases  ; 
still  more,  if  relief  is  not  obtained 
there  comes  a  time  when  atrophic 
changes  of  the  vaginal  walls  take 
place  which  cause  further  changes  in 
the  venous  circulation,  and  if  the  in- 
jury goes  many  years  without  repair, 
atrophy  of  the  levator  ani  muscle  oc- 
curs, and  such  changed  structures 
become  absolutely  incurable  by  any 
method  of  operating.  It  is  quite  a 
number  of  years  (sixteen  or  eighteen) 
since  I  called  attention  to  the  atrophic 
changes  in  the  muscles  which  take 
place  in  cases  of  long  standing,  and 
though  a  certain  amount  of  tempo- 
rary relief  is  obtained  by  operatmg, 
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prolapsus  of  all  the  pelvic  organs 
recurs. 

I  formerly  believed  that  in  connec- 
tion with  transverse  lacerations  a 
subcutaneous  laceration  very  often 
occurred,  but  I  am  satisfied  now,  after 
more  extended  observation,  that  in 
place  of  a  laceration  there  is  a  thin- 
ning out  and  absorption  of  the  tissues 
in  the  median  line,  which  produces  a 
condition  similar  to  that  of  subcuta- 
neous laceration.  This  absorption  is 
brought  about  by  the  sagging  of  the 
pelvic  floor,  which  makes  undue  trac- 
tion upon  the  transversus  perinaei 
muscle  and  fascia,  and  as  the  poste- 
rior wall  becomes  prolapsed  additional 
pressure  is  made  at  that  point,  and 
hence  the  absorption  or  atrophy  which 
takes  place  in  the  median  line.  This 
change  of  structure  resembles  in  every 
particular  the  lesion  of  subcutaneous 
laceration,  but  it  is  only  found  in  cases 
that  have  existed  for  a  long  time,  in 
which  there  is  marked  prolapsus  of 
the  vaginal  walls  and,  of  course,  great 
sagging  of  the  entire  pelvic  floor. 
These  facts  in  regard  to  pathology 
have  a  very  important  bearing  upon 
the  question  of  treatment,  as  will  be 
noted  further  on. 

In  laceration  of  all  the  tissues,  from 
the  posterior  commissure  down  to  the 
sphincter  ani  muscle,  the  scar  tissue 
is  the  only  pathological  condition 
which  is  found,  and  that  rarely  gives 
rise,  at  least  for  a  number  of  years,  to 
any  suffering,  because  if  the  levator 
ani  and  the  bulbo-cavernosus  muscles 
are  uninjured  the  remaining  portion 
of  the  pelvic  floor  is  brought  forward, 
and  sufficiently  closes  the  vulva  to 
prevent  prolapsus  of  the  pelvic 
organs. 

In  regard  to  complete  laceration 
involving  the  sphincter  ani,  I  accept 


in  full  the  pathology  and  treatment 
as  described  by  Emmet,  especially 
the  treatment.  A  word,  however, 
may  be  said  with  reference  to  certain 
changes  which  take  place  in  sub- 
cutaneous laceration  mentioned  above. 
Immediately  after  it  occurs  it  is  easily 
detected,  but  after  convalescence 
from  confinement  an  examination  will 
show  an  apparently  sufficient  pelvic 
floor,  because  the  space  left  between 
the  divided  ends  of  the  muscles  and 
fascia  is  filled  in  with  an  exudate 
which  restores  for  the  time  being  the 
appearance  of  that  ring  or  band  which 
closes  the  vulva,  and  which  has  been 
called  the  perineal  body,  without  any 
very  good  reason  for  the  name.  In  a 
few  months  this  exudate  becomes 
absorbed,  and  the  pelvic  floor  at  this 
point  becomes  thinned  out  and  pre- 
sents the  physical  signs  to  the  touch 
that  are  present  in  the  recent  injury. 

There  is  in  this  form  of  injury  a 
little  more  sagging  in  the  middle  por- 
tion of  the  pelvic  floor  than  is  found 
in  complete  laceration. 

Treatment. — While  one  can  easily 
understand  that  during  the  experi- 
mental stage  of  plastic  surgery  of  the 
pelvic  floor  many  different  operations 
were  practiced  and  commended  by 
numerous  surgeons,  there  is  no  reason 
for  so  many  different  ways  of  surgi- 
cally treating  injuries  of  the  pelvic 
floor  at  this  time.  As  there  are  cer- 
tain definite  lesions,  and  the  object  of 
surgery  is  to  restore  the  injured 
structures  to  their  original  condition, 
or  as  near  as  art  and  science  can  do 
so,  there  should  be,  by  this  time, 
more  definite  agreement  among  oper- 
ators regarding  this  branch  of  plastic 
surgery.  Perhaps  the  diversity  of 
opinion  arises  from  the  fact  that  the 
exact  nature  of  the  injuries  and  the 
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changes  of  structure  which  occur  sub- 
sequently are  not  clearly  understood. 
It  may  be  for  some  such  reason  that 
in  this  department  of  gynaecology 
there  is  such  an  extraordinary  diver- 
sity in  both  theory  and  practice. 

In  the  median  line  injuries  extend- 
ing from  the  posterior  commissure  to 
and  including  all  the  tissues  of  the 
pelvic  floor  at  this  point,  I  operate 
simply  by  removing  the  scar  tissue, 
and  in  so  doing  vivify  the  ends  of  the 
muscles  and  fascia  that  have  been 
divided.  The  vaginal  wall  which  has 
been  attached  to  the  lower  angle  of 
the  laceration  is  liberated  and  raised 
up  so  as  to  form  the  inner  surface  of 
the  pelvic  floor.  The  lateral  surfaces 
are  united  with  sutures,  the  upper 
two  or  three  taking  in  the  posterior 
surface  of  vaginal  wall,  and  uniting  it 
to  the  inner  surface  of  the  pelvic 
floor. 

In  complete  laceration  involving 
the  sphincter  ani  I  follow  closely  the 
principles  involved  in  the  operation 
as  laid  down  by  Dr.  Emmet.  If  in 
any  way  I  differ  from  him  in  some  of 
the  minor  details,  such  as  using  silk 
in  place  of  silver  sutures,  it  is  simply 
because  it  is  convenient  for  me  per- 
sonally to  do  so,  not  with  any  disposi- 
tion to  try  to  improve  upon  what  I 
conceive  to  be  a  perfect  operation. 
This  much  of  the  treatment  might  be 
summed  up  in  a  sentence,  as  follows, 
viz.,  that  in  this  class  of  injuries  I 
follow  the  methods  which  appear  to 
me  to  have  resulted  from  the  contri- 
butions of  all  the  best  operators  from 
Baker  Brown  to  Thomas  Addis 
Emmet. 

I  especially  desire  to  call  attention 
to  subcutaneous  laceration  in  the 
median  line  when  it  involves  the 
fascia  and  transversus  perinaei  muscle 


alone.  Laceration  of  the  sphincter 
ani  subcutaneously  is  so  rare  that  it 
may  be  omitted  from  the  present  con- 
sideration. The  first  stage  in  this 
operation  is  to  make  the  incomplete 
laceration  complete  by  dividing  the 
integument  from  the  posterior  com- 
missure down  to  the  upper  border  of 
the  sphincter  ani  and  any  loose  cel- 
lular tissue  which  may  exist  between 
the  integument  and  the  vaginal  wall. 
If  the  termination  of  the  vaginal  wall 
is  drawn  downward  toward  the  sphinc- 
ter, and  there  is  prolapsus  of  the  pos- 
terior vaginal  wall,  the  vaginal  wall  is 
liberated  below  and  separated  from 
the  cellular  tissue,  so  that  it  can  be 
raised  up  to  the  posterior  commissure. 
Any  thickened  cellular  tissue  or  exu- 
date that  is  found  in  the  wound  is 
carefully  trimmed  out  until  the  fascia 
and  muscle  on  either  side  are  reached. 
Quite  often  it  is  necessary  to  trim  off 
some  of  the  superfluous  integument 
which  has  been  produced  by  stretch- 
ing. The  wound  is  then  closed  in 
the  same  way  as  a  recent  laceration 
is  sutured,  excepting  that  the  vaginal 
wall  is  caught  in  the  upper  sutures 
and  united  thereby  to  the  pelvic  floor 
as  heretofore  mentioned.  This  injury 
is  the  only  one  in  which  any  kind  of 
*' flap-splitting"  seems  to  be  indicated 
or  could  possibly  be  of  the  slightest 
use  in  overcoming  the  injury. 

Treatment  of  the  Transverse  or  In- 
ternal Lacerations. — Dr.  Emmet  was 
the  first  surgeon  to  devise  an  opera- 
tion for  the  relief  of  this  injury.  I 
had  for  long  observed  and  compre- 
hended this  transverse  or  internal 
injury,  but  never  conceived  of  any 
method  of  remedying  it  until  I  heard 
from  Emmet.  It  is  true  that  by  sup- 
porting the  pelvic  floor  during  con- 
valescence from  confinement,  in  cases 
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in  which  this  injury  had  occurred, 
some  effort  to  repair  the  injury  by 
natural  healing  processes  was  made, 
and  quite  successfully  in  some,  but 
when  the  injury  persisted,  and  the 
usual  pathological  changes  developed 
in  consequence  of  this  injury,  no 
operation  that  I  had  ever  tried  was 
really  of  any  service  in  restoring  the 
structures.  As  soon  as  Dr.  Emmet 
gave  to  the  profession  his  discoveries 
in  this  department  I  saw  at  once  the 
great  importance  of  his  valuable  con- 
tribution to  this  branch  of  pelvic 
surgery,  and  I  began  at  once  to  prac- 
tice the  operation  as  best  I  could.  I 
have  found  that  it  meets  every  indica- 
tion most  fully  in  cases  of  transverse 
internal  laceration  in  which  the  pelvic 
floor  itself  is  in  perfect  condition. 
The  operation  is  not  adequate  when 
the  pelvic  floor  has  sustained  sub- 
cutaneous laceration,  or  when  atrophy 
has  occurred  in  the  median  line  from 
stretching,  a  common  complication  of 
the  transverse  laceration  if  permitted 
to  exist  for  any  great  length  of  time. 
In  these  conditions  I  have  found  it 
necessary  to  modify  Dr.  Emmet's 
method  of  operating  in  order  to  obtain 
the  results  required.  Moreover,  I 
have  obtained  better  results  by  treat- 
ing the  so-called  rectocele  somewhat 
differently  from  the  way  in  which  it 
is  treated  by  Dr.  Emmet. 

Taking  it  for  granted  that  all  are 
familiar  with  Dr.  Emmet's  operation* 
I  need  only  state  wherein  I  have  pre- 
sumed to  deviate  in  some  particulars 
from  his  methods.  In  Emmet's 
operation  we  are  directed  to  vivify 
the  tissues  up  to  the  most  prominent 
part  of  the  rectocele,  and  then  con- 
tinue the  vivifying  upward  in  the 
vagina  on  either  side  beyond  the 
uppermost  portion  of  the  rectocele. 


No  tissue  is  removed  in  this  median 
line  from  the  posterior  commissure 
down  toward  the  anus.  So  far  as  the 
lateral  denudation  in  the  vagina  and 
suturing  are  concerned,  I  follow  the 
classical  method.  In  the  median  line 
I  remove  only  tissue  enough  to  liber- 
ate the  vaginal  wall  from  the  pelvic 
floor  and  then  reflect  it  backward  and 
upward.  I  then  divide  the  tissues  in 
•the  median  line  down  to  the  sphincter 
ani  muscle,  or  down  to  where  I  find 
muscular  tissue  and  fascia  ;  in  other 
words,  produce  by  incision  a  complete 
median  laceration.  The  angles  in  the 
vagina  are  then  brought  together  by 
sutures  down  to  the  muscular  tissue 
of  the  pelvic  floor,  that  is,  down  to 
the  bulbo  cavernosus  and  the  ends  of 
the  transversus  muscle  on  either  side. 
The  muscle,  fascia  and  integument 
are  then  closed  by  sutures  from  below 
upward ;  the  enlarged  vessels  and 
cellular  tissue  are  then  crowded  back- 
ward toward  the  rectum  and  the  vagi- 
nal wall  united  to  the  floor  of  the  pel- 
vis with  the  sutures,  which  bring 
together  the  lateral  edges  of  the  pel- 
vic floor. 

By  this  procedure  the  muscles  and 
fascia  in  the  median  line  are  restored ; 
the  muscular  wall  of  the  vagina  is 
attached  to  the  pelvic  floor  back  as 
far  as  the  rectum  and  upward  to  the 
posterior  commissure.  By  this  method 
the  so-called  rectocele  is  completely 
disposed  of  and  the  posterior  wall  is 
held  downward  and  backward  in  its 
normal  position ;  in  other  words, 
made  to  resume  its  normal  relations 
to  the  pelvic  floor. 

In  this  way  the  essential  requisites 
are  obtained  ;  first,  the  central  part  of 
the  floor  is  restored ;  the  so-called 
rectocele  is  disposed  of  without  loss 
of  vaginal  tissue ;  the  normal  relations 
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of  the  vagina  and  pelvic  floor  are 
established,  and  the  overdistended 
veins  receive  more  support  than  can 
be  offered  by  any  other  operation 
known  to  me.  The  veins  should  not 
be  wounded  if  this  can  possibly  be 
avoided,  either  while  vivifying  the 
tissues  or  introducing  sutures.  If  by 
chance  a  vein  is  wounded  it  should 
be  exsected,  or  the-  opening  closed 
with  a  ligature.  This  guards  the  pa- 
tient from  phlebitis  and  extravasation. 
The  veins  can  usually  be  avoided 
while  suturing  by  separating  them 
from  the  vaginal  wall  and  pressing 
them  downward  and  backward  while 
passing  the  needle.  In  regard  to  the 
arteries,  which  usually  lie  just  be- 
neath the  vaginal  wall,  no  harm  comes 
from  dividing  them  if  they  are  ligated  ; 
in  fact,  the  closure  of  the  arteries  may 
be  beneficial  in  lessening  the  blood 
supply  during  convalescence,  and 
thereby  allowing  the  veins  to  regain 
their  original  calibre. 

In  regard  to  the  treatment  of  pro- 
lapsus of  the  bladder  and  vaginal 
walls  caused  by  injuries  of  the  pelvic 
floor,  especially  in  cases  of  long  stand- 
ing, it  appears  that  colporrhaphy  on 
the  vagina  for  the  purpose  of  correct- 
ing such  lesions  is,  as  a  rule,  unsatis- 
factory, as  it  favors  the  progress  of 
atrophy  and  recurrence  of  the  pro- 
lapsus. My  attention  was  first  called 
to  this  at  a  time  when  I  did  a  large 
number  of  those  operations,  adopting 
in  order  the  operations  of  Sims,  Em- 
met, Martin,  of  London,  and  Noeg- 
gerath.  In  watching  the  after-results 
in  many  of  those  cases  I  have  found 
that  atrophy  of  the  vagina  progressed 
with  unusual  rapidity,  and  the  pro- 
lapsus returned. 


I  believe  that  colporrhaphy  is  sel- 
dom resorted  to»at  the  present  time, 
though  it  was  quite  in  vogue  a  few 
years  ago.  Such  treatment  is  unsatis- 
factory, excepting  occasionally  where 
in  addition  to  the  colporrhaphy,  the 
injuries  of  the  pelvic  floor  have  been 
cured. 

In  such  cases  the  restoration  of  the 
perinaeum  would  have  accomplished 
the  whole  object  as  well  without  as 
with  the  operation  upon  the  vagina. 
This  statement  is  not  wholly  based 
upon  my  own  experience.  Imperfect 
operating  might  be  assigned  as  the 
cause  of  failure  in  my  practice,  but  I 
have  had  an  opportunity  of  examining 
a  large  number  of  patients  operated 
upon  by  the  highest  surgical  authori- 
ties of  the  age,  and  have  found  some 
failures  among  them  also.  At  first,, 
or  immediately  after  operating,  the 
success  appears  to  be  perfect,  but 
as  the  atrophic  changes  go  on  in. 
the  vagina  the  scar  tissue  almost 
invariably  gives  way  and  the  cysto- 
cele  and  prolapsus  of  the  vaginal 
walls  recur. 

For  several  years  now  I  have  en- 
deavored to  relieve  prolapsus  of  the 
bladder  and  urethra  by  operating  to 
reunite  the  severed  muscle  fibres  and 
fascia  to  the  subpubic  ligament.  This 
principle,  upon  which  the  operation 
is  based,  is  the  same  as  Dr.  Emmet's 
operation  for  internal  lacerations, 
especially  related  to  the  posterior 
vaginal  wall,  and  I  found  that  the 
same  principle  can  be  applied  in 
operating  for  the  relief  of  prolapsus 
of  the  anterior  vaginal  wall  and  cys- 
tocele. 
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It  is  beyond  the  scope  of  this 
paper  to  prove  the  existence  of  extra- 
peritoneal haematocele.  If  the  leaflets 
of  the  peritonaeum  forming  the  broad 
ligament  develop  into  strong  mem- 
brane in  the  course  of  a  pregnancy, 
and  during  the  growth  of  fibroid  and 
intra-ligamentary  tumors,  there  is  no 
reason  why  they  should  fail  to  de- 
velop thickness  and  strength  with 
the  chronic  peritonitis  consequent 
upon  circumscribed  haemorrhage. 
The  exceptional  existence  of  intra- 
ligamentary  haemorrhage  is  based 
upon  observations  sufficiently  authen- 
tic to  place  it  beyond  dispute.  Not- 
withstanding this  fact,  however,  re- 
cent experience  in  pelvic  surgery  has 
demonstrated  that  a  clinical  differen- 
tiation between  circumscribed  intra- 
peritoneal and  extra-peritoneal  haem- 
orrhage cannot  be  maintained.  We 
can,  therefore,  no  longer  consistently 
abide  by  the  misnomers  intra-  and 
extra-peritoneal  haematoceles,  but 
must  seek  other  terms  more  in  ac- 
cordance with  clinical  experience. 

Conceding  that  nearly  all  intra- 
pelvic  haemorrhages  are  intra-perito- 
neal,  they  are  found  to  vary  exceed- 
ingly in  degree  and  hence  in  their 
prognostic  significance.  While  free 
haemorrhage  almost  inevitably  leads 
to  a  fatal  termination  when  left 
unchecked,  circumscribed  or  limited 
haemorrhage,  whether  intra-  or  extra- 

1  Read  before  the  American  Association  of  Ob=et- 
ricians  and  Gynaecologists,  at  Detroit,  June  3,  1893. 


peritoneal,  is  in  itself  never  directly 
fatal.  Recent  writers  commit  the 
grave  error  of  attributing  to  the 
limited  haemorrhage  the  same  serious 
import  due  to  the  most  violent  free 
haemorrhage.  Concerning  the  latter, 
there  can  be  no  controversy  amdng 
abdominal  surgeons.  Parry  says : 
"When  one  is  called  to  a  case  of  this 
kind,  it  is  his  duty  to  look  upon  his 
unhappy  patient  as  inevitably  doomed 
to  die  unless  he  can  by  some  active 
measures  wrest  her  from  the  grave 
already  yawning  before  her."  To- 
day these  active  measures  are  well 
known  and  universally  applied. 

What  shall  be  done  with  limited 
or  circumscribed  haemorrhage.''  It 
seems  almost  sacrilegious  to  resurrect 
a  subject  deemed  by  common  consent 
to  have  been  definitely  buried.  The 
very  name  "extra-uterine"  is  to  the 
operator  of  to-day  the  signal  to  clear 
the  deck  for  immediate  action.  What 
then  may  be  the  fate  of  the  inexperi- 
enced mariner  who  steers  counter  to 
this  popular  current.?  I  do  not  ex- 
pect to  enlighten  this  association,  but 
hope  to  provoke  a  discussion  which 
may  prove  instructive  alike  to  those 
directly  interested  as  to  the  profession 
in  general. 

Pelvic  haemorrhage  may  be  circum- 
scribed either  because  the  lesion 
producing  it  is  insignificant,  or  be- 
cause the  blood  is  poured  into  a  pre- 
formed circumscribed  space,  or  be- 
cause of  the  formation  of  blood  clot 
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with  subsequent  agglutination  of 
omentum  and  intestine.  Whether 
the  origin  of  such  haemorrhage  be  a 
trauma,  a  ruptured  vein,  ruptured 
tubal  pregnancy  or  tubal  abortion, 
the  absorption  of  the  blood  clot  alone, 
or  together  with  the  product  of  early- 
gestation  is  not  only  a  possibility,  but 
must  be  a  matter  of  frequent  occur- 
rence, more  especially  as  these  cases 
are  quite  common  though  often  un- 
recognized in  the  pelvis  as  in  other 
parts  of  the  body.  Physiological  rest 
will  largely  assist  in  the  disappear- 
ance of  the  blood  extravasation.  Only 
in  the  event  of  the  infection  of  the 
mass,  or  of  the  continued  growth  of 
the  foetus,  or  of  mechanical  interfer- 
ence of  function  by  pressure,  or  in 
the  rare  event  of  secondary  rupture, 
will  the  question  of  surgical  relief  be 
involved. 

Assuming  that  these  teachings  of 
Tait,  published  in  his  late  book  on 
"Diseases  of  Women  and  Abdominal 
Surgery"  have  already  outlived  their 
application,  and  that  all  pelvic  haemor- 
rhages are  intra-peritoneal,  that  they 
are  all  primarily  due  to  ruptured  tubal 
pregnancy,  and  that  the  symptoms  of 
extra-peritoneal  haematocele,  so  called, 
and  of  ruptured  tubal  pregnancy  are 
identical,  and  that  a  differential  diag- 
nosis between  them  cannot  be  made, 
conceding  all  these  postulates  for  the 
sake  of  argument,  the  question  sug- 
gests itself  whether  we  are  prepared  to 
assume  the  logical  consequences  and 
advise  operation  in  all  cases,  following 
the  lead  of  our  distinguished  fellow, 
my  friend  Dr.  Joseph  Price,  who  says : 
"The  argument  that  many  cases  get 
well  of  themselves  in  the  presence  of 
the  multitude  of  disasters  and  in  the 
light  of  the  horror  of  these  very  recov- 
eries is  so  puerile  that  the  surgeon  of 
practical  and  positive  bent  cannot  re- 


gard them  with  complacency,  nor  con- 
sider that  those  who  advance  them 
haev  authority  from  which  to  speak 
more  positive  than  the  vaporings  of 
fancy." 

The  sixteen  cases  of  circumscribed 
pelvic  haemorrhage  herewith  sub- 
mitted in  tabulated  form  represent 
my  limited  experience  in  the  past 
four  years.  They  are  consecutive, 
not  selected,  except  that  doubtful 
cases  have  been  excluded,  and  they 
occurred  in  my  private  and  consulta- 
tion practice,  remaining  under  obser- 
vation to  complete  termination.  The 
symptoms,  more  or  less  common  to 
all,  were  sudden  onset  after  one  or 
two  missed  periods,  or  about  or  dur- 
ing menstruation,  severe  pelvic  or 
abdominal  colicky  or  bearing  down 
pain  with  marked  rectal  or  occasional 
vesical  tenesmus  ;  in  most  oases  in- 
termittent, long-continued  metror- 
rhagia, with  early  marked  anaemia; 
generally  a  febrile  condition  with  fair 
pulse,  rapid  development  of  tumor, 
unilateral,  or  filling  the  entire  pelvis 
and  rising  to  the  level  of  the  umbili- 
cus, the  uterus  correspondingly  dis- 
placed generally  forward,  in  some 
cases  to  the  opposite  side  or  toward 
the  sacrum.  Nine,  or  more  than  one- 
half,  of  these  patients  made  complete 
recoveries  after  prolonged  rest  in  bed 
varying  from  four  weeks  to  six  months, 
and  have  remained  well.  The  only 
trace  left  to  indicate  the  former 
trouble  is  a  slight  painless  thickening 
in  the  floor  of  the  pelvis,  or  a  limited 
mobility  of  the  uterus.  Of  the  re- 
maining seven,  four  were  relieved  by 
abdominal  section;  one  was  removed 
from  observation  before  a  decision 
had  been  reached,  one  was  seen  when 
so  thoroughly  starved  and  septic  that 
section  did  not  change  the  downward 
course,  ending  in  death,  and  one  re- 
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fused  operation  and  passed  from  my 
care.  She  has  now  been  an  invalid 
for  over  two  years,  passing  bones  per 
rectum,  and  is  at  present  again  in  the 
hospital.  Excepting  my  first  case, 
which  had  been  diagnosed  as  pelvic 
abscess,  but  proved  to  be  circum- 
scribed haemorrhage,  operation  veri- 
fied my  previous  diagnosis  in  every 
instance.  The  indications  for  opera- 
tion were  suppuration  three,  of 
whom  one  refused  operation ;  obstruc- 
tion of  bowel  by  pressure  two;  con- 
tinued growth  of  foetus  one,  removed 
from  the  hospital  while  under  observa- 
tion; and  invalidism  due  to  non-absorp- 
tion one;  the  latter  I  operated,  yielding 
to  the  patient's  entreaties ;  she  wished 
to  get  well  quickly  and  would  not  try 
absolute  rest.  She  made  a  rapid  re- 
covery, but  now  has  a  ventral  hernia. 
I  have  no  doubt  she  would  have  re- 
covered in  from  six  to  eight  weeks 
without  operation.  Excepting  the 
patient  operated  on  at  term  and  the 
one  who  refused  operation,  there  was 
no  foetus  found  in  any  case,  merely  de- 
composing blood,  blood  clot,  or  pus 
and  blood.  The  two  deaths  are  in 
nowise  ascribable  to  the  operations, 
as  the  patients  were  practically  mori- 
bund and  bound  to  die,  the  operations 
having  been  undertaken  as  forlorn 
hopes. 

An  analysis  of  this  table  will  show 
that  there  was  a  definite  indication 
for  operation  in  six  cases,  and  that 
ten  had  no  need  of  surgical  aid,  a 
proportion  altogether  too  great  to  be 
brushed  aside  with  the  dictum  that 
such  occur  only  "now  and  anon."  If 
pelvic  haemorrhages  are  all  due  to 
tubes  that  have  ruptured,  the  safe, 
non-operative  recovery  of  the  large 
majority  justifies  the  attempt  to 
separate  those  requiring  operative  in- 


terference from  those  that  can  be  left 
alone,  and  warrants  the  demand  for  a 
modification  of  the  rule  to  operate  in 
all  cases.  While  the  terrible  emergency 
of  free  haemorrhage  must  be  met 
without  unnecessary  delay,  opera- 
tion in  circumscribed  haemorrhage 
should  be  delayed  until  rendered  im- 
perative by  definite  indications.  As 
a  rule,  the  symptoms  develop  grad- 
ually, and  are  sufficiently  character- 
istic to  facilitate  early  and  easy  diag- 
nosis. 

Confining  the  discussion  to  cir- 
cumscribed haemorrhage  as  it  may 
occur  during  the  first  three  months 
of  ectopic  pregnancy,  the  advantages 
claimed  for  early  operation  are  : 

(i)  The  absolute  control  of  haem- 
orrhage, and  the  prevention  of  its 
recurrence. 

(2)  The  removal  of  debris,  con- 
sisting of  foetus,  placenta,  and  blood 
clot. 

(3)  The  removal  of  the  ruptured 
tube  or  diseased  appendages. 

(4)  The  safe  and  speedy  recovery 
of  the  patient. 

The  abdomen  having  once  been 
opened,  for  whatever  cause,  the  enu- 
merated advantages  become  the  prac- 
tical results  of  such  opening.  But 
we  ask,  are  the  indications  always  of 
such  a  nature  as  to  call  for  abdominal 
section  to  obtain  ideal  results  ? 

(i)  T/ie  Absolute  Control  of  HcBmor- 
rJiage.  —  In  fulminant  rupture  there 
is  free  haemorrhage,  for  which  there 
is  but  one  indication — to  secure  the 
bleeding  vessel.  The  fact  that  a 
haemorrhage  is  circumscribed  implies 
that  it  has  been  at  least  temporarily 
arrested  ;  its  further  development  re- 
quires careful  watching. 

Should  the  tumor  continue  increas- 
ing, or  the   symptoms   of    seriously 
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recurrent  bleeding  be  manifest,  open- 
ing the  abdomen  is  the  proper  pro- 
cedure. Should,  however,  the  tumor 
remain  unchanged,  or  should  it  be 
shrinking,  the  haemorrhage  and  fur- 
ther growth  of  foetus  have  ceased,  and 
the  danger  of  delay  is  no  greater  than 
is  the  risk  incurred  in  operation.  In 
other  words,  sudden  death  from  sec- 
ondary rupture,  and  premature  death 
from  uncalled  for  operation,  are 
equally  rare.  To  advocate  abdominal 
section  in  every  case  of  circumscribed 
pelvic  haemorrhage,  because  an  occa- 
sional secondary  rupture  may  prove 
rapidly  fatal,  would  be  as  logical 
as  to  insist  on  tamponing  every 
uterus  after  childbirth,  because  of 
an  occasional  fatal  post-partum  haem- 
orrhage. 

(2)  The  Removal  of  Debris. — Inas- 
much as  nature  can  take  care  of  60  per 
cent,  or  more  (Tait  claims  95  per 
cent.)  of  the  foetus,  placenta  and 
blood  clot,  without  leaving  a  vestige 
for  future  mischief,  the  surgeon  ought 
to  interfere  in  those  cases  only  in 
which  nature  has  proved  herself 
inefficient.  The  fact  is,  only  the 
reduced  minority  who  do  not  get 
well  are  brought  to  the  notice  of 
the  specialist.  The  practitioner, 
through  whose  hands  passes  the  large 
majority,  both  recognized  and  un- 
recognized, sees  many  of  his  cases 
recover,  though  their  very  re- 
covery prevents  their  identification. 
The  surgeon  who  operates  in  every 
instance  is  in  a  position  to  verify  the 
diagnosis  on  the  table  or  at  the  au- 
topsy, but  on  the  other  hand  cuts  off 
his  opportunity  for  a  thorough  acquain- 
tance with  the  natural  history  of  the 
disease.  He  must  needs  imagine  that 
there  is  but  one  royal  road  to  recov- 
ery.   When  done  at  all,  our  surgery 


should  be  clean,  but  when  unneces- 
sary the  most  ideal  surgery  must  bow 
in  adoration  before  nature's  infinitely 
superior  methods  of  repair. 

(3)  The  Removal  of  the  RupUired 
Tube. — The  danger,  if  any,  of  allow- 
ing a  ruptured  tube  to  remain  in  the 
pelvis,  is  much  exaggerated.  Patients 
recovering  without  operation  manifest 
no  symptoms  referable  to  subsequent 
tubal  disease.  In  operating  for  so- 
called  haematocele  of  the  broad  liga- 
ment by  abdominal  section  the  appen- 
dages are  seldom  seen,  being  usually 
buried  by  universal  adhesions;  they 
are,  therefore,  often  left  undisturbed, 
the  patient  making  a  good  recovery. 
If  the  operation  be  by  vaginal  incis- 
ion the  tubes  must  of  necessity  re- 
main terra  incognita.  In  the  only 
post  mortem  it  has  been  my  fortune 
to  make  I  found  the  ruptured  tube 
lacquered  over,  inside  and  out,  by 
plastic  lymph.  The  tube  had  thus 
lost  both  its  anatomical  and  physio- 
logical characteristics.  Should  there 
be  diseased  appendages  in  the  mass 
they  would  remain  after  absorption  of 
the  blood  clot,  and  would  then  be  sub- 
ject to  the  usual  rules  of  treatment. 
There  was  no  reason  to  disturb  the 
appendages  in  the  sixteen  cases  re- 
ported. Of  the  thirteen  fully  recov- 
ered not  one  has  hitherto  had  any 
trouble. 

(4)  TJie  Safe  and  Speedy  Recovery 
of  the  Patient. — "  For  a  patient  to  be 
confined  to  bed  for  weeks  or  months, 
and  afterward  to  lead  the  life  of  a 
chronic  invalid,  is  a  reproach  to  our 
art,  when  by  a  prompt  operation  the 
tube  can  be  removed,  haemorrhage 
arrested,  and  a  convalescence  as- 
sured." If  my  experience  coincided 
with  the  above  quotation  from  Bland 
Sutton  I  would  say  Amen.     Those  of 
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my  patients  treated  by  rest  are  not 
chronic  invalids,  but  enjoy  excellent 
health.  Those  who  were  marked  out 
for  chronic  invalidism  were  urged  to 
submit  to  operation  in  accordance 
with  definite  indications.  We  cannot 
always  promise  inquisitive  patients  a 
safe  recovery  after  operation,  nor  can 
we  positively  assure  them  that,  even 
if  life  be  saved,  accidents  will  not 
happen,  or  complications  may  not 
arise.  Dealing  honestly  with  them 
we  must  confess  that  5  per  cent,  will 
die  ;  10  per  cent,  will  have  ventral 
hernia,  and,  occasionally,  one  will  have 
a  fecal  fistula,  or  painful  intestinal 
adhesions.  I  am  confident  only  a  very 
select  few  of  the  60  per  cent,  or  more 
who  can  recover  by  rest  will,  after 
such  confession,  prefer  the  risks  of 
immediate  operation  to  those  of  vigi- 
lant delay.  With  my  friend  Dr.  Hoff- 
man, "  I  take  it  that  the  only  just 
method  of  procedure  is  to  treat  each 
patient  as  we  would  have  her  treated 
if  she  were  in  our  immediate  family.'' 
To  bring  this  argument  home  :  If  any 
one  dear  to  me  were  to  have  a  circum- 
scribed pelvic  haemorrhage,  I  care  not 
from  what  source,  I  would  place  her 
within  ready  reach  of  the  surgeon, 
but  would  stay  that  surgeon's  hand 
so  long  as  an  afebrile  condition,  good 
pulse,  and  flat  abdomen  reassured  me 
that  my  patient  was  safe.  To  my 
mind  the  rules  formulated  by  the  dis- 
tinguished pioneers  in  this  field  of 
surgery  border  on  the  dogmatic  ;  they 
are  too  radical.  The  pendulum  has 
swung  beyond  the  limits  of  discre- 
tion. To  practice  the  science  of  sur- 
gery one  must  not  only  follow  the 
rules,  but  recognize  the  exceptions. 
In  the  present  instance  the  excep- 
tions are  implied  in  the  following  con- 
clusions. 


Conclusions. 

(i)  Intra-pelvic  haemorrhage  may 
be  free  into  the  peritoneal  cavity,  or 
primarily  or  secondarily  circumscribed 
by  true  or  false  membranes. 

(2)  Though  nearly  always  due  to 
ruptured  ectopic  pregnancy,  the  same 
surgical  principles  underlying  the 
treat  ment  of  other  similar  haemorr- 
hages are  applicable  in  intra-pelvic 
haemorrhage. 

(3)  Such  treatment  must,  therefore, 
vary  according  to  the  conditions,  de- 
pendent primarily  on  the  haemorrhage, 
and  secondarily  on  the  original  cause 
of  the  haemorrhage  ;  hence, 

(4)  To  prevent,  free  intra-pelvic 
haemorrhage,  abdominal  section  is  in- 
dicated in  all  cases  of  presumably 
recognized,  unruptured  tubal  preg- 
nancy, either  as  a  prophylactic,  or 
for  the  purpose  of  removing  patho- 
logical conditions  not  otherwise  cura- 
ble. 

(5)  In  all  cases  of  free  intra-pelvic 
haemorrhage,  from  whatever  cause, 
early  or  immediate  section  is  the  only 
safe  means  of  averting  a  fatal  termi- 
nation. 

(6)  In  circumscribed  intra  pelvic 
haemorrhage  section  is  indicated  for 
removal  of  increasing  blood  clot  and 
debris,  whether  it  be  due  to  recur- 
rent bleeding,  or  continued  growth  of 
foetus. 

(7)  In  circumscribed  intra-pelvic 
haemorrhage  section  is  necessary 
whenever  the  symptoms  indicate 
decomposition  of  the  blood  clot. 

(8)  Lastly,  section  is  also  indicated 
whenever  the  pressure  of  the  circum- 
scribed blood  mass  produces  obstruc- 
tion of  the  bowel. 
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The  Obstetric  Forceps, 


BY   WALLACE   A.    BRIGGS,    M.D. 

SACRAMENTO  CAL. 


The  obstetric  forceps  performs 
three  functions — traction,  compres- 
sion, rotation — and  should  possess 
the  following  attributes  :  I.  Adapt- 
ability (a)  to  high,  to  medium  and  to 
low  operations  ;  (J?)  to  strict  antisep- 
tic precautions.  II.  Conformity  (a) 
to  the  contour  of  the  foetal  head,  and 
{b)  to  the  curve  of  the  pelvis.  III. 
Facility  in  application  and  use.  IV. 
Power— tractive,  compressive,  rota- 
tive. V.  Control  of  all  the  forces 
employed.  Since  the  days  of  the 
Chamberlens  the  ingenuity  of  ob- 
stetricians has  been  chiefly  expended 
on  the  lock  and  blades  of  the  obstet- 
ric forceps,  and  their  numerous  modi- 
fications leave  little  to  be  expected  or 
even  desired  in  these  directions.  For 
nearly  two  hundred  years,  however, 
the  handles  have  undergone  no  es- 
sential change,  and  they  still  remain 
diverging  bars,  straight,  or  nearly 
straight,  and  variously  notched  or 
hooked  to  suit  the  fancy  or  caprice  of 
the  inventor. 

With  the  ordinary  forceps  the  grasp 
of  the  handles  is  made  at  a  right 
angle  to  the  line  of  traction,  which 
must  tend  to  confusion  as  to  the  ex- 
act direction  of  the  tractive  force 
exerted.  The  grasp,  moreover,  as 
every  obstetrician  can  testify,  is  in- 
secure and,  in  protracted  and  difficult 
cases,  uncomfortable  if  not  positively 
painful.  Traction  then,  the  prime 
function  of  the  forceps,  with  the  or- 
dinary instrument,  is  made  at  a  not 
inconsiderable  disadvantage. 


The  compressive  force  is  applied 
in  varying  degree  at  variable  distances 
from  the  fulcrum,  and  chiefly  at  the 
middle  point  instead  of  the  end  of  the 
lever.  The  compressive  power,  there- 
fore, is  feeble  and  indeterminate. 
This  very  feebleness  of  the  compres- 
sive power  of  the  ordinary  forceps 
may  be  regarded  by  the  conservative 
members  of  the  profession  as  a  posi- 
tive advantage,  but  a  little  reflection 
will  show  to  the  contrary.  In  any 
mechanical  device,  waste  and  inex- 
actitude are  elements  of  weakness  ; 
waste  means  the  unnecessary  expen- 
diture of  force,  and  this  in  turn 
diminished  reserve,  while  inexacti- 
tude means  either  its  excessive  or 
its  insufficient  use — more  often  the 
former.  There  is  greater  danger  in 
a  weak  instrument  of  unknown  power 
than  in  a  strong  instrument  of  known 
power.  The  possession  of  power  by 
no  means  necessitates  or  even  pre- 
supposes its  full  employment ;  other- 
wise the  ordinary  obstetric  forceps 
would  be  a  destructive  rather  than  a 
conservative  instrument. 

The  rotative  force  is  applied  at 
equal  disadvantage,  and  is  equally  in- 
determinate. 

The  indictment,  then,  which  I  bring 
against  the  ordinary  obstetric  forceps 
is,  that  its  use  demands  an  extravagant 
expenditure  of  force  and  attention 
with  correspondingly  diminished  re- 
serve and  control. 

The  modifications  which  I  submit 
consist  of  ** shovel"  handles  that  are 


66o 


WALLACE  G.  BRIGGS. 


separable  from  the  shaft  and  fit  two 
pairs  of  blades,  the  long  and  the  short, 
and  of  an  axis  traction  attachment  in 
the  form  of  a  straight  bar  projecting 
at  a  right  angle  downward  from  the 
main  handles.  The  handles  are  made 
separable  for  several  reasons  —  to 
facilitate  the  crossing  of  the  handles, 
and,  perhaps,  at  times,  the  introduc- 
tion of  the  blades ;  to  reduce  the 
bulk  as  well  as  the  cost  of  the  instru- 
ment. 

The  grasp  of  these  handles  is  easy, 
comfortable  and  powerful ;  traction  is 
intuitively  exerted  in  direct  line  with 
the  axis  of  the  shaft  of  the  forceps ; 
compression  is  made  at  the  end  of 


conservative ;  without  it  the  slightest 
force  destructive. 

With  these  forceps  the  various 
forces  are  economically  applied,  and 
intuitively  regulated.  Power,  there- 
fore, is  obtained  with  a  modicum  of 
force,  and  regulated  with  a  minimum 
of  attention.  In  consequence  there 
remains  a  large  residue  of  force  and 
attention  for  the  exercise  of  the  most 
perfect  control.  This  would  seem  to 
be  a  capital  point. 

Much  has  been  said,  and  justly,  in 
favor  of  simplicity  in  the  construction 
of  mechanical  appliances.  But  sim- 
plicity is  not  the  only  desideratum. 
Any  instrument,  however  simple  in 
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the  lever,  and  at  the  end  only  ;  there- 
fore, it  is  easily  calculated  with  ap- 
proximate exactitude,  and  rotation  is 
effected  by  a  pronative  or  supinative 
movement  of  the  fore-arm. 

The  chief  advantages  of  these  for- 
ceps which,  so  far  from  being  purely 
theoretical,  have  been  demonstrated 
by  a  fairly  extensive  obstetrical  ex- 
perience, covering  a  period  of  more 
than  four  years,  may  be  expressed  in 
two  words — power,  control. 

Delicacy  in  any  operation  implies 
the  existence  of  a  reserve  force  com- 
mensurate with  the  force  employed  ; 
with  this  the  greatest  force  may  be 


construction,  which,  in  use,  requires 
considerable  and  varied  attention,  is 
really  complicated  in  operation.  Such 
an  instrument  is  the  ordinary  ob- 
stetric forceps.  The  utmost  sim- 
plicity in  construction,  compatible 
with  simplicity  in  operation,  is  the 
real  consideration,  and  this,  I  believe, 
is  possessed  by  the  forceps  under 
consideration. 

In  conclusion,  the  points  of  superi- 
ority of  this  new  forceps  are  firm  and 
comfortable  grasp  ;  economy  in  the 
expenditure  of  force  and  exactitude 
in  its  application ;  reserve  force  and 
consequent  control. 
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BY   EDMUND    M.    POND,    M.D., 

OF  RUTLAND,   VT. 


In  this  brief  article  I  shall  simply 
deal  with  dysmenorrhoea  due  to  sten- 
osis. We  may  divide  these  cases  into 
three  classes  :  (i)  Where  the  cervix 
is  small  and  elastic,  or  normal ;  (2) 
where  the  cervix  is  long,  conical,  non- 
elastic  and  cartilaginous ;  (3)  those 
associated  with  flexures. 

When  the  cervix  is  small  and  elas- 
tic the  use  of  a  light  Palmer  dilator, 
one  or  more  times  will,  as  a  rule, 
afford  complete  relief.  This  can  be 
used  without  aesthesia  at  the  office, 
and  if  asepsis  is  observed,  it  will  never 
be  followed  by  bad  results.  It  can  be 
carried  to  full  expansion  of  the  blades 
and  applications  made  to  the  canal, 
or  a  strip  of  iodoform  gauze  left  in 
position.-  I  have  used  this  light 
dilator  many  times  at  the  office,  and 
have  never  had  other  than  good  re- 
sults from  its  use. 

Case  I. — Mrs.  C,  aged  26,  married 
six  months  ;  dysmenorrhoea  from  first 
menstruation.  Slight  leucorrhoea,  and 
considerable  pain  at  times  over  the 
ovaries  ;  is  regular.  Uterus  normal ; 
cervix  small  and  stenosed. 

The  light  Palmer  dilator  used  with- 
out anaesthesia ;  the  cervix  being 
elastic,  readily  yielded.  Complete 
cure  followed  one  treatment.  The 
dysmenorrhoea,  leucorrhoea  and  pain 
in  the  side  have  entirely  disappeared. 
It  is  now  nearly  a  year,  and  there  has 
been  no  return  of  the  symptoms. 
While  this  case  yielded  readily  to  the 
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first  treatment,  perhaps  the  majority 
require  repetition. 

Where  the  cervix  is  apparently 
normal  in  every  condition,  save  the 
stenosis,  it  will,  as  a  rule,  yield  to  re- 
peated dilatations  with  a  light  in- 
strument, swabbing  with  tannate  of 
glycerine  or  carbolic  acid,  and  pack- 
ing with  iodoform  gauze.  By  repeat- 
ing  this  every  other  day,  and  each 
time  passing  a  larger  piece  of  gauze, 
the  cervix  will  soon  become  thoroughly 
dilated. 

If  a  light  dilator  fails  a  heavier 
should  always  be  tried  before  resort- 
ing to  incision. 

If  the  cervical  mucous  membrane 
is  unhealthy,  with  profuse  secretion 
and  distended  glands,  the  sharp 
curette  and  swabbing  with  carbolic 
acid  will  be  of  great  service. 

Where  the  cervix  is  long,  conical 
and  cartilaginous,  the  treatment  is 
far  different ;  here  we  may  use  a  light 
instrument,  and  repeat  often,  still  the 
cervix  contracts  almost  as  soon  as  it 
is  removed.  The  most  satisfactory 
results  follow  the  free  division  of  the 
stricture,  on  two  or  more  sides,  from 
the  internal  to  the  external  os,  with 
thorough  dilatation,  and  the  introduc- 
tion of  a  stem  to  be  worn  ten  to  four- 
teen days,  or  longer,  if  necessary. 
After  this  the  cervix  must  be  dilated 
once  or  twice  a  month  to  avoid  sub- 
sequent contraction.  If  the  cervix 
is  very  long,  an  inch  or  more  may 
be  amputated,  thus  diminishing  the 
length  of  the. canal.     The  operation 
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also  produces  slight  gaping  of  the 
external  os.  This  is  specially  applic- 
able where  the  cervix  is  very  dense. 
If  the  cervix  is  yielding,  the  crucial 
incision  and  trimming  the  tips  v^ill 
produce  the  same  result  by  allowing 
the  cervix  to  shorten. 

Rapid  dilatation,  with  a  powerful 
instrument,  with  or  without  crucial 
incision,  has  not  been  as  satifactory, 
in  my  hands,  in  these  cases  as  the 
bloody  method.  The  cervix  is  more 
liable  to  contract,  and  greater  prostra- 
tion, with  symptoms  of  uterine  con- 
gestion, follow  its  use,  often  lasting 
months. 

Case  II. — Miss  S.,  aged  33  years. 
Dysmenorrhoea  from  first  menstrua- 
tion, beginning  a  day  before,  and 
lasting  during  the  first  two  days  of 
menstruation.  Pain  over  the  ovaries 
and  uterus  between  menstrual  peri- 
ods ;  backache  and  slight  leucorrhoea. 
Drugs  and  repeated  dilatation  had 
been  tried  for  years  without  relief ; 
to  what  extent  they  were  carried  can- 
not be  said.  Uterus  normal  in  posi- 
tion ;  cervix  very  long,  conical,  car- 
tilaginous and  extremely  stenosed. 
With  great  difficulty  a  light  instru- 
ment was  introduced,  first  passing  a 
sharp-pointed  knife  to  open  the  way. 
Rapid  dilatation  by  this  method  was 
repeated  twice  a  week  for  some  time 
without  relief. 

Under  ether  the  cervical  canal  was 
freely  divided  on  four  sides  from  the 
internal  to  the  external  os,  one  inch 
of  the  cervix  amputated,  the  canal 
thoroughly  dilated,  and  a  hard  rubber 
stem  introduced. 

On  the  third  day  she  had  a  chill ; 
pulse,  130;  temperature,  105°.  The 
tampon  and  stem  were  removed,  a 
hot  douche  given,  and  ten  grains  of 
calomel   administered.^     Twenty-four 


hours  later  the  temperature  and  pulse 
were  normal,  and  the  stem  was  rein- 
serted and  left  for  fourteen  days  with- 
out discomfort  or  bad  symptoms. 

The  after-treatment  consisted  of 
dilatation  with  a  light  instrument 
at  increasing  intervals  for  several 
months.  A  complete  cure  has  fol- 
lowed, and  an  applicator,  with  cotton, 
can  be  easily  passed.  A  year  and  a 
half  later  the  patient  was  married, 
and  soon  became  pregnant. 

Case  III.— Miss  M.  S.,  aged  28 
years,  dysmenorrhoea,  leucorrhoea, 
backache,  pain  in  both  sides,  especi- 
ally the  left ;  menorrhagia ;  is  regular. 
Examination  reverled  a  retroflexed 
adherent  uterus,  long  conical  car- 
tilaginous cervix,  with  pinhole  ex- 
ternal OS.  Uterus  enlarged  to  four 
and  one-half  inches,  prolapsed  and 
adherent  left  ovary.  The  vagina  was 
divided  laterally  in  its  upper  and  pos- 
terior part  by  a  partition,  making  al- 
most a  double  vagina.  The  band 
extended  around  the  cervix  at  a  level 
with  the  internal  os,  and  held  the 
uterus  in  a  posterior  position. 

After  its  removal  repeated  attempts 
were  made  at  reduction  of  the  uterus 
by  manipulation  and  tampons  with 
dilatations.  The  reduction  was  at 
last  accomplished,  but  the  stenosis 
remained. 

Under  ether  the  cervical  canal  was 
freely  incised  throughout  its  whole 
length,  thoroughly  dilated,  and  one 
inch  of  the  cervix  amputated,  thus 
leaving  it  about  normal  in  length.  A 
stem  was  then  introduced,  and  left 
for  fourteen  days,  menstruation  occur- 
ring painlessly  in  the  meantime.  No 
fever. 

The  uterus  was  then  freely  mov- 
able. A  lever  pessary  could  not  be 
used  on  account  of  the  diseased  left 
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ovary,  but  a  Thomas — Cutter  pessary, 
with  sponge,  was  worn  with  comfort. 

Eighteen  months  later  the  uterus 
was  normal  in  position  and  size,  the 
central  canal  open,  and  no  flooding 
or  dysmenorrhoea. 

In  cases  of  anteflexion,  it  some- 
times seems  impossible  to  pass  even 
a  light  dilator,  the  point  hitting 
against  the  angle  of  flexure.  If  the 
Elliot  repositor  is  now  used,  and  the 
organ  carried  into  a  condition  of  re- 
troflexion and  held  there  for  a  few 
minutes,  it  will  be  found  after  its 
removal,  that  the  uterus  is  nearly 
straight,  the  dilator  now  passing 
easily  by  the  angle  of  flexure. 

This  procedure  certainly  produces 
a  straighter  condition  of  the  uterus 
if  repeated  often,  and  I  have  never 
seen  bad  results  from  its  use  If  the 
cervix  is  dense  a  heavier  instrument 
may  be  used,  and  if  this  fail  incision 
and  a  stem  resorted  to. 

There  are  also  symptoms  of  ovarian 
congestion  in  these  cases  that  are  re- 
lieved when  free  drainage  is  attained. 

I  have  noted  in  several  cases  dys- 
pepsia, where  a  slight  stenosis  and 
anteflexion  existed,  which  was  quickly 
relieved  by  their  correction,  and  yet 
had  resisted  thorough  anti-dyspeptic 
medication. 

Case  IV.— Miss  T.,  aged  21,  always 
regular ;  dysmenorrhoea  since  first 
menstruation  at  12  years,  beginning 
a  day  before  and  lasting  during  the 
first  day  of  mentrual  flow.  Has 
prostration  and  backache  a  week  be- 
fore menstruation.  Has  been  getting 
gradually  worse  for  the  last  two  years, 
during  which  time  she  suffered  from 
dyspepsia,  for  which  she  has  taken 
medicine  without  relief.  Examination 
reveals  an  anteflexed  uterus.  Cervix 
normal  in  size,  but  dense  and  con- 
tracted throughout  its  entire  length. 


Repeated  dilatations  with  a  light 
instrument  give  no  relief.  Under 
chloroform  the  uterus  was  straight- 
ened with  an  Elliot  adjuster,  and  the 
cervix  thoroughly  dilated,  first  with  a 
light  Palmer,  then  with  a  heavy  Good- 
ell  dilator,  and  iodoform  gauze  packed 
into  the  uterus.  At  the  next  men- 
strual period  she  still  had  some  pain, 
so  the  operation  was  repeated. 

Considerable  prostration  and  weight 
in  the  pelvis  for  two  months  follow- 
ing. She  now  menstruates  without 
pain,  and  the  dyspepsia  disappeared 
directly  after  the  operation. 

Case  V. — Miss  P.,  aged  23,  has  for 
five  years  had  increasing  dyspep- 
sia, with  great  nervous  prostration, 
weighty  feeling  of  limbs,  headache, 
backache,  constipation.  Is  able  to 
eat  but  little,  and  that  not  without 
great  distress ;  is  very  nervous  and 
almost  an  invalid.  Has  had  occa- 
sional dysmenorrhoea,  increasing  dur- 
ing the  last  two  years  ;  is  regular. 

All  the  usual  anti-dyspeptic  reme- 
dies and  diet  had  been  tried  by  many 
physicians,  including  myself. 

Uterine  examination  reveals  an  an- 
teflexed uterus,  with  slight  stenosis, 
and  an  erosion  at  the  external  os. 
Uterus  straightened  and  dilated,  and 
applications  made  to  the  cervix  ;  this 
treatment  being  repeated  several 
times.  A  Thomas-Cutter  pessary 
was  then  introduced.  ^ 

From  the  first  treatment  improve- 
ment was  marked,  and  has  continued. 
She  has  worn  the  pessary  a  year  and 
a  half  without  irritation,  the  treat- 
ments having  been  made  occasionally. 
She  is  now  in  fair  health ;  free  from 
dysmenorrhoea  and  backache,  and  able 
to  eat  almost  everything.  In  this 
case  the  dyspepsia  was  evidently  due 
to  the  anteflexion  and  stenosis,  both  of 
which  were  of  moderate  degree. 
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CasE  VI. — Mrs.  D.,  aged  26  years, 
married  four  years,  never  pregnant. 
Menstruation  at  16,  with  dysmenor- 
rhoea,  which  has  continued.  Pain  be- 
gins a  few  hours  before,  and  lasts  dur- 
ing the  first,  and  sometimes  second, 
day  after  menstruation. 

Is  often  obliged  to  take  hypoder- 
mics of  morphine.  Is  nervous  and 
depressed  after  menstruation.  Has 
pain  over  the  ovaries  most  of  the  time 
which  is  worse  when  walking  or  stand- 
ing. Frequent  micturition,  increasing 
the  last  year.  Is  obliged  to  urinate 
about  every  fifteen  minutes  during 
the  day,  and  is  up  every  little  while 
at  night.  Examination-  shows  ante- 
version  of  an  anteflexed  uterus  ;  long 
conical  cervix  which  is  contracted 
throughout  its  whole  length.  Mod- 
erate dilatation  gave  but  little  relief. 

Under  ether  the  uterus  was  straight- 
ened with  an  Elliot  repositor,  first 
opening  the  way  by  a  knife.  A  light 
Palmer,  and  then  a  heavy  Goodell 
instrument  was  used,  and  the  canal 
thoroughly  dilated.  A  stem  was  in- 
troduced. On  the  fifth  day  the  patient 
menstruated  painlessly  ;  on  the  twelfth 
the  stem  was  removed.  No  fever. 
The  frequent  micturition  ceased 
directly  after  the  operation,  and  has 
troubled  her  but  twice  since. 

The  uterus  was  straightened  and 
dilated  several  times  during  the  next 
six  weeks,  using  the  light  Palmer 
instrument. 

Considerable  prostration  and  weight 
in  the  pelvis  lasted  for  about  two 
months.  She  is  now,  eight  months 
after,  perfectly  well,  and  has  not  suf- 
fered from  dysmenorrhoea  since  the 
operation. 

In  cases  of  retroflexion  the  treat- 
ment is  similar  to  that  of  anteflexion. 
Here  manipulation  and  the  Elliot  re- 
ositor  are  of  great  service  in  replac- 


ing   and    straightening     the    uterus 
before  dilatation. 

Case  VII. — Mrs.  L.  P.,  aged  24; 
married  two  years  ;  regular.  Dysmen- 
orrhoea, leucorrhoea,  and  backache 
from  menstruation.  Nervous  symp- 
toms, and  difficulty  in  walking. 

By  examination  retroversion  of  a 
retroflexed  uterus,  with  prolapse  of 
both  ovaries,  and  a  flabby  vagina  were 
found. 

The  uterus  was  carried  forward  by 
manipulation,  straightened  by  an 
Elliot  repositor,  and  dilated  with  the 
Palmer  instrument ;  no  anaesthetic. 
This  was  repeated  two  or  three  times 
a  week,  the  uterus  being  held  by  tam- 
pon, until  the  organ  was  replaced 
and  the  canal  patulous ;  a  Thomas- 
Munde  pessary  was  then  introduced. 

Treatment  was  contmed  for  some 
months.  The  dysmenorrhoea  and 
other  symptoms  have  disappeared^ 
and  the  uterus  is  in  perfect  position. 
She  still  wears  the  pessary. 

Considering  the  good  results  by 
dilatation,  is  it  not  our  duty  to  at  once 
relieve  stenosis  of  the  uterus,  even  in 
our  young  girls,  for  we  notice  years 
of  suffering  at  menstruation,  with 
gradually  increasing  symptoms  indi- 
cating congestion  of  the  uterus  and 
appendages.-^  If  this  condition  is 
allowed  to  go  on  will  not  the  irritation 
from  retained  secretions  in  the  uterus 
and  tubes,  with  the  accompanying 
congestion,  produce  permanent  dis- 
ease of  the  appendages  ?  How  quickly 
those  symptoms  are  all  relieved  by 
dilatation  and  free  drainage. 

In  considering  this  subject  I  am 
well  aware  I  have  added  nothing  new ; 
but  one  is  often  at  a  loss  to  know 
which  method  to  choose  for  a  given 
case,  and  I  am  sure  the  discussion 
will  bring  out  many  points  of  interest. 
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Uretero-Vaginal    Fistula   following  Vaginal    Hysterectomy 
for  Cancer  of  the  Uterus. 


BY  L.    H.    DUNNING,    M.D., 

INDIANAPOLIS,    IND. 


I  HAVE  had  the  importance  of  this 
subject  impressed  upon  me  of  late  in 
consequence  first,  of  hearing  much  of 
a  suit  of  malpractice  brought  against 
one  of  my  friends  for  alleged  injury 
of  the  ureter.  This  suit  engendered 
much  bitterness  and  caused  my  friend 
great  expense  and  anxiety,  though 
ultimately  the  suit  was  withdrawn  by 
the  prosecutors.  The  prosecution 
attempted  to  show  that  the  disease 
of  the  uterus  was  not  a  malignant 
one,  and  that  the  wounding  of  the 
ureter  was  a  blunder  which  would  not 
occur  in  the  work  of  a  competent 
surgeon.  These  points  were  refuted 
by  the  defendant,  and  the  suit  was 
finally  withdrawn  ;  but  the  defendant 
was  kept  on  the  tenter  hooks  for 
more  than  a  year.  The  unfortunate 
occurrence  of  such  an  accident  in  my 
own  practice  has  forced  me  to  witness 
the  bitter  disappointment  of  the 
patient  recovering  from  a  dangerous 
operation  to  find  that  she  had  fallen 
out  of  one  pit  into  another,  which  to 
her  seemed,  for  the  time,  more  hor- 
rible than  the  first.  I  have  wit- 
nessed her  suffering,  too,  in  conse- 
quence of  the  closure  of  the  fistula 
and  the  damming  up  of  the  urinary 
current.  The  mental  distress  in  the 
case  was  greater  than  the  physical 
suffering. 

The  history  of  ..my  case  is  as  fol- 
lows :  Mrs.  A,  aged  32  years,  placed 
herself  under  my  professional  care 
February  13,  1893.     The   lower  half 


of  the  uterus  was  involved  in  the 
cancerous  process.  There  was  much 
necrotic  tissue  within  and  about  the 
cervix,  which  was  removed  by  the 
sharp  curette.  One  week  later,  Feb- 
ruary 20,  the  uterus  was  extirpated 
by  the  vaginal  method.  While  the 
uterus  was  quite  movable,  because  of 
involvement  of  the  left  broad  liga- 
ment, which  became  apparent  when 
the  forceps  were  applied  to  the  left 
side;  it  could  not  be  dragged  down. 
On  removing  the  uterus  it  was  found 
there  remained  a  nodule  between  the 
folds  of  the  left  broad  ligament.  This 
nodule  was  dissected  out  with  the 
finger.  We  were  not  conscious  of 
having  injured  the  ureter  at  the  time. 
The  first  twenty-four  hours  but  eight 
ounces  of  urine  were  drawn  by  the 
catheter,  and  the  dressings  were  much 
soiled.  I  thought  one  ureter  had 
been  injured,  but  to  ascertain  posi- 
tively I  injected  four  ounces  of  warm 
water  into  the  bladder  and  allowed  it 
to  remain  a  few  minutes,  then  drew 
from  the  bladder  the  full  amount  in- 
jected. A  few  hours  later  eight 
ounces  were  injected  into  the  bladder 
and  a  like  amount  withdrawn.  Thus 
we  demonstrated  that  there  was  no 
laceration  of  the  bladder.  The  amount 
of  urine  obtained  by  catheterization 
did  not  exceed  twelve  ounces  any  day 
during  the  first  two  weeks  after  the 
operation,  and  an  equal  amount 
escaped  through  the  vagina.  The 
patient  speedily  recovered  from  the 
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effects  of  the  operation,  and  was  able 
to  sit  up  in  two  weeks.  She  was  then 
taken  to  the  surgery  and  a  specular 
examination  was  made.  The  vagina 
was  entirely  walled  in  and  the  tissue 
very  nearly  healed.  The  opening  of 
the  ureter  was  readily  found  and  a 
small  probe  passed  into  it,  but  it  was 
in  the  posterior  wall  of  the  vagina. 

The  patient  suffered  great  distress 
of  mind  on  account  of  the  constant 
flow  of  urine.  I  told  her  of  the 
trouble,  and  urged  her  to  become 
reconciled  to  it  for  a  time,  and  that 
after  a  while  I  would  attempt  to  re- 
lieve her  by  an  operation.  She  be- 
came more  importunate,  restless  and 
wakeful.  Her  appetite  and  digestion 
suffered.  Finally  she  became  melan- 
choly, and  would  sit  and  brood  and 
weep.  Dr.  Pfaff  saw  her  in  consulta- 
tion with  me,  and  we  decided  that  if 
the  patient  and  the  husband  elected 
it  we  would  do  a  nephrectomy.  This 
was  eagerly  accepted,  so  on  March 
20  a  lumbar  nephrectomy  was  done 
with  little  difficulty.  A  healthy  kid- 
ney was  removed.  The  remaining 
kidney  at  once  assumed  the  work, 
and  the  patient  progressed  satisfac- 
torially  toward  recovery.  She  sat  up 
at  the  end  of  two  weeks,  and  then 
gradually  developed  a  fever ;  but  not- 
withstanding this  she  went  to  her 
home  at  the  end  of  three  weeks.  Pre- 
vious to  removing  the  kidney  she 
had  two  attacks,  each  lasting  several 
hours,  in  which  the  ureter  became 
closed  so  that  no  urine  escaped,  when 
the  patient  suffered  intense  pain  in 
the  left  inguinal  region,  but  was  re- 
lieved when  the  urine  began  to  flow 
again. 

Before  the  patient  left  the  hospital 
an  examination  showed  the  appear- 
ance of  a  hard  nodule  at  the  site  of 


the  scar  on  the  left  side  of  the  vagina. 
Evidently  the  disease  was  returning 
seven  weeks  after  its  removal.  Ne- 
phrectomy seemed  to  me  like  heroic 
treatment,  and  I  could  not  obtain  the 
consent  of  my  mind  to  it  until  she 
had  had  the  second  attack  of  severe 
pain,  and  had  become  melancholy. 
These,  it  seemed  to  me,  justified  an 
operation,  even  though  it  did  not  pro- 
long her  life ;  this  opinion  was  also 
held  by  her  physician  and  Dr.  Pfaff. 

In  searching  the  literature  of  the 
subject  I  can  find  records  of  but  eight 
cases  of  this  accident.  That  many  of 
tliem  have  occurred  I  am  fully  per- 
suaded. To  those  already  recorded  I 
am  able,  by  personal  solicitation,  to 
add  four  more  and  my  own.  In 
searching  for  data  and  opinions  I 
prepared  a  circular  letter,  and  sent 
one  to  each  of  twenty-five  surgeons 
of  this  country,  who  had  reported  a 
considerable  number  of  operations. 
Replies  were  received  from  more  than 
half  of  the  gentlemen,  and  but  four 
cases  were  reported.  They  are  as 
follows  : 

Dr.  F.  H.  Martin,  one  case.  Left 
broad  ligament  involved,  Forceps 
were  used  and  the  left  ureter  caught. 
The  accident  was  discovered  after 
the  clamps  were  removed.  No  means 
of  relief  resorted  to.  The  patient 
died  nine  months  after  the  operation 
of  a  return  of  the  disease. 

Dr.  Joseph  Eastman,  one  case.  The 
left  broad  ligament  was  involved 
The  forceps  were  used  and  clasped 
the  left  ureter.  The  accident  was 
discovered  on  withdrawal  of  clamps. 
A  plastic  operation  was  done,  and 
was  unsuccessful.  The  patient  died 
some  months  later  of  the  return  of 
the  disease. 

Dr.  E.  W.  Gushing,  two  cases.     In 
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-one  there  was  infiltration  of  the  left 
broad  ligament,  and  in  the  other  there 
were  adhesions  of  the  Fallopian 
tubes.  The  accident  was  discovered 
when  the  clamps  were  taken  off.  A 
:successful  plastic  operation  was  done 
in  each  case,  and  both  the  patients 
at  present  are  well,  after  the  lapse 
of  more  than  two  years.  In  one  case 
there  was  a  vesical  fistula  also ;  a 
sound  was  passed  through  the  urethra 
into  the  bladder,  through  the  vesical 
fistula,  and  into  the  opening  of  the 
ureter.  The  vaginal  mucous  mem- 
brane was  stitched  over  the  sound, 
and  thus  was  established  a  communi- 
cation between  the  ureter  and  blad- 
der. In  the  other  case  the  operator 
made  an  opening  into  the  bladder 
where  the  ureter  should  have  entered 
it.  "At  any  rate,"  says  the  operator, 
"  I  pushed  the  sound  through  from 
the  inside,  at  or  through  the  opening 
of  the  ureter,  thence  I  ran  it  up 
through  the  ureter  and  closed  it  as 
the  former  case." 

Dr.  Gushing  also  reports  that  in 
•one  of  his  cases  which  ended  fatally 
he  believes  that  one  ureter  was  in  the 
'grasp  of  the  forceps. 

Nebe^  has .  collected  the  histories 
of  five  cases.  I  have  not  seen  this 
dissertation,  but  quote  from  Iverson's^ 
-summary  of  it,  viz. :  Bardenheur,  one 
•case.  Lumbar  nephrectomy;  death 
second  day.  Bauchel,  one  case.  Lum- 
bar nephrectomy ;  recovery.  Kolten- 
bach,  two  cases  in  which  kolpokleisis 
■was  done  successfully  after  four 
efforts. 

Iverson^  adds  three  cases.  One 
case  in  which  complete  recovery  had 


1  Nebe  Hamleichter  Schneider  Fistelon.  In  Aug. 
Dessertation  Halle  a.  s.  186c. 

-  Iverson's  Nerd  Archive  Stockholm,  1892,  No.  22, 
!P.  25. 

3  Ibid. 


not  taken  place  when  the  report  was 
made.  An  ineffectual  attempt  had 
been  made  to  establish  an  artificial 
ureter,  and  another  to  suture  the 
ureter. 

Gusserow,  two  cases.  In  one 
lumbar  nephrectomy  was  done  six 
months  after  the  accident,  and  in  the 
other  case  a  kolpokleisis  was  success- 
fully performed  after  a  vesico-vaginal 
fistula  had  been  established.  Subse- 
quently this  fistula  contracted,  and  a 
calculus  formed  in  the  bladder  and  in 
the  vagina.  In  all,  then,  we  have 
thirteen  cases. 

In  four  out  of  the  five  of  the 
American  cases  the  ureters  were 
clasped  by  the  forceps,  and  in  them  a 
like  number  had  broad  ligament  infil- 
trations. In  five  cases  of  the  total 
number,  lumbar  nephrectomy  was 
done,  one  patient  dying.  In  three 
kolpokleisis  was  successful.  In  three 
there  were  plastic  operations  done, 
with  two  successes,  and  in  one  no 
means  of  relief  were  attempted.  It 
will  be  observed  that  in  four  of  the 
five  new  cases  reported  above,  the 
accident  was  clearly  attributed  to 
broad  ligament  infiltration.  They  all 
occurred  in  forceps  cases,  but  in  one 
case  the  injury  was  inflicted  during 
the  removal  of  a  nodule  from  the 
space  between  the  folds  of  the  broad 
ligament.  Gushing  expresses  the 
opinion  that  by  the  use  of  ligatures 
instead  of  forceps  the  ureters  are  less 
likely  to  be  injured.  Unquestionably, 
pulling  the  uterus  well  down  to  the 
ostium  vaginae  will  remove  the  cervix 
somewhat  more  from  the  ureter,  and 
the  method  of  surrounding  the  broad 
ligament  with  a  strong  ligature  and 
tying  it  before  placing  the  forceps 
will  be  of  service.  It  is  not  probable 
that  the  injury  will  be  detected  at  the 
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time  of  the  hysterectomy.  If  it  were, 
and  the  condition  of  the  patient 
would  justify  further  operative  pro- 
cedure, lumbar  nephrectomy  may  be 
indicated,  though  my  own  inclination 
would  be  in  favor  of  waiting  for  the 
recovery  of  the  patient  from  the  hys- 
terectomy and  then  endeavoring  to 
close  the  fistula  by  a  plastic  opera- 
tion, such  as  described  by  Gushing, 
or  a  partial  kolpokleisis,  as  devised 
and  done  by  Kaltenbach.  Where  the 
ureter  is  clasped  by  the  forceps  or 
included  in  the  ligatures,  several  days 
will  elapse  before  the  fact  will  be 
positively  known.  Then  we  can  only 
wait.  In  case  of  a  clean  cut  of  the 
ureter,  or  a  tear  completely  severing 
it,  there  will  be  manifest  signs  of  in- 
jury to  the  bladder  or  ureter  within  a 
few  hours.  An  injection  into  the 
bladder  of  a  definite  amount  of  fluid, 
and  its  complete  return,  will  demon- 
strate the  perfect  continuity  of  its 
structure.  We  have  then  to  exclude 
incontinence  of  urine.  This  may  be 
readily  done  by  leaving  a  catheter  in 
the  bladder  or  arranging  the  dress- 
ings in  two  parts,  separating  them  by 
some  impermeable  material.  Some 
perplexity  may  be  experienced  when 
the  ureter  is  tied  or  grasped  by  the 
forceps,  yet  if  there  is  a  very  small 
amount  of  urine  secreted,  and  there 
are  no  uraemic  symptoms,  we  may  be 
reasonably  certain  that  one  ureter  is 
included. 

The  cases  reported  thus  far  have 
all  recovered  from  the  hysterectomy. 
I  doubt  not  if  an  autopsy  had  been 
made  in  every  fatal  case  of  vaginal 
hysterectomy  that  some  of  us  would 
have  been  surprised  in  finding  that 
an  injured  ureter  contributed  to  the 
cause  of  the  fatality.  Whether  the 
continual  contact  of  the  urine  with 


the  vagina  and  cicatricial  tissue  wilf 
hasten  the  return  of  the  cancer  is- 
yet  undetermined.  In  the  light  of 
our  present  belief  that  sometimes 
carcinoma  is  induced  by  local  irrita* 
tion,  it  is  reasonable  to  believe  that 
should  the  urine  become  abnormal 
and  irritating  the  return  of  the  malig 
nant  disease  may  be  hastened.  There 
is  abundant  evidence  to  show  that 
organisms  sometimes  find  their  way- 
into  the  ureter  through  the -fistulous- 
opening  and  lead  to  ureteritis  or  even 
nephritis. 

In  one  of  Gusserow's  cases  the  kid- 
ney was  removed  six  months  after 
the  hysterectomy,  and  interstitial  ne- 
phritis was  found. 

In  Pozzi's  case,  where  the  fistula 
opened  into  the  loin  and  the  sur- 
roundings were  aseptic,  on  removal 
of  the  kidney  there  was  an  absence 
of  micro-organisms,  but  the  presence 
of  interstitial  nephritis. 

The  important  questions  connected 
with  this  subject  are  how  to  avoid  the 
accident,  and  what  is  the  best  method 
of  procedure  if  it  has  occurred  ?  Both 
of  them  have  been  briefly  discussed,, 
but  I  think  it  well  that  we  enter  a 
little  more  into  the  matter  of  treat- 
ment. Very  few  surgeons  will  be 
content  to  allow  the  fistula  to  remain 
without  an  effort  to  cause  the  urine 
to  flow  into  the  bladder,  or  a  resort  to- 
nephrectomy. 

The  importunities  of  the  patient,, 
the  dangers  of  a  speedy  return  of  the 
disease,  of  nephritis  or  closure  of 
the  fistulous  opening,  these  will  all 
prompt  the  surgeon  to  act.  So  far 
professional  opinion  seems  to  be 
divided  as  to  the  best  method  of 
procedure. 

A  comparative  study  of  all  the 
cases  so  far  reported  will  be  of  value. 
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It  would  be  interesting  to  enter  into 
•detail,  but  the  scope  of  this  paper  will 
not  permit  it.  Nebe  has  collected 
twenty-two  cases  of  uretero-vaginal 
fistula  connected  with  parturition. 
Of  these  sixteen  were  operated  upon 
and  eleven  cured.  In  nine  cases 
renal  symptoms  appeared  after  the 
plastic  operation,  in  all  but  two  cases 
in  which  plastic  operations  were  em- 
ployed. There  were  six  cases  cured 
by  various  methods.  Three  cases  of 
Jumbar  nephrectomy  and  two  of 
kolpokleisis.  There  are  seven  cases 
collected  by  Nebe  and  Iverson  not 
connected  with  parturition.  Kehrer's 
•case  was  twice  unsuccessfully  oper- 
ated upon  by  kolpokleisis,  and  finally 
nephrectomy  was  done. 

In  the  kidney  removed  puriform 
pyelitis  was  found.  Two  were  cured 
by  the  operation  of  kolpokleisis  ;  one 
was  cured  by  Bandl's  method.  Of  the 
thirteen  cases  above  referred  to  of 
Vistula  following  vaginal  hysterectomy 
for  cancer  of  the  uterus,  all  but  one 
were  operated  upon.  There  were  five 
lumbar  nephrectomies,  one  death, 
three  of  kolpokleisis  successful ;  four 
plastic  operations,  two  successful,  two 
failures. 

Summary :  Thirty-five  cases  oper- 
ated upon.  Twelve  of  plastic  opera- 
tions successful;  one  to  five  opera- 
tions required.  In  eight  cases  plastic 
operations  were  unsuccessful.  Seven 
kolpokleisis,  successful ;  some  of  them 
after  many  operations.  Eight  cases 
of  lumbar  nephrectomy,  one  death. 
In  ten  cases  renal  symptoms  occurred 
after  the  attempt  to  close  the  fistula. 

It  is  not  my  purpose  to  describe 
operative  methods.  These  are  all 
given  in  detail  in  text-books.  Cush- 
ing's  modification  of  Simon's  method 
in  one  and  of  Bandl's  method  in  the 


other  are  worthy  of  remark.  It  must 
be  remembered  that  in  all  cases  of 
plastic  operations,'  such  as  Simons', 
Bandl's,  Cushing's  and  Shrede's,  the 
patient  is  in  some  danger  of  the  occur- 
rence of  stricture  of  the  ureter.  It  is 
probable  that  should  such  stricture 
form  it  might  be  overcome  by  cathe- 
terization of  the  ureter.  A  portion 
of  the  fistula-urine  should  be  accumu- 
lated and  examined  to  determine  the 
condition  of  the  kidney  secreting  it. 
If  found  diseased,  nephrectomy  will 
be  the  preferable  procedure.  The 
very  low  rate  of  mortality  (12 j4  per 
cent.)  of  nephrectomy  is  encouraging, 
especially  in  view  of  eight  failures  to 
cure  the  fistula  in  twenty-three  cases 
of  plastic  operations,  and  in  view  of 
the  fact  that  so  frequently  renal 
symptoms  appear  after  all  plastic 
operations  where  the  ureter  is  in- 
volved. It  has  been  found  very  diffi- 
cult to  close  the  vagina  by  a  plastic 
operation.  It  required  four  efforts 
for  Kaltenbach  to  accomplish  it  ; 
others  have  more  readily  succeeded. 

Gusserow,  after  he  had  an  experi- 
ence in  one  case  of  kolpokleisis,  says  : 
"  Cases  certainly  do  better  in  which 
nephrectomy  is  done."  In  his  case 
of  kolpokleisis  calculi  formed  in  the 
vagina  and  the  bladder. 

In  Tuefford's  case  of  kolpokleisis 
for  vesico-vaginal  fistula,  closure  of 
the  vagina  was  not  completely  ef- 
fected. After  a  time  several  large 
vesical  calculi  were  extracted.  The 
patient  finally  succumbed.  If  it  were 
not  for  the  danger  of  the  irritation  of 
retained  and  irritating  urine  hasten- 
ing a  return  of  the  cancer,  vaginal 
hysterectomy  cases  would  furnish  a 
more  promising  field  for  kolpokleisis 
than  those  in  which  the  uterus  re- 
mained in  the  vagina. 
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Bozeman,  Boqui  and  Simon  oppose 
this  method,  while  Winckel  says  "the 
indications  for  the  operation  are  to  be 
accepted  with  great  hesitation."  The 
primary  mortality  of  nephrectomy 
may  be  somewhat  greater,  but  the 
latter  leaves  the  patient  in  a  more 
favorable  condition.  Simon  has  trans- 
planted the  ureters  into  the  rectum, 
but  this  procedure  is  fraught  with 
quite  as  much  danger  as  the  removal 
of  the  kidney.  It  also  entails  upon 
the  patient  many  distressing  condi- 
tions. It  seems  to  me  that  the  plan 
of  making  a  recto-vaginal  fistula  and 
closing  the  vagina  is  hardly  to  be 
thought  of  in  case  there  is  a  fistula 
of  but  one  ureter  and  an  uninjured 
bladder.  The  cases  of  Gusserow, 
Pozzi  and  others  have  shown  that 
ureteritis,  nephritis  and  pyelitis  are 
prone  to  result  from  fistula  of  the 
ureter.  In  case  the  recto-vaginal 
fistula  is  established,  the  conditions 
will  be  rendered  the  most  favorable 
for  the  infection  of  the  ureter. 

The  same  rule  does  not  apply  when 
the  operation  is  done  in  case  of  an 
incurable  vesico-vaginal  fistula,  for 
nature  at  the  orifices  of  the  ureter 
has  erected  a  barrier  against  the  easy 
entrance  of  septic  material.  My  con- 
clusions may  be  stated  as  follows, 
viz. : 

(i)  Injury  of  the  ureter  during  a 
vaginal  hysterectomy  is  liable  to  occur 
in  the  practice  of  skillful  operators. 

(2)  It  is  more  likely  to  occur  when 
there  is  a  broad  ligament  infiltration, 
or  when  there  has  been  parametric 
inflammation,  with  adhesions. 


C3)  Whether  the  use  of  forceps  and 
clamps  more  frequently  results  in 
such  injury  and  fistula  than  when 
ligatures  are  employed  has  not  beea 
determined,  but  such  is  probable. 

(4)  In  the  five  new  cases  the  injury^ 
did  not  seem  to  have  an  unfavorable- 
influence  Upon  the  immediate  recov- 
ery of  the  patient.  More  observa- 
tions are  needed  upon  this  point. 

(5)  In  case  of  resulting  ureteral 
fistula  disease  of  the  corresponding 
kidney  is  prone  sooner  or  later  to- 
appear,  whether  the  fistulous  opening 
be  into  the  vagina  or  upon  the  sur- 
face of  the  body. 

(6)  Operations  for  the  closure  of 
uretero-vaginal  fistula,  so  that  the 
urine  will  have  an  unobstructed  and 
uninterrupted  flow  in  the  bladder,, 
should  in  proper  case  be  employed. 

(7)  The  operations  of  Parvin,  Si- 
mon, Bandl,  Landau  and  Gerde  have 
this  end  in  view,  and  should  be  em- 
ployed in  suitable  cases  if  the  kidneys 
is  healthy. 

(8)  Kolpokleisis,  either  partial  or 
complete,  leaves  an  artificial  recep- 
tacle for  the  urine  walled  in  by  tissue, 
in  which  we  fear  the  speedy  return  of 
cancer,  hence  is  of  doubtful  utility. 

(9)  Nephrectomy  is  a  justifiable 
procedure  in  uretero-vaginal  fistula 
when  there  is  obstruction  to  a  free 
flow  of  the  urine  into  the  vagina  that 
cannot  be  overcome  by  dilatation  of 
the  fistulous  opening,  in  case  of  fail- 
ure of  plastic  operations,  and  when 
the  corresponding  kidney  is  markedly^ 
diseased. 
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Salpingitis  and  Pelvic  Adhesions.^ 


BY   H.    G.    WETHERILL,    M.D., 

TRENTON,   N.  J. 


The  aetiology  of  disease  is  always 
important.  The  course  and  conse- 
quences are  then  more  easily  traced, 
and  the  treatment  is  more  rational 
and  may  be  carried  out  with  better 
chances  of  success,  and,  best  of  all, 
it  offers  an  opportunity  for  the  use  of 
preventive  measures. 

This  is  a  day  of  quarantine  and  pre- 
ventive medicine,  and  whenever  these 
principles  can  be  brought  to  bear 
against  any  pathological  condition, 
they  may  be  expected  to  reduce  the 
suffering,  invalidism  and  mortality 
from  that  disease. 

Infectious,  contagious  and  septic 
diseases  are  now  believed  to  consti- 
tute a  very  large  proportion  of  the 
maladies  of  mankind.  The  accept- 
ance of  this  view  carries  with  it  so 
much  responsibility  to  the  medical 
attendant  or  surgeon,  that  we  must 
learn  to  exercise  great  care  that  we 
may  not  be  the  agents  or  carriers 
of  disease.  We  must  also  educate  our 
patients  into  the  adoption  of  preven- 
tive means,  and  emphasize  the  impor- 
tance of  cleanliness  of  person,  apparel 
and  environment. 

These  remarks  are  intended  as  an 
introduction  to  a  review  of  our  pres- 
ent opinions  as  to  the  origin  and  treat- 
ment of  oophoro-salpingitis. 

The  point  has  been  reached  when 
it  can  be  said  that  there  is  no  such 
thing  as  primary  idiopathic  ovaritis. 
Pozzi  says  :  *'  I  do  not  think  there  are 
any   cases   of    ovaritis,    properly   so 

1  Read  June  28,  1893,  a*  t^e  meeting  of  the  New  Jer- 
sey State  Medical  Society,  at  Asbury  Park,  N.  J. 


called,  that  are  not  preceded  by  endo- 
metritis and  salpingitis ;"  and  this 
view  is  concurred  in  to-day  by  a  large 
majority  of  those  who  are  best  quali- 
fied to  judge. 

If  it  be  true,  then,  that  these  tubal 
and  ovarian  inflammations  and  sup- 
purations are  the  results  of  infection 
through  the  uterine  canal,  we  must 
take  full  cognizance  of  the  situation, 
and  do  ail  in  our  power,  by  care  of 
ourselves,  our  instruments,  our  meth- 
ods, as  well  as  by  advice  to  our  pa- 
tients, to  reduce  the  dreadful  conse- 
quences of  these  diseases. 

All  intra-uterine  manipulations  or 
operations  must  be  aseptic.  The 
uterus  and  vagina  must  be  maintained 
in  a  strictly  aseptic  condition  after 
abortion  or  labor  at  term,  and  particu- 
larly must  this  be  so  if  any  lacerations 
or  abrasions  have  been  made  in  the 
mucous  membranes. 

Gonorrhoea  in  women  must  always 
be  treated  with  this  complication  in 
view,  and  the  bride  of  the  man  who  had 
a  slight  gleety  discharge  (which  may 
have  been  pronounced  non-contagi- 
ous) must  be  watched  when  she  comes 
home  from  the  wedding  journey  with 
tenderness  in  the  inguinal  regions 
and  a  more  or  less  profuse  leucor- 
rhoea. 

We  must  bear  in  mind  that  the  peri- 
toneal cavity  is  the  only  serous  cavity 
having  any  opening  externally,  and 
that  these  openings  lead  out  through  a 
canal  which  is  rarely  clean  in  a  surgical 
sense.  We  should  instruct  our  patients 
that  the  vagina  must  be  kept  clean. 
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Fifty  years  ago  (1843)  that  excel- 
lent physician,  that  poet  who  is  loved 
and  revered  by  the  medical  profession 
of  this  country  as  few  men  have 
been,  Oliver  Wendell  Holmes,  demon- 
strated in  a  most  clear  and  logical 
paper  the  contagiousness  of  puerperal 
fever,  and  insisted  upon  the  physician 
as  a  factor  in  its  dissemination.  Dr. 
Gordon,  of  Aberdeen,  in  1795  pub- 
lished a  treatise  which  supported  the 
same  views,  so  we  must  look  upon  the 
idea  of  infection  of  the  peritonaeum 
by  way  of  the  vagina,  uterus  and 
tubes  as  no  new  thing.  The  eight 
conclusions  at  the  end  of  Dr.  Holmes' 
paper  are  sound  and  rational,  and, 
with  slight  changes  in  the  phrase- 
ology to  meet  the  requirements  of  a 
nomenclature  bred  of  a  better  knowl- 
edge of  bacteriology  and  antisepsis, 
would  read  well  to-day  as  an  ending 
of  any  paper  upon  antiseptic  perito- 
nitis. He  says,  in  his  essay :  "  I  had 
rather  rescue  one  mother  from  being 
poisoned  by  her  attendant,  than  claim 
to  have  saved  forty  out  of  fifty  patients 
to  whom  I  had  carried  the  disease." 

Tubal  inflammations  may  be  placed 
in  two  broad  and  general  classes,  as  is 
done  by  Pozzi.  For  the  purpose  of 
diagnosis  and  treatment,  these  are  the 
two  conditions  we  must  consider : 
They  are  cystic  and  non-cystic  sal- 
pingitis. The  non-cystic  variety  is 
amenable  to  treatment  which  would 
be  futile,  injurious  or  highly  danger- 
ous in  an  encysted  salpingitis,  so  it 
is  important  to  make  a  discriminating 
diagnosis  at  as  early  a  day  as  possi- 
ble, and  adopt  a  line  of  treatment 
adapted  to  the  variety  of  the  disease 
we  find. 

The  fertility  of  many  women  has 
been  sacrificed  unnecessarily  by  the 
removal  of  appendages  which  might 


have  been  saved  if  some  rational  and 
more  conservative  treatment  had  been 
substituted  for  an  oophorectomy, 
which,  until  very  lately,  has  been  the 
remedy  for  all  pelvic  pain  or  tubal 
disease,  whether  it  be  catarrhal, 
purulent,  hemorrhagic  or  parenchy- 
matous, and  regardless  of  its  being 
cystic  or  not.  Much  may  be  done  for 
non-cystic  salpingitis  by  rest  in  bed, 
large  hot-water  douches,  dilatation 
and  drainage  of  the  uterine  canal,  and 
perhaps  curetting  and  applying  or 
injecting  iodine  or  carbolic  acid  or 
other  remedies  ;  and  no  case  must  be 
condemned  to  an  oophorectomy  till 
long  and  faithful  trial  of  these  meas- 
ures has  been  made. 

It  has  been  my  good  fortune  to 
have  just  had  a  case  in  which  a  large, 
painful  and  inflamed  tube  yielded 
most  satisfactorily  to  this  line  of  treat- 
ment, and  it  is  to-day  as  free  from 
pain  and  fullness  as  a  normal  one. 
Of  course,  it  was  non-cystic  ;  but  may 
not  a  cystic  salpingitis  be  opened  and 
drained  through  the  uterine  canal  .^ 
Certainly ;  such  a  thing  is  quite  pos- 
sible, but  there  is  always  the  risk  of 
rupture  in  any  other  direction  with 
all  that  implies. 

The  simplicity  of  a  modern  coeli- 
otomy,  and  its  low  mortality  with 
reasonable  precautions  as  to  cleanli- 
ness, have  evolved  many  operators, 
while  the  great  need  of  the  day  was 
a  supply  of  discriminating  diagnos- 
ticians. 

Authors  and  operators  are  too  apt 
to  dilate  upon  the  ease  with  which 
the  pelvic  or  abdominal  diagnosis 
may  be  made.  As  a  matter  of  fact, 
exact  diagnosis  of  pelvic  and  abdom- 
inal conditions  is  rarely  easy,  and  it 
is  next  to  impossible  to  tell  before 
the  abdomen  is  opened  what  compli- 


SALPINGITIS  AND  PELVIC  ADHESIONS. 


673 


cations  may  be  found  to  make  an 
operation  difficult.  Few  men  who 
have  seen  the  work  of  our  most  dex- 
trous operators  and  skillful  diagnosti- 
cians have  failed  to  see  frequent  cor- 
rections of  diagnosis  after  the  opera- 
tion has  begun.  This  is  only  what  must 
be  expected  under  the  circumstances, 
for  the  variety  of  the  possible  con- 
ditions as  they  affect  a  number  of 
possible  organs  is  very  great. 

In  drawing  attention  to  this  fact  it 
is  with  no  desire  to  belittle  the  work 
of  these  men,  for  it  is  truly  marvelous 
that  correct  conclusions  are  so  often 
reached ;  but  it  is  hoped  the  broad 
statements  of  some  enthusiastic  and 
able  workers  may  be  taken  with  the 
grain  of  salt  so  necessary  to  the 
digestion  of  their  claims  to  infalli- 
bility. It  is  also  to  be  hoped  that  we 
may  be  tolerant  of  the  opinions  of 
others,  and  most  lenient  to  a  fellow 
who  has  made  a  mistake  in  such  a 
case.  For  each  one's  day  for  his 
mistake  is  sure  to  come.  We  must 
exercise  all  the  skill  and  care  of 
which  we  are  possessed,  and  when 
one  does  his  best  he  should  enjoy  the 
support  of  those  about  him. 

A  distended  and  suppurating  Fallo- 
pian tube  does  not,  as  a  rule,  present 
the  greatest  difficulties  in  the  way  of 
diagnosis.  With  or  without  an  anaes- 
thetic, the  tube  and  ovary  can  usually 
be  brought  between  the  fingers  of 
the  opposing  iiands  and  the  outlines 
traced  with  reasonable  accuracy. 

The  question  of  treatment  then 
has  to  be  met,  and  it  is  here  we  en- 
counter the  differences  of  opinion  of 
the  advocates  of  different  plans.  Just 
why  a  collection  of  pus  in  a  Fallopian 
tube  should  be  thought  amenable  to 
treatment  which  would  not  apply  to 
like  conditions  elsewhere,  it  is  hard 
43 


to  understand.  It  is  also  difficult  to 
determine  why  a  rule  which  applies 
to  pus  elsewhere  does  not  apply  to 
pus  in  a  tube. 

In  no  other  portion  of  the  body  is 
the  surgeon  given  the  opportunity  to 
remove  at  once  the  abscess,  its  sack 
and  the  consequences  to  adjacent 
tissues  as  in  pyosalpinx. 

The  details  of  oophorectomy  are 
now  so  perfected,  and  the  mortality, 
in  the  hands  of  the  dexterous  operator, 
is  so  low,  that  it  seems  beyond  ques- 
tion the  best  method  of  dealing  with 
the  greater  number  of  these  cases. 

That  electrolysis  is  competent  to 
disperse  and  cure  a  tubal  abscess  is 
irrational  and  incredible.  The  results 
of  its  use  for  this  purpose  have  been 
in  many  cases  worse  than  simple 
failure  to  cure,  and  much  testimony 
has  been  given  of  its  injurious  effects. 
Cases  may  present  themselves  in 
which  evacuation  and  drainage  of  the 
tube  through  the  vaginal  vault  or  the 
dilated  uterine  canal  is  expedient,  but 
the  majority  are  of  a  kind  that  will 
do  best  under  abdominal  section.  It 
is  then  possible  to  deal  with  adhe- 
sions and  other  pathological  condi- 
tions which  may  present  themselves, 
as  well  as  to  remove  in  toto  abscess, 
sack  and  all. 

Little  can  be  gained  and  much  may 
be  sacrificed  in  an  attempt  to  empty 
and  drain  a  pus  tube  through  an 
abdominal  incision  with  the  object  of 
saving  the  appendage  to  the  woman. 
Functionally  the  appendage  is  de- 
stroyed, and  it  should  not  be  left  to 
be  a  possible  source  of  infection  and 
renewed  danger  at  a  later  day. 

True  conservatism  does  not  consist 
in  the  preservation  of  organs  and 
tissues  with  functions  destroyed,  and 
with  the  added  risk  of  there  being  a 
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source  of  new  trouble  any  clay.  That 
is  most  conservative  which  most  com- 
pletely eradicates  the  disease  and 
leaves  the  patient  most  free  from 
pain  and  disability. 

Adhesions  are  rarely  absent  in  a 
pelvis  that  has  been  a  domicile  for 
pus  tubes.  Adhesions  are  the  great 
bar  to  exact  diagnosis.  They  are  the 
chief  element  of  danger  during  opera- 
tions, and  the  denuded  surfaces  they 
leave  (for  the  formation  of  new 
attachments)  are  responsible  for  most 
of  the  pain  and  discomfort  subse- 
quently; they  may  be  a  cause  of  death 
after  all  other  dangers  are  past,  for 
perforation  of  the  intestine  or  of 
some  other  viscus  may  occur  at  a 
spot  that  has  been  left  thin  and  weak 
through  rupture  of  its  outer  coats 
during  their  separation,  or  an  intes- 
tinal obstruction  may  be  caused  by 
the  compression  of  bands  or  the  con- 
traction of  cicatrization.  Neverthe- 
less, adhesions  are  conservative  in  the 
main,  and  it  is  only  by  the  aid  of  this 
power  of  the  peritonaeum  to  throw  a 
protecting  wall  about  a  focus  of  dis- 
eases or  sepsis,  by  its  power  to  encyst 
a  haemorrhage  or  an  exudate,  that 
abdominal  surgery  is  ever  made 
necessary,  or  that  it  has  become  pos- 
sible. 

The  adhesions  are  the  result  of  the 
disease  and  are  essentially  protective 
in  tendency.  They  may  become  a 
source  of  pain,  and  the  time  may 
come  in  the  history  of  a  case  when 
the  primary  disease  has  been  disposed 
of  and  the  adhesions  become  the  dis- 
ease ;  still,  the  tendency  is  to  absorp- 
tion of  adhesions  after  their  useful- 
ness is  gone.  Dr.  W.  Gill  Wylie,  in 
a  recent  discussion  of  this  subject  in 
New  York,  stated  the  facts  as  follows: 
"If  you  cure  your  diseased  organ 
your    adhesion    will    disappear;    its 


functions  will  go  and  it  will  disappear 
and  be  absorbed." 

Within  the  last  few  weeks  I  have 
had  the  opportunity  to  examine  two 
patients,  upon  whom  I  did  coeliotomy 
for  pyosalpinx  more  than  a  year  ago. 
One  was  done  December,  1891,  and 
the  other  March,  1892. 

The  cases  were  as  like  as  it  is  pos- 
sible for  two  cases  to  be.  Both  had 
the  tenderness,  pain  and  the  consti- 
tutional symptoms  of  the  disease. 
Both  were  bedfast  and  so  seriously  ill 
that  recovery  was  not  looked  for  by 
the  friends,  and  an  examination  of 
each  revealed  a  pelvis  packed  with 
exudate ;  the  cervix  protruded  from  a 
vaginal  vault,  which  was  firm  and  un- 
yielding in  all  directions,  and  gave 
one  the  impression  of  the  pelvis  being 
run  full  of  plaster  of  paris,  which  had 
embedded  and  fixed  the  womb  im- 
movably. 

Upon  operating  this  diagnosis  was 
verified.  The  fundus  of  the  uterus 
was  buried  in  this  mass  of  lymph  and 
adhesions,  and  it  was  with  the  greatest 
difficulty  that  the  tubes  and  ovaries 
could  be  isolated,  tied  off  and  re- 
moved. The  pus  sacks  were  not 
large  (I  have  seen  larger  ones  not 
nearly  so  adherent),  but  there  must 
have  been  periodical  leakage  from 
them,  which  nature  was  obliged  to 
meet  by  a  new  exudate  each  time, 
and  so  this  enormous  conservative 
wall  was  constructed. 

In  the  first  case  the  mass  was  so 
attached  to  the  sigmoid  flexure  that 
great  rents  were  made  down  to  the 
mucous  coats  of  the  bowel  in  enuclea- 
ting. 

In  the  second  the  appendix  vermi- 
formis  was  involved  in  the  mass,  so 
that  its  amputation  was  necessary  to 
get  the  mass  away. 

These  patients  did  reasonably  well 
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after  operation,  and  to-day  there  is 
not  a  band  of  adhesion  that  in  any 
way  annoys  either  of  the  patients,  or 
that  can  be  made  out  by  examination. 

Let  us  look  back  and  review  the 
part  the  adhesions  played  in  these 
two  cases.  First,  they  were  thrown 
out  as  a  protecting  wall  about  the 
septic  focus  in  the  pelvis,  and  they 
were  renewed  to  meet  each  new  de- 
mand ;  second,  they  were  thrown  out 
after  the  operation  about  the  rents 
and  sutures  in  the  sigmoid  and  the 
appendix  to  prevent  foecal  extravasa- 
tion, and  third,  at  the  end  of  a  year 
after  the  removal  of  the  disease,  no 
trace  of  adhesion  remains  to  annoy 
the  patient  or  the  physician. 

We  could  hardly  ask  a  better  de- 
monstration of  the  uses  of  adhesions, 
or  find  better  examples  of  their  evolu- 
tion and  absorption. 

Within  the  past  month  I  removed 
by  coeliotomy  and  hysterectomy  a 
very  large  multiple  fibroid.  A  most 
careful  and  dexterous  operator  at- 
tempted its  removal  a  little  more  than 
three  years  ago,  and  made  an  incision 
■down  to  the  tumor  at  least  six  inches 
in  length ;  no  vestige  of  an  adhesion 
between  the  tumor  and  the  cicatrix 
was  to  be  found ;  both  were  perfectly 
smooth  and  free  from  bands  when 
I  opened  the  abdomen.  The  first 
operator  is  a  man  who  comes  as  near 
doing  a  perfectly  aseptic  operation  as 
can  be  done,  and  I  believe  the  free- 
dom from  bands  was  due  to  this. 
The  traumatism  was  not  of  itself 
sufficient  to  create  bands  that  would 
endure  so  long  if  they  were  ever 
produced. 

Dr.    Henry   C.    Coe,^   in   a  recent 


^  The  Etiology  and  Pathology  of  Pelvic  Adhesions. 
Read  before  the  Woman's  Hospital  Alumni  Associa- 
tion, January  17,  1893. 


paper  said  :  "  Where  extensive  pseudo 
membranes  have  not  been  separated 
at  the  time  of  operation,  I  concur 
with  Kelterborn  in  believing  that  the 
formation  of  adhesions  is  to  be  re- 
ferred to  mild  septic  infection,  rather 
than  to  traumatism  of  the  healthy 
peritonaeum." 

We  may  fairly  conclude  then  : 
(i)  Tubal   and    ovarian   inflamma- 
tions  are  usually  associated  ;  the  one 
rarely    being    present   without    the 
other. 

(2)  This  tubo-ovaritis  is  nearly 
always  the  result  of  the  extension 
of  a  specific  or  septic  inflammation 
along  the  mucous  membrane,  or 
through  the  lymphatic  vessels. 

(3)  That  this  implies  an  unclean 
vagina  or  uterine  canal  (in  the  modern 
surgical  sense),  or  that  hands  or  in- 
struments introduced  into  the  genital 
tract  have  carried  infection  to  it. 

(4)  Abrasions  and  lacerations  of 
the  mucous  membrane  greatly  in- 
crease the  risk  of  tubo-ovaritis  by 
lymphatic  extension  and  by  the  fa- 
cility offered  for  the  growth  of  bac- 
teria, and  the  difficulty  of  sterilizing 
wounds  in  such  a  situation. 

(5)  Surgical  cleanliness  of  all  va- 
ginal and  uterine  manipulations  is 
imperative  as  a  prophylactic  measure. 
Labor  at  term  and  abortions  must  be 
followed  by  rrgid  antisepsis.  Lacera- 
tions should  be  approximated  at  once 
when  possible,  and  abrasions  kept 
perfectly  clean. 

(6)  Adhesions  about  an  inflamed 
tube  and  ovary  are  conservative  in 
design  and  effect,  and  should  not  be 
disturbed  till  the  disease  back  of 
them  is  removed. 

(7)  When  the  disease  is  removed 
the  adhesions  tend  to  absorption  and 
usually  disappear  in  time. 
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(8)  Septic  infection  is  a  more  po- 
tent factor  in  causing  adhesions 
than  simple  aseptic  traumatism,  and 
the  adhesions  following  slight  injury 


to  the  healthy  peritonaeum  are  due 
to  mild  septic  infection,  which 
may  have  taken  place  at  the  same 
time. 


Puerperal  Eclampsia:  A  Plea  for  Treatment  With 
Veratrum  Viride.^ 


BY   J.    S.    HAMMOND,    M.D., 

BUTTE,    MONTANA. 


To  the  student  of  disease  all  patho- 
logical manifestations  are  interest- 
ing. Even  if  sufficiently  malignant 
to  entirely  baffle  human  skill,  they 
are  regarded  with  somewhat  of  that 
absorbing  awe  with  which  one  con- 
templates the  action  of  the  hurricane 
which  hurls,  twists  and  grinds  to  cha- 
otic ruin  everything  in  its  path. 

Medicine  in  its  broadest  sense  of 
including  physic,  obstetrics  and  sur- 
gery, may  be  somewhat  aptly  com- 
pared with  mathematics.  The  former 
comes  to  its  ordinary  diseases,  its 
parturient  problems,  its  accidents  and 
injuries  with  well-recognized  and  ef- 
ficient remedies  and  treatment ;  the 
latter  meets  its  ordinary  problems  of 
surveying  farms,  lots  and  claims,  of 
laying  out  roads,  of  building  habita- 
tions, bridges  and  trestles,  with  all 
requisite  readiness  and  skill.  But, 
when  in  the  case  of  the  former,  it 
comes  to  discerning  the  origin  and 
compassing  the  subjugation  of  tuber- 
culous tendencies,  or  of  successfully 
arresting  the  onward  march  of  malig- 
nant growths  toward  the  citadels  of 
vitality,  it  finds  itself    in  much  the 

^  Read  before  the  Silver  Bow  County  Medical  Society, 
April  4, 1893. 


same  predicament  as  does  mathe- 
matics with  problems  of  the  Isthmus 
of  Panama  to  canal,  or  aerial  naviga- 
tion to  solve. 

We  find  diseases  as  marked  in  their 
types  as  are  the  different  divisions  of 
the  animal  or  vegetable  kingdom. 
Some  with  mild,  some  with  grave 
symptoms.  Some  easily  remediable,, 
others  obstinately  resisting  treat- 
ment. Of  all  the  maladies  with  which 
a  physician  is  liable  to  come  in  con- 
tact, none  will  be  likely  to  claim  more 
fully,  for  the  time  being,  his  judg- 
ment and  gravest  interest  than  puer- 
peral eclampsia.  Particularly  will  this 
be  true,  when,  unsuspicious  of  its 
threatenings,  it  suddenly  breaks  upon 
him  for  the  first  time  in  the  lying-in 
chamber. 

As  to  the  relative  frequency  of  this- 
complication  of  labor,  authorities  very 
widely  differ.  Some  place  it  at  i  to 
200,  and  some  as  low  as  i  to  600. 
Personally,  it  has  occurred  to  me 
twice  in  628  recorded  cases  of  labor^ 
Have  seen  two  other  cases  in  this 
time  in  consultation.  Most  physicians 
will  agree,  probably,  on  an  average  of 
about  I  to  300.  Primiparae  are  more 
liable,  in  proportion  of  three  to  one>- 
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than  multiparae.  It  occurs  most  fre- 
quently during  the  last  three  months 
of  gestation. 

To  one  who  has  ever  had  occasion 
to  manage  a  case  of  puerperal  eclamp- 
sia, the  premonitory  symptoms  are 
very  significant.  These  symptoms 
point  generally  to  uremic  poisoning. 
OEdema  of  the  feet  and  legs,  diminu- 
tion of  the  urinary  secretion,  albumi- 
nuria accompanied  occasionally  with 
epithelial,  granular,  or  hyaline  casts 
showing  more  or  less  tubal  nephritis, 
the  retinal  changes  of  albuminuria, 
great  mental  depression,  headache, 
which  is  often  intense,  and  generally 
referred  to  the  frontal  region,  dis- 
turbance and  indistinctness  of  vision, 
sometimes  blindness,  dizziness,  and 
occasionally  severe  epigastric  pains. 

The  convulsions  occur  very  sud- 
denly, coming  on  often  without  warn- 
ing, and  ofttimes  while  the  patient 
is  engaged  in  conversation  with  some 
members  of  the  family.  She  suddenly 
ceases  speaking,  the  eyelids  begin  to 
twitch,  the  eyes  become  fixed,  or  are 
rolled  up  and  down  from  side  to  side, 
then  follows  a  jerking  of  all  the 
muscles  of  the  face,  then  those  of  the 
upper  extremities,  followed  by  those 
of  the  lower  extremities.  The  mus- 
cles of  respiration  become  involved, 
arresting  that  function  temporarily, 
and  the  tongue  is  often  badly  bitten 
by  the  convulsive  movements  of  the 
lower  jaw.  It  presents  a  picture  to 
the  husband,  the  mother,  the  relatives, 
shocking  in  its  suddenness,  frightful 
in  its  manifestations,  horrible  in  its 
changes,  leaving  as  a  terrible,  a  ghastly 
wreck,  its  apparently  hopeless  victim. 
The  bloated,  congested,  dark  purple 
face,  the  set  eyes,  twitching  eyelids, 
the  side  wise-jerking  mouth,  the  fea- 
tures contorted  into  demoniacal  ex- 


pression, hissing  foam  and  blood  from 
the  mouth  with  every  stertorous  ex- 
piration, writhing  as  one  struggling 
with  asphyxia,  now  jerking  in  all  the 
fierceness  of  clonic  convulsion,  then 
with  all  the  desperate  fixedness  of 
death  every  muscle  of  the  body  in 
tonic  contraction.  The  relatives  sob- 
bing and  wringing  their  hands  in  ab- 
ject despair  ;  the  husband,  with  looks 
imploring  relief,  vainly  trying  to  hold 
in  quiet  the  convulsed  form  of  the 
loved  one,  all  covered  with  the 
shadow  of  the  agony  of  an  impending 
bereavement,  which  to  them  seems 
inevitable.  These  are  circumstances 
calculated  to  put  a  physician's  pres- 
ence of  mind,  his  authority,  his  tact, 
his  skill,  to  their  supremest  test. 
Gradually  this  terrific  nerve-storm 
spends  its  fury.  The  convulsed  limbs 
and  features  compose  themselves  to 
quietness,  the  breathing  becomes  more 
regular,  and  the  deep  insensibility  of 
coma  supervenes. 

Sometimes,  after  the  interval  of  an 
hour  or  so,  the  patient  will  regain 
consciousness,  but  will  remember 
nothing  that  has  happened.  The 
natural  course  is  for  one  attack  to 
follow  another,  each  followed  by  coma 
more  and  more  deep.  Arrested  res- 
piration gives  rise  to  cerebral  con- 
gestion, and  this  may  result  in  effu- 
sion and  occasionally  in  cerebral 
hcemorrhage.  Death  comes  from  slow, 
asphyxia.  Probably  a  majority  of  all 
cases  of  eclampsia  left  untreated 
would  prove  fatal.  As  it  is  the  mor- 
tality averages  about  30  per  cent. 
The  infant  mortality  is  given  at  50 
per  cent. 

The  gravity  of  the  prognosis  varies, 
of  course,  with  existing  conditions. 
The  frequency  of  the  attacks,  their 
severity  and  duration,  the  extent  of 
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renal  incompetency,  the  height  of  the 
temperature  and  its  tendency  to  main- 
tain its  elevation  to  rise  or  to  fall.  It 
will  depend  somewhat  on  the  existence 
or  absence  of  intercurrent  affections. 
The  time  of  the  occurrence  of  the 
convulsions  is  also  an  important 
consideration.  Those  which  appear 
befoie  labor  are  more  serious  than 
those  which  occur  for  the  first  time 
during  labor,  and  far  more  so  than 
those  happening  after  labor. 

The  aetiology  of  puerperal  eclamp- 
sia is  still  an  unsettled  question.  This 
is  doubtless  due  to  the  fact  that  con- 
vulsions arise  from  different  causes. 
Different  practitioners  have  recorded 
their  opinions  after  observing  cases 
springing  from  entirely  dissimilar 
irritations.  Undoubtedly  some  cases 
arise  from  albuminuria,  others  from 
uraemia,  and  others  still  from  urin- 
aemia,  ammonaemia,  anaemia,  renal 
failure,  pressure  on  the  bloodvessels, 
urinary  stasis  from  pressure  on  the 
ureters,  reflex  irritation  from  the 
womb,  from  the  bladder,  toxic  pto- 
maines in  the  blood  irritating  the 
nerve  centres,  violent  cerebral  con- 
gestion, a  structural  change  in  the 
nerve  centres  and  their  envelopes. 
One  author  divides  puerperal  eclamp- 
sia into  two  classes,  cerebral  and 
uterine.  Cerebral  convulsions  arise 
from  brain  changes  which  transmit 
their  influence  to  the  womb.  Uterine 
convulsions  come  from  uterine  irrita- 
tion which  is  transmitted  to  the  brain. 
It  would  seem  that  this  theory  is  not 
generally  accepted.  A  relatively  large 
proportion  of  the  time  and  space 
which  has  been  devoted  to  the  investi- 
gation and  discussion  of  this  question 
has  been  turned  in  the  direction  of 
showing  what  the  true  causation  of 
convulsions  is  not,  of  negativing  pro- 


posed theories  rather  than  of  ascer- 
taining what  it  really  is.  Barnes' 
summary  of  the  aetiology  of  eclampsia 
is  perhaps  as  nearly  complete  as  any 
view  can  be  with  our  present  knowl- 
edge. He  says  :  "  Several  conditions 
concur  to  cause  the  associated  dis- 
orders. These  are  (i)  the  hydraemic 
state  of  gestation  leading  to  imperfect 
nutrition  of  the  nerve  centres ;  increas- 
ing (2)  the  normal  nervous  tension 
and  irritability,  and  (3)  the  normal 
vascular  tension ;  and  (4)  blood- 
poisoning  from  imperfect  elimination 
of  waste  material  from  the  kidneys 
and  other  emunctories."  There  is  nO' 
single  cause  for  all  cases  of  puerpeial 
eclampsia.  Most  cases  result  from 
toxaemia,  "the  poisonous  agent  not 
always  the  same,  but  usually  in  all 
piobability  uneliminated  organic  con- 
stituents of  the  urine." 

As  peurperal  convulsions  are  almost 
always  preceded  by  various  prodromic 
symptoms,  the  treatment  is  naturally 
divided  into  prophylactic  and  curative. 
Whenever  we  have  an  opportunity  to 
treat  prodromic  symptoms,  we  are 
generally  consulted  by  pregnant 
women  for  the  relief  of  a  troublesome 
dropsy  of  the  feet  and  limbs,  or  for  a 
violent,  persistent  and  oft  recurring 
headache.  A  specimen  of  the  urine 
should  be  carefully  examined.  If 
albumen  in  any  quantity  be  found,  it 
indicates  that  serious  mischief  is 
brewing,  which,  if  not  promptly  at- 
tended to,  is  liable  to  end  in  disaster. 
As  soon  as  possible  the  patient  should 
be  brought  to  an  exclusively  milk 
diet.  This  is  sometimes  a  difficult 
thing  to  accomplish,  particularly 
where  there  is  a  decided  aversion  to 
milk.  It  can  be  accomplished,  how- 
ever, gradually  by  perseverance.  Be- 
gin by  substituting  milk  for  one  of 
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the  daily  meals  and  when  this  can  be 
easily  borne,  for  still  another,  and  so 
on  until  milk  is  used  exclusively. 
Most  women  are  reasonable  in  this 
matter  and  when  the  danger  which 
threatens  them  is  placed  before  them 
in  its  true  light,  they  will  make  heroic 
efforts  to  carry  out  the  treatment. 
The  urine  should  be  tested  frequently 
and  if  the  albumen  disappear  and  the 
oedema  of  the  feet  and  limbs  subside, 
the  patient  can  gradually  resume  or- 
dinary diet.  As  the  patient  at  this 
time  is  usually  hydraemic  a  little  iron 
for  the  blood  and  potash  for  the  kid- 
neys is  found  nicely  combined  in  the 
mistura  Bashami,  which  can  be  ex- 
hibited with  advantage.  Too  often, 
however,  we  are  not  called  to  the 
case  until  decided  symptoms  of 
uraemic  poisoning  have  supervened. 
The  proper  and  efficient  treatment  of 
this  condition  is  a  matter  of  the 
greatest  importance  to  the  physician. 
Although  these  cases  are  rare,  unless 
he  have  his  plan  of  procedure  well 
marked  out  in  his  mind  beforehand, 
he  will  almost  certainly  lose  his  pa- 
tient. For  uraemia  strikes  with  the 
force  of  a  hurricane.  Woe  to  the  doc- 
tor, and  woe  to  his  patient,  if  he  be 
not  able  so  to  handle  his  craft  as  to 
scud  safely  before  it !  Remedies  must 
be  handled  promptly  and  in  utter  dis- 
regard of  anything  but  therapeutical 
effects.  Symptoms  are  too  urgent 
now  to  allow  of  time  for  deliberation 
or  for  consulting  authorities.  Prompt, 
decisive,  intelligent  action,  and  that 
only,  will  avert  the  threatened  calam- 
ity. As  a  matter  of  course,  the  first 
question  a  physician  should  ask  him- 
self in  determining  the  plan  of  treat- 
ment in  any  disease  is,  what  are  the 
indications  ?  As  soon  as  we  can  ex- 
clude a  distended  bladder,  or  an  over- 


loaded rectum  as  being  the  cause  of 
the  trouble,  we  are  justified  in  assum- 
ing it  to  proceed  from  toxaemia.  That 
is  to  say,  there  is  a  poison  in  the 
blood  which  by  its  action  on  nerve 
centres  excites  convulsions.  The 
proper  thing  to  do  then  is  to  get  that 
poison  out  if  we  can  and  stop  the  con- 
vulsions. The  indications  then  are 
two,  and  only  two,  viz.,  elimination 
and  sedation.  To  accomplish  these 
most  fully,  and  in  the  most  prompt 
and  rapid  manner  should  be  the  sole 
object  of  treatment.  For  every  con- 
vulsion that  we  can  spare  our  patient 
adds  that  much  to  her  chances  of 
recovery  and  to  our  chances  of  saving 
the  child.  We  find  text-books  abound- 
ing with  a  variety  of  plans  of  treat- 
ment and  recommending  many  dif- 
ferent remedies.  Should  I  be  called 
to  a  case  of  convulsions  before  labor 
had  set  in  my  plan  of  procedure  would 
be  substantially  as  follows :  During 
the  continuance  of  the  convulsion  I 
should  push  the  anaesthetic  effect  of 
chloroform  to  the  extent  of  controlling 
it  as  soon  as  possible.  As  soon  as 
controlled,  the  bladder  and  rectum 
would  be  examined.  Should  draw 
and  test  urine  for  albumen.  Without 
further  delay  should  give  a  hypo- 
dermic of  Norwood's  tincture  of 
veratrum  viride,  thirty  to  forty  drops. 
Should  repeat  the  veratrum  every 
half  hour,  perhaps  in  diminished 
doses,  until  the  pulse  is  below  sixty. 
Should  see  that  it  does  not  rise  above 
that  point.  Lentil  convinced  by  per- 
sonal experience,  I  will  not  believe  a 
woman  can  have  a  convulsion  with  a 
pulse  below  sixty  brought  there  by 
the  action  of  veratrum.  This  action 
of  the  drug  will  usually  excite  the 
most  severe  vomiting.  This  does  no 
harm,  and  withal  is  an  important  ad- 
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junct  of  elimination.  If,  then,  bringing 
the  pulse  clown  to  our  figure  prevents 
the  occurrence  of  any  more  convul- 
sions, it  is  all  that  is  necessary  for 
sedation.  As  avenues  of  elimination 
we  have  the  stomach,  the  bowels,  the 
skin  and  the  kidneys.  The  stomach 
will  be  sufficiently  worked  by  the 
veratrum,  which  will  at  the  same  time 
act  as  a  powerful  refrigerant  diapho- 
retic. To  assist  this  diaphoretic  ac- 
tion hypodermics  of  pilocarpine  murias 
of  one-quarter  to  one  half  a  grain  may 
be  given,  although  it  has  been  cau- 
tioned that  this  course  may  drown  a 
patient  in  her  own  bronchorrea.  For 
the  bowels  one-quarter  grain  of  elate- 
rium,  mixed  with  a  small  amount  of 
butter,  can  be  placed  on  the  back  of 
the  tongue  and  thence  it  will  find  its 
way  into  the  stomach.  This  is  un- 
equalled as  a  hydragogue  cathartic. 
Diuretics  cannot  be  administered  to 
any  advantage  while  the  stomach  is 
irritable. 

After  the  convulsions  are  clearly 
under  control,  the  pulse  can  be  main- 
tained at  about  sixty  until  danger  is 
passed  by  an  occasional  dose  of  vera- 
trum per  OS.  The  occurrence  of 
convulsions  will,  in  all  probability, 
bring  on  labor  more  or  less  quickly. 
If  they  cause  the  death  of  the  child, 
labor  is  almost  certain  to  occur  within 
a  week.  If  not,  the  patient  may  go 
on  till  full  term.  Should  not  deem 
it  advisable  to  precipitate  labor  by  any 
obstetric  interference.  Why  ?  Be- 
cause in  cases  of  eclampsia  of  toxse- 
mic  origin,  while  the  presence  of  the 
child  in  the  womb  may  be  their  pre- 
disposing cause,  it  is  certainly  not 
their  exciting  cause.  To  remove  the 
child  then,  is  not  moving  in  the  direc- 
tion of  controlling  the  convulsions. 
It  is  highly  reprehensible,  since  it  is 


adding  all  the  dangers  of  irritation 
and  traumatism,  with  subsequent  lia- 
bility to  sepsis  to  that  already  exist- 
ing danger  from  toxaemia.  Control 
convulsions  with  veratrum,  and  leave 
delivery  to  nature  in  cases  of  toxae- 
mic  eclampsia. 

I  wish  to  state,  in  closing  this  pa- 
per, my  reasons  for  thinking  veratrum 
viride  the  very  best  leading  agent  in 
controlling  puerperal  eclampsia.  If 
it  cannot  be  shown  both  scientifically 
and  clinically  that  it  excels  all  other 
remedies,  it  should  make  way  for 
some  other  more  potent  drug.  I  firmly 
believe,  from  my  reading  and  obser- 
vation, that  where  it  has  beejt  fairly 
'tested^  and  I  mean  by  this  not  tempo- 
rizing in  five  or  ten-drop  doses,  occa- 
sionally given,  but  given  in  doses  to 
reduce  the  pulse  to  sixty  or  below, 
and  holding  it  there,  that  its  record 
of  cures  surpasses  that  of  any  other 
treatment  ever  yet  tried.  It  must  be 
borne  in  mind  that  from  pre-existing 
nephritis,  as  well  as  from  cerebral 
haemorrhage  at  first  onset  of  the 
eclampsia,  and  perhaps  other  condi- 
tions, a  certain  number  of  cases  must 
necessarily  end  fatally.  We  are  dis- 
cussing now  only  remediable  cases. 

The  most  formidable  rival  which 
the  therapeutics  of  the  present  day 
offer  to  veratrum  as  a  remedy  par 
excellence  for  puerperal  eclampsia  is 
morphia.  Let  us  compare  veratrum 
with  morphia  both  as  to  their  seda- 
tive and  eliminative  effects,  for  it  is 
only  by  their  action  in  these  respects 
that  they  can  be  of  value  in  eclamp- 
sia. Convulsions  are  supposed  to  be 
caused  by  the  irritation  of  the  toxic 
elements  upon  the  cerebral  centres, 
usually  occurring  with  an  accelerated 
circulation  at  an  abnormal  vascular 
tension.     By  the  action  of  morphia 
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this  sensitiveness  of  the  nerve  cen- 
tres is  obtunded,  and  consequently 
the  convulsions  are  controlled  with- 
out any  marked  effect  on  the  circula- 
tion. The  muscles  of  the  human 
frame  fail  of  convulsive  action  from 
lack  of  nervous  stimulation.  The  ac- 
tion of  veratrum  accomplishes  equally 
as  marked  and  beneficial  results,  and 
far  more  of  them,  in  an  entirely  dif- 
ferent manner.  This  drug's  active 
principles  are  two,  viz.,  jervine  or 
veratrine,  and  veratroidine,  the  former 
acting  directly  on  muscular  tissue, 
in  addition  to  joining  the  latter  in  its 
action  on  the  inhibitory  nerves.  How- 
ever, through  the  action  of  both  these 
principles,  veratrum  lays  hold  of  the 
excited  circulation  and  controls  it 
■completely,  both  in  the  matter  of  fre- 
quency and  tension.  This  goes  far 
toward  allaying  that  irritation  which 
excites  convulsions.  But  this  irrita- 
tion is  further  completely  controlled 
by  the  muscular  relaxation  and  pros- 
tration produced  by  the  exhibition  of 
veratrum. 

This  action  morphia  cannot  pro- 
duce. The  lowering  of  arterial  ten- 
sion in  so  marked  a  degree  as  pro- 
duced by  veratrum  negatives  the 
•danger  of  cerebral  effusion  and  cere- 
bral haemorrhage,  another  advantage 
it  has  over  morphia.  These  compli- 
cations are  among  the  gravest  in  their 
results.  As  a  depressant  of  the  vaso- 
motor nerve-centres,  and  as  a  spinal 
•depressant  as  well,  veratrum  has  no 
equal,  except,  perhaps,  in  chloral.  Its 
action  as  a  spinal  depressant  can  be 
carried  safely  to  a  complete  abolition 
of  reflex  activity.  In  this  respect  a 
far  more  profound  impression  can  be 
tnade  safely,  than  with  morphia.  Con- 
trary to  its  usual  effect  upon  the 
secretions    morphia  will    cause   dia- 


phoresis when  given  for  eclampsia. 
Veratrum  will  do  this,  too,  and  in  a 
degree  far  more  marked  than  the 
effect  of  morphia.  It  is  refrigerating 
in  a  far  greater  degree  than  morphia. 
H.  C.  Wood  says :  "  When  true 
sthenic  arterial  excitement  is  to  be 
combatted  in  any  disease,  except  it 
be  gastritis,  veratrum  viride  may  be 
employed  as  a  prompt,  thoroughly 
efficient,  and  at  the  same  time  very 
safe  remedy."  As  an  eliminative, 
morphia  can  bear  no  comparison  with 
veratrum.  Veratrum  eliminates  by 
its  thorough  emesis  powerfully,  and 
through  this  excites  markedly  the 
excretion  of  bile.  It  eliminates  by 
diaphoresis,  and  by  favoring  catharsis. 
Morphia  eliminates  only  by  diaphor- 
esis, positively  locking  up  the  other 
secretions.  It  increases  vesical  irri- 
tation, and  in  some  forms  of  kidney 
trouble  it  is  positively  contra- indi- 
cated. Veratrum  is  contra- indicated 
in  no  form  of  kidney  trouble.  It 
seems  that,  as  compared  with  mor- 
phia, veratrum  is  fully  as  efBcient,  if 
not  a  more  potent  sedative,  in  eclamp- 
sia ;  while  as  an  eliminative  it  so  far 
excels  it  as  to  be  beyond  comparison. 
As  compared  with  chloral,  vera- 
trum stands  far  in  advance.  To  be- 
gin with,  chloral,  in  quantities  suf- 
ficient to  control  eclampsia,  must  al- 
most inevitably  have  to  be  admin- 
istered per  rectum,  and  this  entails  a 
delay  which  may  prove  fatal  to  the 
patient.  It  is  a  powerful  spinal  and 
cerebral  depressant,  but  in  no  sense 
an  eliminative,  consequently  not  to 
be  ranked  with  veratrum.  Moreover, 
to  be  of  any  value  in  puerperal  con- 
vulsions, it  must  be  given  in  very 
large  doses,  and  H.  C.  Wood  says : 
"I  have  no  doubt  that  chloral  is  a 
direct  depressant  to  the  heart,  and  is 
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capable  of  suddenly  and  unexpectedly 
destroying  life  precisely  as  does 
chloroform."  Wood  also  says  of  its 
use  in  puerperal  and  uraemic  convul- 
sions :  "  It  must  be  remembered  that 
in  many  of  these  cases,  although,  next 
to  chloroform,  the  best  palliative,  it 
is  only  a  palliative,  and  must  only  be 
used  to  quiet  the  nervous  disturbance 
until  other  remedies  can  have  time  to 
act." 

Since  the  practice  of  medicine  has 
been  an  art,  medical  authorities  have 
advocated  the  use  of  the  lancet  in 
eclampsia.  But  what  does  bleeding 
accomplish  that  is  not  accomplished 
by  veratrum  ?  Bleeding  will  lessen 
the  force  and  frequency  of  the  pulse, 
it  is  true,  but  no'  more  markedly  than 
veratrum.  Moreover,  it  does  this  at 
the  expense  of  impoverishing  the 
blood,  and  this,  too,  in  a  malady 
already  characterized  by  hydrasmia. 
Bleeding  is  sedative,  of  course,  but 
eliminative  not  by  excretion,  as  we 
should  desire,  but  by  indiscriminate 
loss  of  bulk.  While  in  this  loss  of 
bulk  we  are  ridding  the  system,  no 
doubt,  of  toxic  elements,  we  are  also 
losing  life-giving  and  life-sustaining 
elements  which  are  invaluable.  In 
the  absence  of  other  remedies,  per- 
haps, venesection  might  tide  a  patient 
over  the  dangers  of  eclampsia,  but 
when  the  attendant  is  in  a  position 
to  choose  his  armamentarium,  it 
would  seem  that  scientific  reasoning 
would  suggest  something  better. 

In  conclusion,  it  must  be  admitted 
that,  as  puerperal  eclampsia  has  no 
single  cause,  it  can  have  no  single 
remedy.    It  would  appear  presumptu- 


ous in  the  writer  of  this  paper  to* 
discuss  the  proper  treatment  of  this 
complication  of  labor  from  his  limited 
experience,  with  those  distinguished 
authors  who  have  treated  these  cases- 
by  the  score,  were  it  •  not  for  his 
belief,  from  carefully  perusing  their 
records,  that  veratrum  has  not  been 
given  a  fair  trial  among  our  leading 
obstetricians.  They  seem  to  persist 
in  the  use  of  remedies  over  and  over 
again,  which,  from  the  deductions  of 
scientific  reasoning,  cannot  compare  - 
with  veratrum.  As  against  the  dan- 
gers of  all  other  methods  of  treat- 
ment and  all  other  agents,  this  has- 
this  great,  overwhelming  advantage 
that  it  is  admittedly  safe.  Should 
fate  have  it  in  store  for  any  of  the 
members  of  this  society  to  treat  a 
case  of  eclampsia,  let  me  entreat  him^ 
to  try  first  of  all  remedies  veratrum 
viride. 

Authorities  consulted :  Annals  of 
Gynecology,  Vols.  I,  II,  III,  lY 
and  V ;  Wood's  "  Reference  .Hand- 
Book  of  Medical  Sciences  ; "  Hirst's 
"  American  System  of  Obstetrics ;  " 
Atkinson's  "  Therepeutics  of  Gynae- 
cology and  Obstetrics  ;  "  Fordyce 
Barker's  "Puerperal  Diseases;"  U. 
S.  Dispensatory ;  Stille  and  Maisch's- 
"National  Dispensatory;"  Wood's 
"Cyclopaedia  of  Obstetrics;"  Bed- 
ford's "Clinical  Lectures  of  Diseases 
of  Women  and  Children;"  Medical 
World,  Vols.  IX  and  X  ;  Transac- 
tions of  different  Obstetrical  and 
Gynaecological  Societies  as  published 
in  Ainerican  Journal  of  Obstetrics  for 
1887,  1888,  1889  and  1890. 
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American  Medical- Association. 


Abstract  of  Proceedings  of  the  Section  on  Obstetrics  and  Diseases  of  Women. 


Ttiesday,  Jime  6. — First  Session. 

Dr.  J.  M.  Duff,  of  Pittsburgh,  was 
chairman,  with  Dr.  M.  B.  Ward,  of 
Topeka,  Kansas,  as  secretary. 

The  first  thing  in  order  was  the 
address  of  the  Chairman.  Dr.  Duff 
selected  for  his  subject  "Some  Gen- 
eral References  to  Obstetrical  and 
Gynaecological  Advancement." 

He  said  the  large  number  of  papers 
offered  from  all  parts  of  the  country, 
from  men  of  the  highest  standing  in 
the  profession,  was  significant  of  the 
general  zeal  and  welfare  of  the 
American  Medical  Association.  He 
then  referred  to  the  duty  of  the 
Chairman,  the  object  of  meeting,  the 
work  of  the  past  year,  new  recruits, 
educational  advantages,  our  literature, 
etc. 

Regarding  operative  work,  the  so- 
licitude of  many  with  reference  to  the 
operative  mania  which  had  taken 
possession  of  the  profession  during 
the  past  few  years  was  not  without 
cause.  No  one  would  have  the 
temerity  to  deny  that  there  had  been, 
and  yet  is  at  the  hands  of  some,  too 
much  indiscriminate,  useless  and  oft- 
times  reckless  abdominal  gynaecic 
and  obstetric  surgery.  The  past  year 
had  witnessed  a  great  improvement 
in  this  direction. 

CANCER    OF    THE    UTERUS. 

Few  diseases  were  more  prevalent 


than  cancer  of  the  uterus,  and  none 
was  formerly  more  universally  fatal. 
There  was  now  a  very  general  con- 
census of  opinion  that  it  was  a  disease 
of  local  origin,  and  not,  as  formerly 
supposed,  a  general  disease  with  a 
local  manifestation.  In  474  hysterec- 
tomies at  the  hands  of  five  different 
operators,  there  was  a  primary  mor- 
tality of  only  8.4  per  cent,  and  at  the 
end  of  two  years  in  56.25  per  cent,  of 
82  vaginal  hysterectomies  done  by 
Leopold,  the  patients  were  living 
without  a  recurrence  of  the  disease. 

The  gynaecological  treatment  of 
the  insane  was  one  of  the  live  topics 
during  the  year.  The  intimate  re- 
lationship existing  between  the  brain 
and  generative  organs  would  ration- 
ally lead  us  to  infer  that  in  women 
predisposed  to  insanity  disease  of  the 
latter  might  be  an  exciting,  if  not  a 
direct,  cause  of  mental  alienation  in 
some  cases.  Absolute  proof  could  be 
found  in  the  results  of  a  number  of 
operative  procedures,  undertaken  only 
after  the  most  painstaking  investiga- 
tion, by  Joseph  Price,  Alice  Bennett, 
W.  R  Manton,  J.  B.  Murdoch,  Geo^ 
H.  Rohe,  C.  C.  Hersman  and  a  num- 
ber of  others. 

Dr.  Duff  then  dwelt  upon  pube- 
otomy,  criminal  abortions,  placenta 
praevia  and  puerperal  infection. 

Dr.  Charles  R  Noble,  of  Philadel- 
phia, then  read  a  paper  entitled 
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THE  CAUSES    OF    DISEASES    OF  WOMEN. 

He  called  attention  to  the  fact  that 
within  recent  years  the  thoughts  of 
gynaecologists  had  been  largely  occu- 
pied with  the  study  of  the  pathology 
and  treatment  of  tubo-ovarian  disease, 
and  that,  as  a  consequence,  very  little 
had  been  said  in  a  systematic  way 
concerning  the  causes  of  the  diseases 
in  women.  The  object  of  the  paper 
was  to  present  a  brief  outline  of  the 
nature  of  the  causes  of  diseases  in 
women,  and  to  point  out  the  fact  that 
these  causes  were  largely  of  a  pre- 
ventable nature.  The  principal  causes 
of  the  diseases  of  women  were :  (i) 
Imperfect  development  of  the  sexual 
organs  ;  (2)  gonorrhoea ;  (3)  septic  in- 
flammation following  childbirth ;  (4) 
lacerations  due  to  childbirth ;  (5) 
miscellaneous  causes,  including  con- 
stipation, erroneous  habits  of  life 
and  errors  of  dress.  The  above 
causes  were  then  expatiated  upon 
seriatim. 

Dr.  Howard  A.  Kelly,  of  Baltimore, 
congratulated  the  Doctor  on  his  ex- 
cellent paper,  and  called  attention  to 
the  great  importance  of  tuberculosis 
of  the  female  genitalia.  Many  of  the 
cases  that  came  under  his  observation 
were  tubercular  in  character.  He 
should  say  that  at  least  5  per  cent,  of 
the  cases  of  inflammatory  diseases 
upon  which  he  operated  were  tuber- 
cular. 

Dr.  Henry  P.  Newman,  of  Chicago, 
commended  the  paper,  and  said  pro- 
phylaxis would  have  its  day.  It  was 
comparatively  easy  to  institute  pro- 
phylactic measures  that  would  pre- 
vent a  very  large  per  cent,  of  the 
now  prevalent  diseases  among  women. 

Dr.  E.  P.  Davis,  of  Philadelphia, 
directed  attention  to  neuralgias,  not 
only  those  dependent  upon  malnutri- 


tion or  anaemia,  but  more  particularly 
those  of  the  pelvic  viscera. 

Dr.  Joseph  Price,  of  Philadelphia, 
was  satisfied  that  menstrual  disorders, 
many  of  them,  begin  in  infancy,  and 
that  vulvular  and  vaginal  discharges 
of  infants  were  neglected.  It  was 
exceptional  for  the  physician  to  treat 
these  conditions  in  the  infant.  Some 
of  the  infantile  conditions  were  over- 
treated,  and  many  young  women 
would  conceive  and  bear  children  if 
let  alone  in  the  first  place. 

Dr.  Reed,  of  Ohio,  said  deranged 
or  vicious  menstruation  grew  out  of 
imperfectly  developed  sexual  organs. 
The  most  difficult  cases  he  had  to 
manage  were  those  in  which  both  the 
uterus  and  other  organs  were  unde- 
veloped. 

Dr.  Henry  J.  Carstens,  of  Detroit, 
could  not  entertain  the  opinion  that 
gonorrhoea  was  the  cause  of  nearly 
all  the  diseases  in  women.  The  habit 
of  women  inducing  abortion  was  an 
aetiological  factor  of  paramount  im- 
portance. 

Dr.  Hoff,  of  Ohio,  entered  his  pro- 
test against  the  charge  of  so  many 
young  girls  having  gonorrhoea.  While 
this  might  be  so  in  Philadelphia,  it 
would  not  hold  good  in  Ohio. 

Dr.  Joseph  Hoffman,  of  Philadel- 
phia, called  attention  to  affections  of 
the  bladder  incidental  to  parturition, 
and  also  to  the  pre-puerperal  state  as 
brought  on  by  constipation  and  by 
dislocation  of  the  uterus,  etc.  He 
thought  many  of  the  troubles  with 
which  women  were  afflicted,  such  as 
displacements,  retroflexions,  subin- 
volution, etc.,  could  be  avoided  by 
insisting  that  more  women  remain  in 
bed  for  two  weeks  after  child-bearing. 

Dr.  E.  H.  N.  Sell,  of  New  York 
City,    cited    families    in    which    the 
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younger  members,  boys  and  girls, 
had  gonorrhoea.  In  one  case  the 
disease  traveled  and  involved  both 
bladder  and  kidney. 

Dr.  L.  S.  McMurtry,  of  Louisville, 
said  intra-pelvic  inflammations  were 
sometimes  the  results  of  forcible  dila- 
tation of  the  cervix.  He  was  per- 
fectly satisfied  that  a  great  many 
cases  of  tubo-ovarian  disease  were 
the  result  of  the  habitual  and  routine 
use  of  caustics  upon  the  cervix  uteri. 

Dr.  James  P.  Kerr,  of  Pittsburg, 
followed  with  a  paper  on 

PUERPERAL    HAEMORRHAGE. 

There  was  no  class  of  cases  which 
required  more  prompt  action  and 
wise  judgment  than  that  of  puer- 
peral haemorrhage.  After  dwelling 
at  length  upon  the  causes,  the  author 
said  that  every  case  should  be  treated 
as  one  of  itself,  and  as  though  haem- 
orrhage was  impending.  Attention 
should  be  directed  to  securing  tonic 
contractions  and  retractions  of  the 
uterus  as  a  prophylactic.  This  was 
done  by  carefully  following  the  uterus 
down  with  the  hand  when  the  child 
was  expelled;  also  by  making  pressure 
over  the  fundus  and  by  external 
manipulations.  If  the  uterus  was 
soft  and  flabby,  give  some  of  the 
preparations  of  ergot,  preferably  er- 
gotine,  by  hypodermic  injection.  Mis- 
rachi  claims  that  caffein  acts  more 
readily  than  ergotine,  if  the  patient 
has  lost  much  blood.  The  author 
said  Bossi  considers  hydrastis  cana- 
densis a  very  useful  remedy  in  the 
treatment  of  haemorrhage,  both  dur- 
ing pregnancy  and  during  and  after 
parturition,  administered  to  patients 
with  a  predisposition  to  flooding,  and 
claims  excellent  results.  Murray  ad- 
vocated  plugging  the  vagina  where 


the  OS  was  dilated.  Dr.  Kerr  did  not 
think  this  was  good  practice.  The 
mode  of  treatment  recommended  by 
Kochs  he  considered  novel,  which 
consists  in  inverting  the  uterus,  and 
putting  an  India  rubber  band  around 
the  neck  of  the  inverted  organ ;  at 
the  end  of  six  hours  the  band  is  re- 
moved and  the  uterus  replaced. 

Wednesday,  June  7. — Morning  Ses- 
sion. 

The  first  paper  read  was  by  Dr.  T. 
Ridgeway  Barker,  of  Philadelphia,  en- 
titled. 


THE  ROUTINE  PRACTICE  OF  ADMINIS- 
TERING ERGOT  AFTER  THE  THIRD 
STAGE    OF   LABOR. 

To  summarize  the  advantages  de- 
rived from  the  routine  employment 
of  ergot  after  labor,  he  said  one  was 
justified  in  stating  that 

(i)  It  ensures  the  woman  against 
possible  uterine  relaxation. 

(2)  It  causes  a  reduction  in  the 
size  of  the  uterus,  which  consequently 
encroaches  less  upon  the  pelvic  vis- 
cera. 

(3)  The  vessels  in  the  uterine  mus- 
cular walls  are  depleted  and  the  force 
of  the  blood  current  reduced. 

(4)  It  secures  permanent  closure 
of  the  uterine  sinuses,  and  allows  the 
formation  of  firm  clots  at  the  mouths 
of  the  lacerated  vessels. 

(5)  It  reduces  the  area  of  the  de- 
nuded placental  site,  thereby  lessen- 
ing the  danger  of  the  entrance  of 
septic  matter  into  the  circulation. 

(6)  It  materially  or  markedly  di- 
minishes the  size  of  the  uterine  cavity 
with  the  resultant  expulsion  of  all 
debris. 

(7)  It  shortens  the  duration  of  after- 
pains,   and    renders    the  occurrence 
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of  fermentation  changes  within  the 
cavity  impossible. 

(8)  It  hastens  and  facilitates  the 
physiological  processes  incident  to 
involution. 

(9)  The  tablet  triturate  form  of  ad- 
ministration is  to  be  preferred,  since 
it  is  rarely  attended  with  nausea  or 
vomiting. 

(10)  That  it  never  does  any  harm 
in  suitable  doses,  and  is  always  pro- 
ductive of  good. 

Quite  the  contrary,  he  believes  to 
be  the  case,  and  has  so  placed  himself 
on  record,  when  ergot  is  prescribed 
during  any  of  the  three  stages  of 
labor.  It  is  then  a  dangerous  remedy, 
and  one  likely  to  do  far  greater  in- 
jury than  any  fancied  good. 

Dr.  Geo.  I.  McKelway,  of  Phila- 
delphia, followed  with  a  paper  en- 
titled 

REPEATED  EXTRA  -  UTERINE  PREG- 
NANCY, WITH  THE  REPORT  OF  A 
CASE. 

After  describing  the  case  in  detail, 
and  mentioning  cases  that  had  come 
under  the  observation  of  others,  the 
Doctor  took  the  position  that  in  all 
cases  in  which  upon  operation  the 
tubal  pregnancy  was  found,  the  ovar- 
ies and  tubes  of  both  sides  should  in- 
variably be  removed. 

Dr.  Henry  J.  Carstens,  of  Detroit, 
read  a  short  paper  entitled 

PORRO  VERSUS   CESAREAN   SECTION. 

The  author  had  reported  a  success- 
ful Porro  operation  last  year,  and  said 
it  was  peculiar  that  he  should  be  able 
to  report  another  case  within  six 
months.  The  second  case  was  in 
brief  as  follows : 

Mrs.  S.,  aged  23  years.  In  the  fall 
of  1 89 1  he  was  called  by  Dr.  W.  J. 


Brand  to  help  to  deliver  her.  She 
had  been  under  the  care  of  a  midwife 
for  twenty-four  hours  when  he  was 
called  and  failed  to  deliver  her  with 
forceps.  As  the  child  was  dead,  the 
only  thing  to  do  was  to  perform  cra- 
niotomy. Even  after  craniotomy  it 
was  quite  difficult  to  deliver  on  ac- 
count of  the  narrowness  of  the  pelvis. 
When  this  was  finally  accomplished- 
he  took  careful  internal  measurement 
with  the  pelvimeter  and  found  an 
antero-posterior  diameter  of  less  than 
three  inches.  She  made  a  slow,  but 
good  recovery.  She  was  told  that  if 
she  ever  became  pregnant  again  that 
it  would  be  necessary  to  bring  on 
premature  labor.  Patient  was  anxious 
to  have  a  child,  and  did  not  think  that 
a  seven  months'  child  would  live, 
although  told  of  the  danger  and  need 
of  Caesarean  section  if  she  went  to 
full  term.  She  again  became  preg- 
nant, and  only  told  Dr.  Brand  two 
weeks  before  her  expected  time.  It 
was  decided  to  operate  at  once.  Pa- 
tient was  prepared  as  for  any  ab- 
dominal section.  The  bag  of  water 
was  first  ruptured  and  then  the  usual 
incision  was  made.  The  uterus  was 
rolled  out  a  la  Miiller,  an  elastic  liga- 
ture applied,  then  the  uterus  quickly 
opened  and  the  child,  weighing  eight 
pounds,  removed.  Dr.  Carstens  was 
undecided  to  do  a  Porro,  but  all  the 
physicians  present  were  unanimous 
for  it,  hence  he  applied  a  clamp.  He 
removed  the  uterus,  tubes  and  ovaries. 
The  after-treatment  was  like  any 
other  coeliotomy,  and  her  recovery 
smooth.  She  nursed  her  child  from 
the  first,  and  left  the  hospital  twenty- 
five  days  after  the  operation.  At 
present  she  is  the  picture  of  health. 
Dr.  Giles  S.  Mitchell,  of  Cincinnati, 
reported  a 
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SUCCESSFUL  CASE  OF  CESAREAN  SEC- 
TION. 

The  patient  was  24  years  of  age,  primi- 
para,  rather  delicate  and  of  a  highly 
nervous  temperament.  The  abdominal 
incision  was  eight  inches  in  length, 
two-thirds  of  it  being  above  the  um- 
bilicus. There  was  very  little  bleed- 
ing from  the  abdominal  parietes.  As 
soon  as  the  uterus  was  exposed  a  loop 
■of  rubber  tubing  was  slipped  over  the 
fundus  and  brought  down  to  the  neck. 
The  uterus  was  then  quickly  opened, 
the  incision  being  about  six  inches  in 
length  through  the  fundal  and  middle 
zones.  Delivery  was  speedily  accom- 
plished by  means  of  the  feet.  The 
child,  a  male  weighing  7}^  pounds, 
was  asphyxiated,  but  Dr.  Reed  soon 
succeeded  in  resuscitating  it.  The 
stitches  were  removed  on  the  seventh 
day  after  operation,  union  having 
taken  place  by  first  intention  along 
the  entire  wound.  On  the  tenth  day 
the  patient  v^s  well  from  a  surgical 
standpoint. 

Second  Day. — Afternoon  Session. 

Dr.    J.  N.   Martin,  of  Ann  Arbor, 
Mich.,  read  a  paper  entitled 

METHODS  OF  REMOVING  THE  UTERUS 
FOR  UTERINE  FIBROIDS,  WITH  RE- 
PORTS   OF    CASES. 

Dr.  Joseph  Price,  of  Philadelphia, 
contributed  a  paper  on 

METHODS  AND  MATERIALS  IN  ABDOMI- 
NAL   AND    PELVIC    SURGERY. 

He  said  in  gynaecology  much  of  the 
•early  work  was  experimental  in  char- 
acter. Methods  were  tried  and  aban- 
doned, and  then  revived  as  new  and 
original. 

Regarding    vaginal    hysterectomy 
for  diseased  appendages,  he  said  the 


present  procedure  was  an  imperfect 
one  and  dangerous  in  the  hands  of 
any  one,  no  matter  what  their  surgical 
experience  and  skill.  The  adhesions, 
omental  and  intestinal,  commonly 
found  in  the  removal  of  all  adherent 
forms  of  disease,  must  be  dealt  with 
from  above.  The  removal  of  the 
uterus  was  a  simple  matter,  but  dealing 
with  the  complications  above  required 
painstaking  surgery  to  save  the  pa- 
tients and  to  relieve  them  from  pri- 
mary and  secondary  complications, 
which  were  always  serious.  In  cases 
of  peritonitis,  whether  due  to  infec- 
tion through  veins,  lymph  channels, 
perforating  ulcers,  suppurating  appen- 
dicitis or  dermoids,  the  treatment 
should  be  prompt,  radical  and  thor- 
ough. Seek  the  cause.  The  abdo- 
domen  once  opened,  there  should  be 
no  hesitation  in  removing  it,  whether 
it  be  appendix,  dermoids,  suppurating 
tubes,  or  a  section  of  intestine.  All 
operators  should  have  an  accurate 
knowledge  of  their  materials.  Only 
imperfect  work  can  follow  the  use  of 
large  coarse  silk.  Accidents,  haemor- 
rhage, abscesses,  fistules  and  a  variety 
of  post-operative  sequelae  follow  its 
use,  as  they  do  also  the  use  of  bad 
qualities  of  catgut.  Sure,  fine  silk, 
well  placed,  is  rarely  followed  by  any 
trouble. 

Thnrsday,  Jnne  8. — Morning  Ses- 
sion. 

The  section  was  called  to  order  by 
the  Chairman  at  9  o'clock. 

The  first  paper  read  was  by  Dr. 
Henry  O.  Marcy,  of  Boston,  entitled 

VENTRAL  HERNIA  FOLLOWING  LAPA- 
ROTOMY; ITS  CAUSE  AND  MEANS  OF 
PREVENTION. 

The   author  said  that   laparotomy 
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from  a  great  variety  of  causes  was 
now  becoming  so  frequent  that  any 
method  of  improvement  in  its  tech- 
nique, or  results,  becomes  of  much 
greater  importance  than  formerly. 
The  attention  of  surgeons  to  the 
more  essential  factors  of  the  opera- 
tive features  within  the  abdomen  had 
very  naturally  caused  the  parietal 
wound  to  assume  minor  considera- 
tion, and  as  too  often  treated  by  even 
practical  surgeons,  seemed  to  be 
looked  upon  as  a  trivial  matter. 
However,  it  was  admitted  that  about 
10  per  cent,  of  all  laparotomies  re- 
sulted in  ventral  hernia,  and  in  order 
to  lessen  or  prevent  this  it  was  quite 
the  standard  rule  to  apply  a  lacing 
abdominal  support  to  be  worn  for 
months.  During  the  last  eight  years 
the  speaker  had  employed  exclusively 
the  buried  tendon  suture  in  the  clo- 
sure of  all  abdominal  wounds,  except 
for  a  few  months,  during  which  time 
catgut  was  substituted  for  tendon. 
His  method  from  the  first  had  been 
essentially  the  same.  The  peritonaeum 
is  closed  separately.  This  may  be 
effected  by  suturing  in  a  variety  of 
ways.  He  employs  usually  the  double 
continuous  tendon  suture,  which  is 
easily  and  rapidly  taken  by  the  use  of 
a  needle  with  the  eye  near  the  joint, 
and  which  by  rethreading  with  the 
opposite  end  permits  the  introduction 
of  the  suture  from  either  side  through 
the  same  puncture.  The  result  is  an 
even,  continuous  and  close  apposition 
of  the  serous  surfaces  of  the  perito- 
naeum, retained  at  rest  without  undue 
constriction.  A  fine  tendon  should 
be  selected  for  this  purpose.  Dr. 
Marcy  considers  the  accurate  coap- 
tation of  the  thick,  investing  fascia 
of  the  first  importance.  This  is  pre- 
ferably effected  by  a  line  of  sutures 


taken  in  a  similar  manner  to  the  one 
closing  the  peritonaeum.  In  quite 
300  laparotomies,  where  a  complete 
closure  of  the  wound  had  been  ef- 
fected, he  recalled  but  two  cases  of 
ventral  hernia  following  the  operation. 
One  of  the  most  common  causes  of 
hernia  he  considered  to  be  the  routine 
use  of  drainage  tubes. 

Dr.  Henry  T.  Byford,  of  Chicago,, 
read  a  paper  entitled 

THE    ESSENTIAL    OF   SUCCESS    IN    VAGI- 
NAL   HYSTERECTOMY. 

The  author  maintains  that  vaginal 
hysterectomy  is  an  operation  attended 
with  little  danger,  and  that  the  pres- 
ent mortality  is  caused  mostly  by 

First. — Operating  upon  unsuitable 
cases. 

Seco7id. — Imperfection  in  the  tech- 
nique. 

Third. — Mistakes  in  the  after  treat- 
ment. ^ 

He  summarizes  as  follows  : 

(i)  Operate  only  upon  cases  in 
which  we  can  ope'rate  in  healthy 
tissue. 

(2)  Use  the  method  and  manoeu- 
vres adapted  to  each  individual  case,, 
not  adhering  rigidly  to  any  one  for  all 
cases. 

(3)  Ligature  enables  us  to  do  a  more 
complete  operation  than  forceps,  but 
forceps  should  be  used  when  ligatures 
cannot  be  applied  with  accuracy. 

(4)  When  possible,  place  omen- 
tum between  the  intestines  and  the 
stumps. 

(5)  Draw  the  ligatured  stumps  to- 
gether and  attach  the  peritoneal  edges 
either  to  the  vaginal  edges  or  to  each 
other. 

(6)  Pack  iodoform  between  the 
blades  of  the  forceps,  but  do  not  allow 
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the  packing    to  project    upward    be- 
tween the  intestines. 

(7)  Leave  the  packing  for  four  days, 
as  a  rule. 

(8)  Begin  douches  about  eight  hours 
after  the  packing  is  removed,  and  use 
a  return  tube  the  first  time. 

(9)  Keep  the  patient  on  the  back 
for  forty-eight  hours. 

He  reports  thirty-five  cases  with 
one  death,  or  a  mortality  of  2.85  per 
cent. 

THE    PROPRIETY    OF   OPERATIVE    MEAS- 
URES   IN    PELVIC    PERITONITIS. 

Dr.  Lewis  Schooler,  of  Des  Moines, 
Iowa,  read  a  paper  on  this  subject. 
He  said  the  decision  as  to  the  pro- 
priety of  operative  measures  and  the 
time  when  they  should  be  resorted  to 
in  pelvic  peritonitis  were  frequently 
beset  with  the  greatest  difficulties, 
and  the  only  rule  in  acute  cases  that 
seemed  to  him  to  apply  to  all  gener- 
ally was  one  lai^d  down  by  some  author 
in  intestinal  surgery.  That  as  soon 
as  it  was  apparent  that  other  means 
would  be  of  no  avail,  the  time  for 
operative  interference  admitted  of  no 
delay.  In  chronic  cases,  or  cases  with 
frequent  recurrences,  or  chronic  cases 
as  regards  time,  and  acute  with  regard 
to  symptoms,  there  were  two  periods 
when  operation  was  justifiable.  The 
first,  when  life  was  endangered  during 
a  recurrence,  the  second,  after  subsi- 
dence of  an  acute  exacerbation.  This 
he  regarded  as  the  preferable  period, 
but  unfortunately  it  could  not  be 
always  secured,  first,  for  the  reason 
that  the  acute  stage  might  demand  re- 
lief ;  secondly,  the  patient  frequently 
refused  the  tender  of  relief  of  this 
character  while  the  suffering  was  not 
intense.  Under  this  head  might  be 
included  all  those  cases  of  encysted 
44     * 


collections  of  pus,  gonorrhoeal  or 
otherwise  tubal  collections  of  what- 
ever character ;  diseased  and  degen- 
erated ovaries,  adhesions  which  gave 
the  semblance  of  tumors  by  the  dis- 
tortion of  the  pelvic  organs  and  the 
consequent  impairment  of  their  func- 
tions, as  well  as  all  mental  and  nerv- 
ous disorders  that  were  directly  trace- 
able to  disease  of  the  pelvic  organs. 

Third  Day. — Afternoon  Session. 
Dr.  M.  B.  Ward,  of  Topeka,  Kansas, 
read  a  paper  entitled 

SURGICAL  TREATMENT  OF  UTERINE 
FLEXION. 

The  author  has  found  it  extremely 
difficult,  and  very  often  impossible,  to 
afford  permanent  relief  in  a  large  ma- 
jority of  cases  of  chronic  retroflexion 
by  the  methods  usually  recommended. 
He  thought  it  was  comparatively  easy 
to  give  temporary  relief  in  many  cases 
if  gynaecologists  would  persistently 
treat  the  patient  by  placing  her  in  the 
knee-chest  position,  and  gently  raise 
the  fundus  and  tampon  the  posterior 
vault  with  cotton-wool,  saturated  with 
boro-glycerine.  He  referred  to  this 
method  because  he  considered  it  as  a 
good,  if  not  the  best,  plan  of  treat- 
ment. When  it  is  impossible  to  re- 
place the  uterus  in  the  normal  posi- 
tion on  account  of  adhesions,  this 
treatment  softens  the  adhesions,  re- 
lieves engorgement  and  gives  com- 
fort. But  the  larger  number  of 
patients  will  give  histories  of  long 
suffering,  many  attacks  of  pelvic  peri- 
tonitis— some  mild,  some  severe — 
which  will  readily  indicate  that  seri- 
ous complications  must  be  overcome 
before  the  uterus  can  be  brought  for- 
ward to  the  normal  position.  It  is 
this  class  of  cases  that  he  was  consid- 
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ering  in  the  paper.  His  custom  is  to 
say  to  the  patient  that  the  local  treat- 
ment will  give  comfort,  and  if  she 
can  exercise  due  patience  she  may  be 
permanently  relieved.  He  always 
informs  them  of  the  possibility  of 
failure.  The  next  plan  recommended 
is  to  do  an  abdominal  section,  break 
up  the  adhesions,  remove  the  append- 
ages, if  they  are  diseased,  bring  the 
uterus  forward,  all  of  which  may  be 
done  in  a  few  minutes  safely,  and  he 
believes  the  patient  will  speedily  and 
permanently  recover.  When  surgi- 
cal measures  are  indicated  as  the  only 
source  of  relief,  we  should  not  refuse 
to  employ  them,  even  though  it  may 
be  found  necessary  to  remove  organs 
adjacent  to  the  uterus. 

Dr.  Franklin  H.  Martin,  of  Chicago, 
read  a  paper  entitled 

A   NEW   OPERATION    FOR    UTERINE    FI- 
BROIDS, WITH    REPORT    OF    CASES. 

The  author  made  a  second  supple- 
mentary report  on  his  new  operation 
of  vaginal  ligation  of  a  portion  in  the 
broad  ligament  of  the  uterus  for 
uterine  tumors.  The  operation  con- 
sists in  the  ligation  from  the  vagina 
of  more  or  less  of  the  broad  ligament 
with  its  vessels  and  nerves,  the  extent 
of  the  ligation  depending  upon  the 
result  sought,  from  a  simple  ligation 
from  the  base  of  the  ligament,  includ- 
ing the  uterine  artery  and  branches 
of  both  sides,  without  opening  the 
peritonaeum,  to  a  complete  ligation  of 
the  ligament  of  one  side,  including 
both  uterine  and  ovarian  arteries, 
with  partial  ligation  of  the  opposite 
ligament,  without  opening  the  perito- 
neal cavity,  if  possible,  but  doing  so 
if  necessary. 

The  Doctor  reported  five  cases ;  two 
of  these  were  published  in  hisfirst  re- 


port of  the  operation.  The  results  in 
the  five  operations  were  given  up  to 
date. 

PROLAPSE    OF    THE    FEMALE    PELVIC 
ORGANS. 

Dr.  Henry  P.  Newman,  of  Chicago, 
read  a  paper  with  this  title.  He 
briefly  called  attention  to  prolapse  of 
the  female  genital  organs  with  par- 
ticular reference  to  their  hernial  na- 
ture. He  regarded  them  as  having  a 
similar  aetiology,  and  the  same  patho- 
logical significance  as  herniae  in  other 
situations,  and  amenable  to  analogous 
kinds  of  treatment.  He  formulated 
the  following  conclusions : 

(i)  Pelvic  hernias  should  be  recog- 
nized and  classified  as  such,  and  not 
as  diseases  of  the  uterus  and  adnexa ; 
and  their  treatment  should  be  based 
upon  hernial  pathology. 

(2)  Prophylaxis,  in  the  formative 
stage  of  puberty,  as  well  as  in  preg- 
nancy and  labor,  is  of  the  utmost 
moment  in  this  class  of  cases. 

(3)  Operations  upon  the  pelvic 
floor  or  vaginal  walls,  while  indispen- 
sable in  their  place,  cannot  be  relied 
upon  alone  to  cure  all  herniae  of  the 
pelvic  viscera. 

(4)  The  ideal  treatment  is  to  be 
found  in  the  combination  of  opera- 
tions for  repair,  and  those  for  acces- 
sory support  from  above,  and  these 
may  all  be  accomplished  at  the  same 
sitting,  saving  the  delay  and  annoy- 
ance of  repeated  operations. 

Dr.  William  Humiston,  of  Cleve- 
land, O.,  read  a  paper  on 

COCAINE,    ITS     USES    IN     GYNAECOLOGY. 

He  has  had  five  years'  experience  in 
the  use  of  cocaine  in  gynaecological 
operations,  and  he  does  the  following 
operations  with  no  other  anaesthetic 
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than  it :  Dilating,  curettinfr,  trache- 
lorrhaphy, anterior  and  posterior  col- 
porrhaphy,  and  perineorrhaphy,  fre- 
quently making  two  of  these  opera- 
tions at  one  sitting.  In  dilating  and 
curretting  primipara,  he  resorts  to 
cocaine  in  preference  to  chloroform 
or  ether.  The  pain  produced  is  but 
slight,  and  the  convalescence  is  unin 
terrupted  and  rapid.  It  is  essential 
that  a  reliable  preparation  of  cocaine 
be  used.  He  prepares  it  in  two 
strengths,  a  4  and  a  10  per  cent, 
solution ;  the  former  for  hypodermic 
use,  and  the  latter  for  intra-uterine 
injections  preceding  curetting.  He 
prepares  but  small  quantities  at  a 
time,  only  one  drachm  of  each 
strength  made  from  sterilized  water, 
to  which  is  added  one  drop  of  pure 
carbolic  acid  to  prevent  the  solution 
changing  or  depositing  flaky  particles. 
The  quantity  of  cocaine  used  for  each 
sitting  is  from  three-quarters  to  two 
grains ;  where  but  one  operation  is 
done  he  uses  from  one-half  to  one 
grain.  In  colporrhaphy  he  injects  a 
4  per  cent,  solution  in  a  circle  sur- 
rounding the  portion  of  mucous 
membrane  to  be  removed,  and  this 
anaesthetizes  the  whole  portion,  and 
denudation  can  be  done  with  but  little 
bleeding  and  no  pain.  The  author 
briefly  reported  a  few  cases  in  which 
he  had  used  cocaine  with  great  satis- 
faction. 

Dr.  Joseph  Hoffman,  of  Philadel- 
phia, read  a  paper  on 

ECTOPIC  PREGNANCY  ;  ITS  COMPARA- 
TIVE SYMPTOMATOLOGY  AND  TREAT- 
MENT. 

He  said  that  gynaecologists  were 
widely  at  variance  in  reference  to 
their  expressed  views  relative  to  the 


diagnosis  of  ectopic  gestation.  So 
far  as  diagnosis  was  concerned,  the 
term  may  be  almost  used  synony- 
mously with  symptomatology,  for  upon 
the  latter  the  former  must  depend,  so 
that  when  we  find  a  writer  holding 
that  there  is  a  positive  chain  of  symp- 
toms, or  a  set  of  symptoms,  in  con- 
nection with  which  a  physical  exam- 
ination will  or  will  not  point  to  the 
presence  of  ectopic  pregnancy,  we 
will  find  that  he  will  also  claim  his 
ability  to  diagnosticate  the  existence 
of  the  condition.  The  misfortune 
was  that  those  who  most  widely  argue 
the  possibility  of  exact  diagnosis  had 
had  the  least,  and  in  most  cases  the 
most  meagre,  abdominal  experience 

In  the  treatment.  Dr.  Hoffman 
enunciated  his  belief  by  quoting  the 
words  of  Stephen  Rogers,  who  said  : 
"  The  peritoneal  cavity  micst  be  opened ; 
the  bleeding  vessels  must  be  ligated. 
He  indeed  must  be  a  madman  who, 
under  such  circumstances,  would  neg- 
lect everything  in  his  power  to 
secure  the  chances  such  an  operation 
would  afford  of  saving  the  life  of  his 
patient." 

Dr.  A.  H.  Cordier,  of  Kansas  City, 
read  a  paper  entitled 

EXTRA-UTERINE    PREGNANCY, 

in  which  he  said  that  while  his  expe- 
rience in  extra-uterine  pregnancy  had 
not  been  an  extensive  one,  it  had  been 
characterized  by  a  multiplicity  in 
number  considering  the  length  of 
time  since  he  saw  his  first  case.  In 
two  years  in  his  own  practice  and  in 
that  of  others  in  which  he  had  assisted 
in  the  operation,  he  had  had  an  expe- 
rience of  sixteen  cases.  The  duration 
of  pregnancy  had  extended  over  as 
wide  a  range  as  the  location  of  the 
foetus  had  in  variety — from  six  weeks 
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to  two  years,  from  a  soft  gelatinous 
embryo  to  a  well-formed  nine  pound 
child,  from  a  cob-nut  sized  embryo 
in  the  tube  to  a  full  grown  child  in 
the  broad  ligament.  It  was  only  in 
the  tube  ectopic  gestation  took  place, 
and  all  other  varieties  were  only  made 
so  by  rupture  of  the  tube  as  the  foetus 
develops ;  tubal  abortion  (?)  being  the 
exception,  it  may  be  excluded  from 
the  list  with  safety.  It  was  evident 
that  all  cases  of  tubal  pregnancy  rup- 
tured at  some  period,  unless  the 
growth  of  the  foetus  was  stopped  by 
some  means,  but  the  methods  advo- 
cated to  check  the  growth  of  the 
embryo  were  so  uncertain  in  their  re- 
sults, so  unsurgical  and  so  dangerous 
to  the  mother,  and  the  diagnosis  so 
doubtful  prior  to  rupture,  that  they 
are  to  be  practically  excluded  from 
the  management  of  these  cases.  Intra- 
peritoneal is  to  extra-peritoneal  rup- 
ture in  the  proportion  of  three  to  one. 
When  rupture  takes  place  between 
the  layers  of  the  broad  ligament,  the 
haemorrhage  is  limited  by  the  resist- 
ance offered  by  the  surrounding 
structures,  death  rarely  occurring  to 
the  patient  from  the  first  rupture. 

Dr.  Cordier  then  reported  an  inter- 
esting case,  intra-ligamentous,  the 
child  full  grown,  and  retained  nearly 
two  years.  The  operation  was  done 
by  himself,  assisted  by  Dr.  Griffith. 

Dr.  Llewellyn  Eliot,  of  Washington, 
D.  C,  read  a  paper  entitled 

THE    ACCOUCHEMENT     FORCE     IN     CER- 
TAIN   OBSTETRICAL   COMPLICATIONS. 

He  defined  accouchement  force  as 
labor  actively  begun  and  terminated 
by  artificial  aid  either  through  dila- 
tors, tampons,  Barnes'  bags  or  the 
fingers.  He  urged  as  his  opinion  the 
superiority  of  the  fingers  over  all  of 


the  mechanical  devices  in  use,  as  well 
as  the  most  harmless.  This  mode  of 
practice  is  indicated  in  cases  of 
ursemic  convulsions  either  threatening 
or  in  existence,  rigid  os,  placenta  prae- 
via,  uterine  inertia,  and  other  condi- 
tions requiring  artificial  aid.  He  de- 
plored the  fact  that  text-books  and 
journal  articles  on  obstetrics  were 
silent  upon  this  old  method,  and 
quoted  Charpentier,  Winckel  and 
Lusk  as  being  opposed  to  it.  He  de- 
nied  the  method  would  be  attended 
by  untoward  effects — post-partum 
haemorrhage,  laceration  of  the  cervix, 
uterine  inertia — more  frequently  than 
by  other  means.  He  recited  the  his- 
tory of  four  cases  where  the  method 
had  been  employed  by  him,  two  of 
uraemic  poisoning  with  threatening 
convulsions,  one  of  placenta  praevia,. 
and  one  of  rigid  os,  all  of  which  ter- 
minated favorably. 

Dr.  George  H.  Rohe,  of  Catons- 
ville,  Md.,  read  a  paper  entitled 

LACTATIONAL    INSANITY. 

He  said  that  recent  careful  study 
of  insanity  during  the  lying-in  period 
had  shown  its  frequent  dependence 
upon  septic  puerperal  processes. 
Certain  observations  of  his  own,  pre- 
sented to  the  section  at  the  last  an- 
nual meeting,  might,  he  thought,  be 
regarded  as  confirmatory  of  this  view. 
In  studying  the  causes  of  insanity 
during  the  period  of  lactation,  how- 
ever, not  sufficient  discrimination  had 
hitherto  been  exercised  by  writers  on 
the  subject,  although  Gooch,  as  early 
as  1829,  called  attention  to  the  neces- 
sity of  such  discrimination.  Even  in 
cases  where  the  psychical  symptoms 
of  the  attack  are  carefully  recorded, 
too  little  attention  has  been  paid,  in 
the   author's  opinion,  to   the   bodily 
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condition.  Of  course,  such  marked 
characteristics  as  anaemia,  or  unusual 
emaciation  could  not  fail  to  be  noted 
by  the  most  superficial  observers,  but 
the  cases  where  a  careful  and  thor- 
ough examination  of  the  condition  of 
the  bodily  organs  has  been  made  are 
rare.  In  insanity  the  psychical  phe- 
nomena are  generally  so  striking  as 
to  overshadow  bodily  anomalies,  and 
thus  these  fail  of  notice.  Among  the 
most  recent  authorities,  however,  Dr. 
Bevan  Lewis  regards  the  exhaustion 
and  sequelae  of  labor  and  defective 
uterine  involution  as  important  aetio- 
logical  factors,  especially  in  the  ear- 
lier cases  of  lactational  insanity. 
Levenstein-Schlegel  also  lays  stress 
upon  local  diseases  and  displacements 
of  the  pelvic  organs  as  causes.  This 
author  says,  "  That  the  local  (pelvic) 
irritations  acting  upon  the  central 
organ  (brain)  are  active  both  as  de- 
termining the  duration  as  well  as  the 
course  of  mental  disorder."  Dr. 
Rohe  then  reported  five  cases  of  in- 
sanity beginning  during  the  nursing 
period  which  had  been  admitted  to 
the  Maryland  Hospital  for  the  Insane 
in  the  last  two  years.  They  formed 
7.4  per  cent,  of  the  total  number  of 
women  admitted  during  this  period. 
The  cases  were  classed  as  melancholia 
2,  mania  i,  and  confusional,  2. 

Dr.  Rohe  closed  by  saying  that  the 
treatment  of  lactational  insanity  re- 
solves itself  simply  into  the  exercise 
of  therapeutics.  Remove  sources  of 
irritation,  correct  aberrant  functions, 
restore  wasted  strength.  These  prin- 
ciples, if  consistently  carried  out,  will 
usually  lead  to  success. 

THE  ABUSE  OF  EMMET's  OPERATION 
FOR  LACERATION  OF  THE  CERVIX. 

Dr.  E.  C.  Dudley,  of  Chicago,  read 


a  paper  on  this  subject,  in  which  he 
said  the  most  common  faults  in  the 
execution  of  trachelorrhaphy  may  be 
indicated  as  follows.  The  operation 
may  fail  or  do  harm  : 

(i)  Because  the  operator  has  dis- 
regarded the  presence  of  granular 
endometritis. 

(2)  Because  the  os  externum  has 
been  closed  so  tightly  as  to  obstruct 
the  free  outflow  of  uterine  secretions 
and  menstrual  fluid. 

(3)  Because  the  cicatricial  plugs  in 
the  angles  of  the  laceration  have  not 
been  removed. 

(4)  Because  diseased  cervical  glands 
have  been  rolled  into  the  cervical 
canal,  where  they  find  expression 
either  in  the  form  of  cervical  catarrh 
or  of  retention  cysts. 

Dr.  Dudley  said,  in  closing,  that 
the  evil  results  consequent  upon  the 
abuse  of  Emmet's  operation  were 
frequently  encountered,  and  a  large 
part  of  the  most  necessary  work  in 
connection  with  this  operation  at  the 
present  time  consisted  of  conservative 
surgical  procedures,  the  object  of 
which  was  to  undo  work  which  had 
already  been  done.  If  the  abuse  of 
the  operation  has  done  much  harm, 
the  misguided  practitioner  must  bear 
the  burden  of  his  own  fault,  the  oper- 
ation must  not  be  made  to  do  so  for 
him. 

Fourth  Day. — Mofning  Session. 

Dr.  Carey  K.  Fleming,  of  Denver, 
Col.,  read  a  paper  on 

THE  MANAGEMENT  OF  PATIENTS  AFTER 
CCELIOTOMY. 

He  said  the  first  symptom  requiring 
our  attention  after  the  patient  has 
been  placed  in  a  warm  bed  and  re- 
covered  from    the  anaesthetic    were 
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nausea  and  vomiting.  Thirst,  a  con- 
dition which  annoys  the  patient  as 
much  as  nausea,  was  controlled  some- 
what by  leaving  the  abdomen  well 
filled  with  warm  or  hot  sterilized 
water.  This  is  rapidly  absorbed  by 
the  peritonaeum,  quenching  the  thirst 
to  a  considerable  degree.  Warm  water 
per  rectum  acts  often  in  the  same 
way.  In  cases  where  he  is  unable  to 
control  the  patient's  pain  otherwise, 
he  is  in  the  habit  of  giving  15  or  20 
drops  of  the  deodorized  tincture  of 
opium,  per  rectum,  as  often  as  is  re- 
quired. The  use  of  laxatives  may  be 
commenced  as  early  as  the  second 
day,  and  certainly  not  later  than  the 


third  day  after  the  operation,  and 
continued  until  peristalsis  is  re-estab- 
lished. For  this  purpose  it  was  his 
custom  to  give  small  doses  of  calomel 
in  powders  of  one-tenth  grain  each 
every  hour  until  the  desired  effect 
was  obtained.  The  author  then  dwelt 
upon  the  prevention  of  colic  or  ab- 
dominal distension  after  coeliotomy, 
the  indications  for  reopening  the 
wound,  and  diet. 

The  following  officers  were  elected 
for  the  ensuing  year :  Chairman,  Dr 
Joseph  Eastman,  Indianapolis,  Ind. ; 
Secretary,  Dr.  George  I.  McKelway, 
Philadelphia,  Pa. 


ABSTRACTS  FROM  CURRENT  LITERATURE. 

BY    S.    P.    COTTRELL,    M.D. 


Surgical  Treatment  of  Labor  Delayed  by  Rigidity  of  the  Os  Utier. 


Edward  R.  Davis  (Medical  News), 
after  giving  the  condition  of  the  child 
and  uterus  in  cases  of  this  nature,  and 
the  dangers  to  which  the  neck  of  the 
womb  is  subjected,  where  vaginal 
douches,  rest  and  manual,  dilatation 
have  failed  to  relieve  the  condition, 
advises  the  resort  to  multiple  in- 
cisions into, the  tense  ring,  thus  per- 


mitting the  OS  to  dilate.  The  vagina, 
hands  and  instruments  having  been 
rendered  aseptic,  two  fingers  are 
introduced  into  the  os  to  serve  as  a 
guide  and  from  four  to  eight  incisions, 
one-fourth  or  one-eighth  of  an  inch  in 
length,  are  made.  The  labor  is  then 
terminated  by  the  use  of  forceps. 


Hsematuria. 


Bloody  urine  alternating  with  clear 
urine  is  almost  a  positive  sign  that 
the  region  of  the  trouble  is  in  the 
kidney,  as  this  condition  of  things 
never  exists  m  disease  of  the  bladder. 
If  the  last  of  the  urine  shows  clear 
blood,  or  appears  to  be  most  bloody,  it 


locates  the  trouble  in  the  bladder,  the 
contractions  forcing  out  the  blood. 
In  a  case  where  the  urethra  is  free 
from  disease,  blood  showing  mostly  at 
the  beginning  of  micturition  proves 
the  trouble  to  be  located  at  the  neck 
of  the  bladder. 
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Conservative  Treatment  of  Joint  Diseases, 
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Though  the  title  of  my  paper  is  joint    diseases   has    passed    through 

comprehensive  enough  to  include  all  much  contention  and  many   phases, 

joint   diseases,  yet  I  prefer  to  limit  but  at  last  certain  principles  of  con- 

myself    more    especially   to    chronic  duct  have  come  to  be  recognized,  and 

joint  diseases ;  of  these,  a  large  per  it  is  only  in  the  method  of  carrying 

cent,  as  found  in  children  are  recog-  them   out   that   surgeons   so   widely 

nized  as  tubercular  in  origin.    In  fact,  differ.     The  great  desideratum  in  the 

is  this  so  markedly  true  that  some  treatment  of  these  joints  is  complete 

surgeons    question   whether   chronic  rest.     The   day   of  anklyphobia   has 

joint   diseases   in   children  are   ever  come  and  gone,  and  there  remains  as 

other  than   tubercular  in   character,  one  of  the  great  factors  in  the  suc- 

Suffice  to  say,  that  the  treatment  of  cessful  treatment  of  these  conditions 

tubercular  joints  form  a  considerable  the   carrying   out   of   this   principle, 

part  of  the  work  of  the  orthopaedic  But  if  the  family  physician  thinks  that 

surgeon.     The  treatment  of  chronic  by  saying  to  the  mother,  "  Put  that 
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child  to  bed  and  keep  him  there,"  that 
he  is  carrying  out  a  great  principle  he 
will  find  himself  mistaken ;  experience 
will  soon  teach  him  the  error  of  his 
ways.  The  carrying  out  of  this  con- 
servative principle  in  the  treatment 
of  joints  requires  arduous  work,  much 
perseverance,  great  patience,  and  a 
careful  and  minute  attention  to  de- 
tails. Only  in  the  special  hospitals 
for  cripples  found  in  our  large  eastern 
cities  are  the  full  benefits  of  conserva- 
tive treatment  seen. 

It  goes  without  saying  that  the  bet- 
ter the  health  of  the  patient  the  more 
ready  will  be  recovery  from  the  joint 
disease.  Therefore,  measures  looking 
to  the  sustaining  and  improving  of 
his  general  health  are  eminently  in 
order.  Good  food,  fresh  air  and  exer- 
cise, in  so  far  as  it  does  not  interfere 
with  the  immobilization  of  the  in- 
flamed joint,  are  of  great  benefit  to 
the  patient.  Among  the  medicinal 
agents  found  useful  are  the  tonics, 
cod  liver  oil,  iron,  arsenic,  strychnia, 
and  phosphorus.  Baths  and  massage 
may  be  added  to  the  general  medical 
agents. 

The  treatment  directed  to  the  joint 
itself  may  be  classified  under  the  fol- 
lowing headings  : 

(i)  Lo'cal  application. 

(2)  Injections. 

(3)  Compressions. 

(4)  Protection. 

(5)  Fixation.  • 

(6)  Traction. 

Among  the  local  applications  em- 
ployed may  be  mentioned  ointments, 
iodine,  blisters,  cautery,  electricity, 
poultices,  and  hot  fomentations.  The 
aim  of  these  applications  is  to  modify 
the  circulation  by  relieving  the  con- 
gestion. At  times  these  applications 
are  more  or  less  effective  as  tempo- 


rary measures  to  relieve  pain.  I  have 
seen  old  knee  cases  of  one,  two  or 
three  years'  standing  at  the  time  of 
an  exacerbation,  when  the  joint  was 
hot,  red  and  painful,  be  almost  en- 
tirely relieved  after  several  hours  ap- 
plication of  a  poultice  or  hot  fomen- 
tation. This  measure  is  severely  con- 
demned by  certain  authors  on  the 
ground  that  it  favors  suppuration. 
Often  the  ice-bag  is  useful. 

Many  of  these  joints  being  subject 
to  a  tubercular  synovitis,has  suggested 
the  idea  of  injecting  some  fluid  into 
the  joint  which  would  destroy  the 
tubercles  or  fungous  growths.  A  solu- 
tion of  carbolic  acid  in  strength  5  to 
30  per  cent,  has  been  employed  for 
this  purpose,  the  injections  being  re- 
peated for  over  fifty  times.  Tincture 
of  iodine  has  also  been  employed. 
Good  results  have  been  reported  by 
some,  but  on  the  other  hand  such  poor 
or  negative  results  have  been  reported 
by  others  that  the  method  has  not 
obtained  much  of  a  foothold. 

Compression  in  the  shape  of  rubber 
bandages  is  used  with  benefit  in  cer- 
tain selected  cases.  It  facilitates  the 
absorption  of  fluid  in  oedematous 
tissue. 

Protection,  fixation  and  traction, 
which  have  for  their  aim  rest  to  the 
joint,  are,  therefore,  the  important 
measures  to  be  used  in  the  treat- 
ment. 

Protection  from  jar  to  a  point  in 
the  lower  extremity  can  be  accom- 
plished in  the  simplest  manner  by  the 
use  of  crutches  and  a  built-up  shoe 
on  the  other  foot.  Unfortunately, 
children  will  not  ordinarily  use  crutch- 
es, but  throw  them  to  one  side,  and 
hobble  around  on  the  limb.  There- 
fore, braces  which  prevent  the  possi- 
bility of  this   jar  become  necessary. 
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In  the  upper  extremities  fixation  be- 
comes at  the  same  time  protection. 

Fixation,  i.  e.,  prevention  of  all  flex- 
ion, extension,  rotation,  etc.,  is  indi- 
cated in  all  acute  joint  inflammations, 
and  by  many  authors  fixation  is  de- 
clared the  best  in  all  inflammations — 
acute,  sub-acute,  and  chronic.  Others 
hold  that  in  the  more  chronic 
cases  a  limited  amount  of  careful 
motion  is  not  injurious,  but  rather 
helpful.  I  feel  disposed  to  put  myself 
in  the  class  who  feel  that  the  least 
motion  possible  is  the  best.  This  fix- 
ation can  be  accomplished  by  wooden 
or  leather  splints,  plaster  or  silicate 
bandages,  etc.  My  preference  is 
plaster-of-Paris. 

Traction,  besides  aiding  in  the  fixa- 
tion, also  gradually  overcomes  the 
crowding  together  of  the  joint  sur- 
faces due  to  the  spasm  of  the  muscles 
surrounding  the  joint.  This  traction 
in  the  lower  extremities  can  be  ac- 
complished by  means  of  the  stirrup 
weight  and  pulley,  or  by  means  of  an 
extension  brace.  Too  long  confine- 
ment in  bed  should  be  avoided, 
though,  as  tending  to  undermine  the 
general  health. 

To  avoid  this  confinement,  and  yet 
have  traction  in  a  supine  position,  use 
by  many  is  made  of  a  portable  frame 
of  "stretcher  splint."  The  child,  se- 
curely attached  to  this  frame,  may  be 
carried  about,  may  be  taken  into  the 
open  air  and  sunlight,  and  may  even 
be  taken  out  for  a  carriage  ride.  In 
the  upper  extremities  weight  of  the 
limb  is  usually  considered  sufficient 
traction,  provided  the  joint  is  properly 
protected  and  movement  prevented. 

The  application  of  the  above  gen- 
eral principles  in  the  treatment  of 
specified  joints  requires  modifications 
and  changes,  and  attention  to  certain 


details  which  I  will  now  attempt  to 
indicate. 

There  is  present  in  all  joint  dis- 
eases some  reflex  spasm  of  muscles 
surrounding  the  joint.  In  the  shoul- 
der, elbow,  wrist  and  ankle  this  spasm 
of  muscles  is  not  great,  and  does  not 
lead  to  great  deformity  or  much  pain. 
By  the  advice  of  many  authors  the 
joint  is  placed  in  the  position  of  great- 
est ease  during  the  early  or  acute 
stage,  and  later,  when  most  of  the 
spasm  of  muscles  has  disappeared,  the 
joint  is  placed  in  that  position  which 
would  be  best  if  it  became  anchylosed. 
This  rule  may  be  carried  out  in  ex- 
quisitely sensitive  joints,  effort  not 
being  made  to  rectify  the  position 
until  part  of  the  muscular  spasm  is 
gone.  In  disease  of  the  shoulder  the 
arm  is  held  in  nearly  a  vertical  posi- 
tion, with  the  elbow  close  to  the  side; 
in  disease  of  the  elbow  the  fore-arm 
is  held  flexed  to  an  angle  of  120  de- 
grees ;  when  the  wrist  is  implicated 
the  hand  is  held  slightly  dropped  ;  if 
it  is  the  ankle  that  is  diseased  a  posi- 
tion of  slight  equinus  for  the  foot  is 
best. 

The  hip  and  knee  offer  a  great  con- 
trast to  the  above  joints,  in  that  they 
are  subject  to  violent  spasms  of  sur- 
rounding muscles,  which  often  causes 
excessive  pain  and  serious  deformity. 

During  the  first  stage  of  knee  joint 
or  hip  disease  any  method  of  mechani- 
cal treatment  must  have  for  an  im- 
portant feature  the  relief  of  intra- 
articular pressure.  This  may  be 
accomplished  by  (i)  fixation  in  some 
rigid  apparatus  which  by  preventing 
motion  will  cause  the  subsidence  o 
muscular  spasm :  (2)  extension  by 
weight  or  brace. 

Concerning  certain  principles  which 
hold  in  the  treatment  of  joint  diseases. 
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there  are  apparently  wrong  impres- 
sions held  by  many. 

It  is  evidently  believed  by  some 
that  extension  separates  the  joint 
surfaces.  Recently  an  Ohio  medical 
writer  has  been  lauding  the  use  of 
elastic  extension,  its  benefit  being 
derived  from  the  supposition  that  it 
separates  the  joint  surfaces.  Brad- 
ford demonstrated  several  years  ago, 
upon  the  cadaver  of  a  child,  that  150 
pounds  acting  at  the  hip  joint  caused 
no  separation  of  the  acetabulum  and 
head  of  bone.  The  effect  of  exten- 
sion is  to  steady  the  muscles  and  pre- 
vent spasm. 

The  fallacy  held  by  some  in  regard 
to  motion,  i.e.,  that  a  slight  amount 
in  certain  stages  is  not  detrimental, 
but  rather  beneficial,  I  have  previously 
referred  to.  * 

In  carrying  out  extension  {i.e.,  trac- 
tion) by  the  usual  method  of  weight 
and  pulley,  with  child  in  bed,  it  must 
be  remembered  that  to  allow  the  child 
to  sit  up  in  bed  and  twist  about  is  not 
fixation  by  any  means. 

The  movement  of  the  child's  body 
through  an  arc,  necessary  for  it  to 
rise  from  a  lying  to  a  sitting  posture, 
means  a  movement  at  the  hip  joint 
to  any  amount  approaching  90  degrees. 

Another  important  point  is  to  make 
the  extension  in  the  line  of  deformity, 
otherwise  the  limb  will  act  as  a  lever, 
the  point  of  attachment  of  muscles 
the  fulcrum,  and  intra-articular  pres- 
sure will  actually  be  increased.  The 
adhesive  strips  should  extend  well  up 
the  thigh,  so  as  not  to  bring  too  great 
a  strain  on  the  ligaments  of  the  knee 
joint. 

In  England,  the  Thomas  hip  splint, 
devised  by  Dr.  Thomas,  of  Liverpool, 
is  used  almost  to  the  exclusion  of 
other  methods,  and  with  reported  ex- 


cellent success.  It  was  devised  on 
the  principle  of  complete  fixation 
without  making  use  of  traction.  It 
consists  of  a  metal  bar  running  pos- 
teriorly from  the  calf  to  upper  part  of 
back,  opposite  the  axillary  space.  It 
is  secured  to  the  body  by  a  chest 
band,  pelvic  band,  thigh  and  calf 
bands.  This  brace  has  been  used 
considerably  in  the  United  States 
during  more  recent  years. 

To  prevent  jar  in  walking  the  child 
uses  crutches,  the  shoe  on  the  well 
side  being  built  up  three  or  four 
inches,  thus  raising  the  foot  of  lame 
limb  several  inches  from  the  floor. 
A  splint  which  combined  extension 
with  fixation  would  theoretically  be 
about  perfect.  Dr.  Lovett,  of  Boston, 
with  this  idea  in  view,  made  a  brace 
somewhat  sirriilar  to  the  Thomas,  but 
ran  it  below  the  foot  and  then  applied 
extension.  Very  good  results  are  ob- 
tained with  this  brace. 

On  account  of  the  deleterious  ef- 
fects to  the  general  health  produced 
by  a  too  long  confinement  in  bed 
efforts  have  been  made  by  various 
surgeons  to  devise  a  brace  which  per- 
mitted walking  and  yet  at  the  same 
time  prevented  a  jar  and  movement 
of  the  joint.  To  American  surgeons 
is  due  the  credit  of  developing  the 
possibilities  of  this  form  of  treatment. 
None  of  the  walking  braces  in  com- 
mon use,  all  of  which  are  modifications 
and  improvements  of  the  original 
Davis  brace,  afford  complete  fixation 
at  the  hip  ;  and  although  I  believe,  as 
previously  stated,  that  the  slightest 
movement  is  not  beneficial,  but  rather 
the  opposite,  yet  I  believe  that  the 
benefits  of  exercise  more  than  coun- 
terbalance the  deleterious  effects  of 
the  motion  involved.  So  that  after 
the  acute  stage  is  past  the  muscular 
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spasms  are  gone,  the  child  has  bright- 
ened up,  then  I  think  it  is  in  the  line 
of  advancement  to  put  the  child  on 
its  feet  by  means  of  a  walking  splint 
— some  form  of  the  Taylor  or  Sayre 
long  splint. 

So  different  are  the  results  obtained 
in  the  treatment  of  hip  disease,  and 
so  widely  at  variance  are  opinions  of 
surgeons  as  to  the  advisability  of  cer- 
tain measures,  that  mie  is  often  at  a 
loss  to  account  for  this  state  of  things. 
As  an  example,  some  surgeons  state 
that  they  have  never  seen  a  case 
where  excision  seemed  indicated, 
while  others  equally  conversant  with 
the  disease  think  that  many  of  the 
cases  should  be  excised  early. 

Much  of  this  difference  is  due  to 
the  social  status  of  the  patient.  In 
the  higher  walks  of  life  every  sugges- 
tion can  be  carried  out,  the  child  is 
carefully  nursed  and  fed  and  the  joint 
is  guarded  against  every  form  of  in- 
jury. 

Among  the  poor  we  have  to  con- 
tend against  ignorance,  inattention, 
unhealthy  surroundings  and  improper 
feeding.  With  the  latter  class  the 
method  of  extension  in  bed  cannot  be 
thought  of  after  the  acute  symptoms 
have  subsided. 

In  these  cases  there  can  be  no 
question  but  that  the  use  of  the 
walking  splint  with  built-up  shoe  is 
the  best  for  them.  It  is  needless  to 
say  that  it  is  among  the  children  of 
the  poor  that  we  see  the  cases  which 
go  on  to  complete  destruction  of  the 
joint,  while  among  the  better  classes 
the  disease  is  often  checked  in  its 
earlier  stage. 

COMPLICATIONS. 

There  are  several  complications  oc- 
curring in  the  treatment  of  hip  disease 


that  require  consideration,  viz. :  (i) 
Abscesses ;  (2)  dislocation  ;  (3)  de- 
formities :  {a)  flexion;  {b)  adduction; 
{c)  abduction ;  and  (4)  amyloid  de- 
generation of  viscera. 

ABSCESSES. 

Surgeons  though  all  agreeing  on 
the  treatment  of  acute  abscesses  have 
heretofore  differed  widely  concerning 
the  treatment  of  chronic  abscesses 
accompanying  joint  diseases. 

At  the  annual  meeting  of  the 
American  Orthopaedic  Association 
which  met  in  Washington  in  Septem- 
ber, 1 891,  the  subject  of  abscesses 
in  bone  diseases,  especially  in  Pott's 
disease,  was  pretty  thoroughly  dis- 
cussed. Dr.  Shaffer,  of  New  York^ 
expressed  himself  thus :  "The  extrem- 
ists who  would  open  every  tuber- 
cular abscess  connected  with  an  ac- 
tively diseased  spine  or  joint  are,  I 
think,  as  much  in  error  as  those  who- 
ignore  the  indications  which  point  to 

surgical  interference My 

own  results,  after  I  adopted  the  plan 
of  opening  every  chronic  abscess,, 
were  not  so  satisfactory  as  were  those 
which  followed  non-interference."  In 
the  general  discussion  of  abscess  in 
Pott's  disease.  Dr.  Hoffa,  of  Wurz- 
burg,  Germany,  said  that  "German 
surgeons  had  come  to  the  conclusion 
that  it  is  only  wise  to  open  large 
abscesses  when  they  cause  much 
pain,  or  give  rise  to  high  temperature,, 
or  when  they  are  pointing,  or  when  it 
seems  certain  that  primary  bone  dis- 
ease is  cured."  Mr.  Howard  Marsh,. 
F.  R.  C.  S.,  of  England,  reported  that 
among  English  surgeons  "the  feeling 
was  gaining  ground  that  these  ab- 
scesses (in  Pott's  disease)  should  be 
opened."  They  are  foci  for  general 
infection,  although  he  was  free  to  ad- 
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mit  that  he  did  not  believe  that  this 
occurred  as  frequently  as  many  would 
have  us  believe.  Nicholas  Senn  be- 
lieves in  first  removing  the  contents 
of  the  chronic  abscesses  by  aspiration, 
then  to  thoroughly  wash  out  the  cavity 
with  a  3  to  5  per  cent,  solution  of 
boracic  acid  until  the  fluid  returns 
clear,  and  finally  to  inject  from  a 
drachm  to  an  ounce  (depending  on 
size  of  cavity,  etc.)  of  a  lo  per  cent, 
solution  of  iodoform  in  glycerine  into 
the  cavity. 

The  writer  has  often  made  use  of 
aspiration  and  iodoformization  in 
these  chronic  abscesses,  with  fre- 
quently happy  results.  The  method, 
as  outlined  by  Senn,  is  one  that  I 
think  should  be  given  a  thorough 
trial  before  proceeding  to  more  radi- 
cal measures. 

DISLOCATIONS. 

True  dislocation  occurs  in  compara- 
tively few  cases  of  hip  disease.  From 
the  disintegration  of  the  head  of  the 
bone  and  the  upper  edge  of  the  ace- 
tabulum, due  to  disease  and  to  the 
pressure  from  spasm  of  the  muscles, 
the  leg  is  usually  shortened  a  certain 
amount,  and  frequently  partial  dislo- 
cation seems  to  have  taken  place. 
Where  true  dislocation  has  taken 
place,  the  only  thing  left  to  be  done 
is  to  anaesthetize  the  patient  and  at- 
tempt a  reduction. 

DEFORMITIES. 

The  thigh,  held  in  position  of  de- 
formity, is  a  condition  frequently 
found  in  this  disease.  The  deformed 
positions  are  flexion,  adduction  and 
abduction.  Flexion  can  often  be 
overcome  by  continued  extension  in 
bed.  By  mere  fixation  during  the 
acute  stage,  the  irritation  of  the  mus- 


cles is  overcome,  spasm  subsides,  and 
the  limb  is  easily  brought  to  a  cor- 
rect position.  In  the  latter  stages, 
when  there  is  more  or  less  fibrous 
union,  the  use  of  an  anaesthetic  is 
required,  and  by  means  of  basement 
force,  with  or  without  myotomy,  ten- 
otomy, fasciotomy,  etc.,  the  deformity 
may  be  overcome.  When  there  is 
bony  union  an  osteotomy  is  required. 
For  these  cases  the  operation  known 
as  Gaut's  femoral  osteotomy — the 
fracture  of  the  femur  below  the  tro- 
chanter minor — is  best. 

Adduction  in  these  cases  should  be 
entirely  overcome,  if  possible,  as  this 
deformity,  by  increasing  the  apparent 
shortening,  increases  limping  very 
much.  Abduction,  on  the  other  hand, 
moderate  in  amount,  need  not  worry 
the  attendant,  for  by  increasing  the 
apparent  length  of  the  limb  it  lessens 
the  limping,  and  is,  therefore,  rather 
of  an  advantage. 

VISCERAL    CHANGES. 

Amyloid  degeneration  of  viscera, 
the  result  of  a  suppurating  joint,  calls 
for  active  interference  on  the  part  of 
the  surgeon.  Nothing  short  of  stop- 
ping the  suppuration  will  bring  about 
recovery.  Scraping  out  the  joint,  re- 
section or  amputation  may,  therefore, 
be  required  to  save  the  life  of  the 
patient. 

KNEE   JOINT. 

In  the  treatment  of  tubercular  syno- 
vitis or  ostitis  of  the  knee  joint,  many 
of  the  principles  enumerated  in  the 
treatment  of  hip  disease  hold  equally 
well.  There  is  the  general  health, 
counter-irritation,  protection,  fixation, 
abscesses  and  amyloid  degeneration, 
the  consideration  of  which  has  been 
given  under  the  former  head. 
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Extension,  or  more  properly  speak- 
ing, traction,  does  not  play  such  an 
important  part  in  the  treatment  of 
this  joint  as  in  that  of  the  hip.  Many 
surgeons  do  not  use  traction  at  all. 
Recently  I  noticed  that  they  were 
using  it  in  a  few  cases  at  the  Hospi- 
tal for  Ruptured  and  Crippled,  New 
York  City,  while  during  my  service 
at  that  institution,  traction  was  not 
used  in  disease  of  the  knee  joint  ex- 
cept in  rare  instances. 

Fixation  by  means  of  plaster-of- 
Paris,  and  the  use  of  the  Thomas 
knee-brace,  furnish  the  most  efficient 
means  of  treating  this  disease. 

Deformity  in  the  shape  of  flexion  is 
a  very  frequent  accompaniment  of 
this  disease,  and  cannot  usually  be 
overcome  by  traction.  The  Bilroth 
splint,  incorporated  in  plaster-of- Paris, 
furnishes  a  simple  and  very  effective 
means  of  correcting  this  deformity. 

In  tuberculosis  of  the  ankle  joint, 
after  the  acute  stage,  or  immediately, 
if  not  too  painful,  the  foot  should  be 
brought  to  a  right  angle  with  the  leg 
and  fixed  with  a  splint  or  plaster-of- 
Paris ;  then,  with  the  use  of  a  Thomas 
splint,  the  child  can  walk,  and  may  be 
allowed  to  get  out  in  the  open  air. 

EXCISION. 

Probably  there  is  no  question  in 
surgery  concerning  which  surgeons 
differ  more  widely  than  they  do  on 
the  question  of  excision  of  joints. 
Some  surgeons  of  large  experience 
claim  that  they  have  never  seen  a  case 
so  desperate  that,  in  their  judgment, 
excision  was  required,  while  others 
advocate  excision  as  soon  as  an  ab- 
scess is  formed. 

Howard  Marsh,  F.R.C.S.,  in  his 
general  remarks  on  excision,  expresses 
himself    thus:    "The   choice    is    no 


longer  as  it  was  in  Fergusson's  day, 
between  excision  and  amputation,  be- 
tween the  loss  of  a  joint  only  and  the 
loss  of  a  limb ;  it  is  between  excision 
and  the  cure  of  the  disease  by  rest 
early  applied  and  sufficiently  long 
continued."  And  further  on,  after 
describing  the  great  improvement 
made  in  the  operation  during  the  last 
few  years  and  the  lowered  mortality, 
he  continues :  "  The  defects  of  ex- 
cision, however,  lie  chiefly  in  the  ulti- 
mate condition  of  the  limb.  The  limb, 
especially  when  the  operation  is  per- 
formed on  children  under  nine  or  ten 
(and  inflammatory  disease  is  much 
more  prevalent  before  than  after  this- 
age),  is  often  very  unsatisfactory.  It 
remains  short  and  weak,  and  becomes- 
in  many  instances  seriously  dis- 
torted." And  again  he  says  :  "These 
views,  which  have  made  me,  in  com- 
pany with  the  majority  of  English 
surgeons,  rather  turn  away  from  ex- 
cision than  regard  the  operation  as  a 
common  recourse  in  the  treatment  of 
scrofulous  joints,  have  reference  prin- 
cipally to  the  hip  and  knee — the  in- 
stances in  which  it  is  most  important 
to  come  to  a  direct  judgment  respect- 
ing this  proceeding." 

Charles  T.  Poor,  of  New  York,  in 
writing  of  excision  in  hip  disease, 
says :  "  The  result  of  excision  of  the 
hip  joint  renders  the  patient  more  or 
less  a  cripple  for  life.  The  cases  that 
recover  with  slight  shortening  are  too 
few  to  hold  out  any  expectation  that 
they  will  ever  form  the  rule.  So  far 
as  the  limb  is  concerned,  the  best  re- 
sult after  an  excision  will  not  com- 
pare in  usefulness  to  a  limb  anchy- 
losed  at  a  favorable  angle.  The  ques. 
tion  of  excision,  then,  r.ests  upon  other 
grounds  than  comparative  usefulness. 
We  must   admit   that,  notwithstand- 
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ing  the  success  of  the  operation,  the 
patient  has  suffered  a  serious  mutila- 
tion. Excision  should  therefore  be 
reserved  for  those  cases  in  which  no 
means  less  severe  will  accomplish  the 
purpose 

"In  considering  the  necessity  for  ex- 
cision, the  causes  of  a  fatal  termination 
must  be  taken  into  account.  These 
are  exhaustion,  tuberculosis  and  amy- 
loid degeneration;  and  really  the 
question  turns  upon  preventing  these 
diseases." 

The  above  is  about  the  rule  of  prac- 
tice at  the  Hospital  for  Ruptured  and 
Crippled,  an  institution  that  treats 
about  9000  patients  a  year.  That  is, 
excisions  are  done  where  the  life  of 
the  patient  is  threatened  by  the  dis- 
ease. 

The  views  of  operating  surgeons 
differ  considerably  on  this  subject. 
Wright  considers  that  in  hospital 
cases  nothing  short  of  excision  can 
prevent  the  ultimate  progression  of 
the  disease  and  final  exhaustion  from 
pain  and  the  discharge. 

Clowell  views  in  this  wise  :  "  That 
in  hospital  cases  it  should  be  per- 
formed as  soon  as  there  is  distinct 
grating  in  the  joint,  accompanied  by 
pains,  profuse  suppuration  or  failure 
of  health." 

Bryant  would  have  us  operate  as 
soon  as  dead  bone  can  be  made  out. 

McNamara  takes  a  moderately  con- 
servative view,  not  operating  until 
conservative  measures  have  failed. 

Mr.  Holmes  is  not  an  advocate  of 
excision,  except  in  desperate  cases. 

Dr.  C.  F.  Taylor  has  never  met  a 
case  of  hip  disease  which  seemed  to 
require  excision.  But  it  must  be  re- 
membered that  Dr.  Taylor's  conclu- 
sions are  drawn  from  cases  seen  in 
the  higher  walks  of  life. 


Bradford  and  Lovett,  in  their  work 
on  "Orthopaedic  Surgery,"  have  gone 
very  thoroughly  into  the  subject  of 
excision  in  hip  disease.  They  call 
attention  to  the  increased  general 
tuberculosis  following  incision.  From 
the  above  work  are  the  following  re- 
marks :  "Mr.  Barker,  a  warm  advocate 
of  excision,  in  his  lecture  at  the  Royal 
College  of  Surgeons,  in  1888,  on  the 
treatment  of  tuberculous  joint  dis- 
ease, said  that  in  no  less  than  10  per 
cent,  of  all  deaths  following  excision 
rapid  miliary  tuberculosis  supervened 
in  such  a  way  as  to  suggest  strongly, 
if  not  to  prove,  that  surgical  interfer- 
ence was  the  cause  of  the  generaliza 
tion  of  the  disease."  In  837  resections 
reported  by  Wartman,  the  same  mor- 
tality (10  per  cent.)  from  general 
tuberculosis  is  noted.  "Besides  the 
cases  which  are  fatal  and  those  to  be 
classed  as  recoveries,  there  is  this 
long  series  of  cases  in  which  the 
wounds  do  not  heal  nor  does  the  leg 
become  useful.  Leisink  classed  12.5 
per  cent,  of  his  cases  as  *  unhealed,' 
and  Holmes  speaks  of  26.5  per  cent, 
as  failures.  In  the  matter  of  relapse, 
Yale  would  set  the  percentage  at  not 
less  than  20  from  his  personal  experi- 
ence, and  he  quotes  Neuber  as  saying 
that  about  half  of  his  cases  have  re- 
lapsed. Nearly  all  of  these  limbs  are 
useless  as  regards  their  function." 

A  committee  of  the  Clinical  Society 
of  London,  appointed  in  1880  to 
investigate  the  subject  of  resection  in 
hip  disease,  made  the  following  re- 
port :  "  With  respect  to  the  general 
question  of  operative  interference, 
the  committee  are  of  the  opinion  that 
the  effect  of  complete  rest  and  weight 
or  other  modes  of  extension  and  the 
withdrawal  of  matter  should  always 
be  patiently  tried  in  the  first  instance, 
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and  that  operative  interference  should 
be  resorted  to  only  when  these  means 
have  failed  to  secure  the  favorable 
progress  of  the  disease." 

After  quoting  largely  from  various 
statistics,  Bradford  and  Lovett  draw 
the  following  conclusions  :  "  It  must 
be  evident  in  comparing  the  results 
of  excision  of  the  hip  with  the  mor- 
tality and  results  of  conservative 
treatment,  that  excision  has  no  place 


in  the  routine  treatment  of  the  dis- 
ease, because  its  mortality  is  higher 
and  its  functional  results  inferior. 
The  operation  has,  however,  a  decided 
usefulness  in  late  cases  of  hip  disease 
when  it  becomes  distinctly  a  life-saving 
procedure,  and  in  severe  cases  at  an 
early  stage  when  no  home  treatment 
or  adequate  hospital  treatment  for  a 
long  time  is  practicable." 
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Hemiplegia  Following  Diphtheria. 


Seifert  {Neurol.  Centrbl,  February 
15)  1893)  reports  two  cases  of  this 
character.  The  first  occurred  in  a 
girl  aged  10  years.  The  diphtheria 
was  severe,  and  had  lasted  until  the 
eighth  day,  when  she  was  without 
fever  and  was  convalescent.  Two 
days  later  paralysis  of  the  soft  palate 
developed,  and  this  was  abruptly  fol- 
lowed by  paralysis  of  the  right  limbs 
and  of  the  lower  half  of  the  right  side 
of  the  face.  The  eyes  were  unaf- 
fected;  there  was  no  anaesthesia  on 
the  paralyzed  side ;  there  were  no 
convulsions.  The  patient  could  un- 
derstand spoken  language,  but  to  ques- 
tions, the  only  response  was  "  Anne, 
Anne."  The  heart  was  enlarged  to 
the  right,  and  the  contractions  were 
irregular,  feeble  and  intermittent. 
The  condition  remained  stationary 
for  several  weeks.  At  the  end  of  six 
months  speech  was  normal,  but  in- 
dications of  partial  degeneration  of 
the  pyramidal  tracts  were  present. 

The  second  case  occurred  in  a  girl 


aged  9  years,  of  good  physique.  On 
the  seventh  day  of  the  disease  par- 
alysis of  the  soft  palate  developed ; 
this  was  followed  a  week  later  by  des- 
quamative nephritis.  On  the  twenty- 
first  day,  right  hemiplegia,  with  loss 
of  consciousness,  occurred,  having 
been  preceded  for  some  hours  by 
headache,  vomiting  and  hebetude. 
The  tongue  and  face  were  involved ; 
the  reflexes  on  the  right  side  were 
absent.  Consciousness  "v^(as  restored 
the  following  day,  but  complete  motor 
aphasia  was  evident ;  the  latter,  how- 
ever, disappeared  in  a  few  weeks. 
There  were  no  mental  or  sensory  dis- 
turbances. Three  years  afterward 
there  was  moderate  contracture  of 
the  paralyzed  members.  Seifert  be- 
lieves that  in  the  first  case  myocar- 
ditis led  to  cardiac  thrombosis,  and 
this  in  turn  to  embolism  of  the 
Sylvian  artery.  In  the  second  case 
there  was  no  evidence  of  cardiac 
disease,  but  the  nephritis  probably 
induced  cerebral  haemorrhage. 
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Primary  Tuberculous  Cystitis  in  a  Child. 


Dr.  Bo  uxor  {British  Med.  Journal, 
May  20,  1893)  reported  the  case  to 
the  West  London  Medico-Chirurgical 
Society.  The  patient,  a  girl,  aged  9 
years,  came  of  a  markedly  tuberculous 
family.  She  had  suffered  with  incon- 
tinence of  urine  all  her  life,  and  lat- 
terly micturition  took  place  every  half 
hour  or  so  in  small  quantities  at  a 
time.  When  first  seen  the  urine  was 
alkaline,  and  almost  entirely  composed 
of  pus  ;  it  was  free  from  blood.  The 
passage  of  a  sound  caused  great  pain, 
but  nothing  abnormal  was  detected. 
Washing  out  the  bladder  with  boracic 


solution,  and  the  administration  of  the 
same  drug,  and  of  benzoate  of  ammo- 
nia by  mouth  did  no  good,  and  the 
child  died  from  exhaustion,  no  urine 
being  secreted  during  the  last  twenty- 
four  hours.  On  post-mortem  examina- 
tion the  bladder  contained  about  a 
teaspoonful  of  pus.  On  the  left  side,, 
about  three-quarters  of  an  inch  above 
the  opening  of  the  ureter,  was  an 
ulcer  about  the  size  of  a  small  horse 
bean,  with  raised,  undermined,  and 
ragged  edges,  its  base  being  irregular 
and  covered  with  pus.  The  kidneys, 
were  also  affected. 


A  Case  of  Combined  Diphtheria,  Measles  and  Chicken  Pox. 


Booker  {Johns  Hopkins  Hospital 
Bulletiny  May,  1893),  reports  a  curious 
case  of  combined  diphtheria,  measles 
and  chicken  pox:  The  child  was  18 
months  old,  and  at  the  time  of  his  ill- 
ness there  were  three  other  children 
in  the  family  sick,  one  with  measles, 
one  with  vraricella,  and  one  with  diph- 
theria. That  the  last  had  true  diph- 
theria was  evidenced  by  the  fact  that 
a  pure  culture  of  virulent  diphtheritic 
bacillus  was  obtained  from  the  false 
membrane.  In  the  case  reported,  the 
child  had  diphtheria  alone  for  one 
week  after  he  was  examined,  and 
probably  several  days  before  that 
time,  during  which  he  was  bright  and 
playful,  had  good  appetite,  and  nursed 
at  the  breast.  When  first  seen  the 
throat  was  inflamed  and  revealed 
false  membrame,  which  yielded  cul- 
estur    of    diphtheritic   bacilli.      The 


stage  of  invasion  of  measles,  and 
stage  of  eruption  of  chicken  pox,  be- 
gan at  the  same  time,  about  the 
eighth  or  tenth  day  of  the  diphtheria,, 
and  marked  the  first  appearance  of 
illness.  At  this  time  the  pseudo- 
membrane  began  to  disappear.  The 
measles  ran  a  normal  course,  and  the 
chicken  pox  disappeared  in  a  shorter 
time  than  usual.  The  diphtheria  was, 
no  doubt,  unfavorably  affected  by  the 
other  diseases,  especially  the  measles^ 
for  with  the  eruption  of  measles 
the  false  membrane  reappeared  and 
spread  down  into  the  air  passages,, 
thus  necessitating  intubation  on  the 
twelfth  day  of  treatment.  Shortly 
before  intubation  was  performed^ 
toxic  symptoms  developed,  and  rap- 
pidly  grew  worse,  so  that  death  re- 
sulted on  the  fourteenth  day  after 
treatment  was  instituted. 
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It  might  seem  that  some  apology 
is  necessary  for  addressing  this  soci- 
ety on  so  trite  a  subject,  but  retro- 
positions,  like  the  poor,  we  have  with 
us  always,  and  the  question  as  to  the 
best  method  of  relieving  them  is  by 
no  means  settled. 

As  I  can  neither  hope  to  excite  the 
admiration  of  this  meeting  by  report- 
ing any  brilliant  results  of  my  surgi- 
cal activity,  nor  to  illuminate  its  pro- 
ceedings by  the  contribution  of  any 
discoveries,  I  have  concluded,  meta- 
phorically, to  sit  down  in  the  lowest 
seat,  by  recounting  some  of  my  fail- 
ures, hoping  that  a  study  of  the  causes 
of  ill-success  may  lead  others  to  avoid 
it,  and  that  a  discussion  of  the  subject 
by  this  learned  body  may  establish 
rules  of  fCtion,  which  will  restrain  the 
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eagerness  of  the  rash,  guide  the  en- 
deavors of  the  inexperienced,  and 
confirm  the  methods  of  the  judi- 
cious. 

By  voluntary  limitation  of  the  sub- 
ject I  leave  untouched  the  whole  mat- 
ter of  pessaries  and  tampons,  taking 
it  for  granted  that  few  cases,  if  any, 
will  be  subjected  to  operation,  in  which 
these  means  have  not  been  already 
tried  and  proved  unsatisfactory. 

And  yet  I  would  suggest  as  a  ques- 
tion worthy  of  discussion  whether 
operative  treatment  be  not  preferable 
to  the  use  of  pessaries  for  the  relief 
of  retroflexion  in  general,  and  partic- 
ularly in  unmarried  women.  It  is  well 
known  how  extremely  unsatisfactory 
are  the  results  of  the  treatment  of 
this  condition  by  pessaries,  and  I 
think  that  too  little  attention  is  given 
on  the  one  hand  to  the  bad  moral  ef- 
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feet  of  subjecting  a  virgin  to  frequent 
and  long-continued  local  treatment, 
and  on  the  other  hand  to  the  real  and 
positive  dangers  involved  in  such  ma- 
nipulations, if,  as  is  usually  the  case, 
the  sound  is  used  to  replace  the  retro- 
flexed  uterus.  I  have  repeatedly  had 
to  operate  for  serious  disease  of  the 
uterine  appendages,  in  cases  where 
the  cause  of  the  salpingitis  appeared 
to  bj  ill  advised  local  treatment,  and 
that  too  at  the  hands  of  men  supposed 
to  be  competent  and  careful.  I  have 
even  known  death  to  result  from  the 
use  of  the  sound  in  replacing  a  retro- 
verted  uterus,  although  no  violence 
was  used,  and  it  was  not  supposed  at 
the  time  that  any  harm  was  done. 
Given,  therefore,  a  case  of  decided 
retroflexion  in  a  virgin,  where  the 
symptoms  are  so  severe  as  to  demand 
relief,  I  am  disposed  to  think  that  we 
are  justified  in  advising  an  operation 
for  the  cure  of  the  malady,  as  soon  as 
it  is  detected.  In  married  women  it 
is  probably  better  to  try  the  effect  of 
a  pessary  until  it  is  demonstrated,  as 
it  usually  will  be,  that  the  treatment 
is  unsatisfactory,  the  hope  of  cure 
illusive. 

With  retroversion  the  case  is  some- 
what different.  Occurring  usually  in 
married  women,  often  caused  by  an 
accident,  or  due  to  subinvolution,  there 
is  a  reasonable  hope  of  a  real  cure  by 
the  use  of  packing  and  pessaries, 
especially  if,  under  judicious  treat- 
ment, pregnancy  occurs,  with  normal 
convalescence  after  labor. 

In  such  cases  we  may  say  that  the 
retroversion  is  only  an  accident,  or  a 
symptom,  and  that,  when  the  uterus 
is  restored  to  health,  and  the  round 
ligameijts  have  recovered  their 
strength,  the  retroversion  will  proba- 
bly not   recur.     If  it  (iocs,  and  if  the 


symptoms  are  severe  enough  to  war- 
rant operative  interference,  and  if  the 
discomfort  and  annoyance  of  wearing 
a  pessary  leads  the  woman  to  ask  for 
relief,  operation  is  indicated. 

Thus  far  we  have  been  considering 
simple  displacement,  but  far  more 
numerous,  serious  and  important  are 
the  cases  where  the  displacement  is 
complicated,  that  is,  where  it  is  rather 
an  effect  of  some  other  trouble  than 
a  disease  in  itself.  This  opens  one  of 
the  most  obscure  and  unsatisfactory 
chapters  in  practical  gynaecology,  a 
real  opprobrium  of  our  art,  in  the  fre- 
quency of  erroneous  diagnosis,  long- 
continued  treatment,  and  discouraging 
results. 

I  do  not  mean  that  such  mistakes 
and  errors  are  necessary,  or  unavoid- 
able, but  simply  that  they  do  occur, 
and  that,  too,  far  too  often. 

The  complications  of  backward  dis- 
placements are : 

Weakening  or  rupture  of  the  peri- 
naeum  ; 

Ovarian  tumor  in  the  pelvis  ; 

Myomatous  growths  in  the  uterus  ; 

Inflammation  of  the  uterine  appen- 
dages ; 

Adhesions. 

The  repair  of  injuries  of  the  pelvic 
floor  and  perinaeum  will  not  be  con- 
sidered here,  as  it  is  not  within  the 
scope  of  this  paper,  and  as  it  is  obvi- 
ous that  retroversion  caused  by  such 
injuries  should  be  relieved  by  repair 
of  the  sundered  structures.  It  may 
be  noted  that  some  authors  propose 
to  trust  to  the  Alexander-Adams 
operation  to  cure  retroversion,  and 
even  prolapse  of  the  uterus,  even 
where  the  perinaeum  is  ruptured,  but 
I  hardly  think  that  such  a  course  has 
found  followers  in  this  country,  where 
the  repair  of  the  perinaeum,  and  of  the 
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cervix,  if  necessary,  will  always  be 
performed,  so  that  the  retroversion  if 
not  relieved  thereby,  will  be  "  simple," 
and  may  be  relieved  by  treatment,  if 
not  too  severe,  or  cured  by  operation, 
either  at  the  time  of  the  perineal 
repair,  or  afterwards,  as  may  be  thought 
judicious. 

The  same  reasoning  will  apply  to 
cases  where  the  uterus  is  retroverted 
by  the  pressure  of  an  ovarian  tumor, 
or  by  the  weight  of  a  growth  in  its 
own  substance.  The  displacement  is 
such  a  subordinate  condition  in  these 
cases  that  its  cure  can  only  be  secured 
after  an  operation,  directed  to  the  re- 
moval of  the  exciting  cause  of  the 
retroversion,  when,  as  the  last  step  in 
the  major  operation,  it  may  be  found 
useful  to  fasten  the  uterus  forward  by 
shortening  the  round  ligaments  from 
the  inside,  or  by  fixation  to  the  ab- 
dominal wall.  More  often,  however, 
the  uterus  will  resume  its  normal  posi- 
tion when  the  pressure  which  had  dis- 
placed it  is  removed. 

Passing  over  these  conditions  there 
remains  the  great  class  of  women  who 
have  retroversion,  or  what  is  called  by 
that  name,  and  who  *'  cannot  wear  a 
pessary."  Here  is  an  abundant  source 
of  errors  in  diagnosis  and  mistakes  in 
treatment,  not  only  among  the  igno- 
rant, but  also  among  the  numerous 
physicians,  who,  doing  a  large  general 
practice,  also  **  make  a  sort  of  spe- 
cialty of  women's  diseases." 

I  may  go  further  and  say  that  much 
energy  is  wasted,  and  much  harm  done 
in  gynaecological  clinics,  where  out- 
patients are  treated,  often  more  faith- 
fully than  wisely. 

It  is  certain  that  the  clinics  are  en- 
cumbered with  chronic  cases  of  retro- 
version "  with  adhesions,"  and  that 
there  are  large    numbers  of   women 


who  are  drifting  about  from  one  doc- 
tor to  another,  vainly  seeking  to  have 
a  pessary  adjusted,  so  that  they  can 
wear  it ;  patients  whose  sufferings 
are  pitiable,  whose  recovery  is  im- 
probable, and  whose  loss  of  faith  in 
the  resources  of  our  art  is  excusable. 
Nothing  but  operation  will  cure  most 
of  these  cases,  and  it  is  unjust  to  the 
patients,  and  discreditable  to  the  pro- 
fession to  continue  a  useless  treat- 
ment, based  on  a  faulty  diagnosis,  or 
directed  by  a  false  idea  of  pelvic 
pathology. 

What  then  is  the  true  condition  of 
the  pelvic  organs  in  these  women, 
who  are  told  that  the  uterus  is  bound 
by  adhesions,  or  in  whom,  as  the  pa- 
tients say,  "the  womb  is  grown  to  the 
back  passage  "  ? 

I  think  that  there  is  a  very  wide- 
spread and  erroneous  idea  that  as  a 
rule  the  adhesions  are  directly  be- 
tween the  uterus  and  the  posterior 
surface  of  the  pouch  of  Douglas, 
whereas  in  my  experience  this  is  one 
of  the  rarest  of  conditions.  That  it 
may  exist  I  do  not  deny.  I  have 
found  at  an  autopsy  such  adhesions, 
the  remains  of  long-antecedent  in 
flammation,  and  I  have  published  a 
photograph  of  the  case  as  a  rarity. 
Once  or  twice  only  I  have  found  such 
adhesions  during  an  operation.  I 
appeal  to  the  members  present  to  state 
the  result  of  their  own  experiences, 
at  autopsies  or  operations,  as  to  the 
frequency  of  simple  adhesions  be- 
tween the  uterus  itself  and  the  poste- 
rior surface  of  the  peritonaeum,  inde- 
pendent of  disease  of  the  uterine 
appendages. 

I  am  sure  that  the  number  of  cases 
of  such  adhesions  really  seen  will  be 
ridiculously  small  in  comparison  with 
the  number  of  women  who  are  being 
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industriously  packed  and  *'  massaged  " 
for  the  relief  of  "adhesions." 

To  what  then  is  the  uterus  adher- 
ent, or  what  holds  it  so  that  it  cannot 
be  lifted  out  of  the  pelvis,  and  why 
are  some  cases  relieved,  at  last,  by 
packing  and  massage  .'' 

In  the  first  place,  in  a  very  consid- 
erable number  of  cases,  there  are  no 
adhesions  at  all,  but  the  retroverted 
uterus  is  held  down  by  the  spasmodic 
contraction  of  the  abdominal  muscles, 
acting  on  the  intestines,  which  lie  on 
the  superior  and  anterior  part  of  the 
uterus,  and  are  usually  overloaded 
with  faecal  contents.  Rest  in  bed, 
catharsis,  and  bimanual  manipulation 
under  ether  will  do  as  much  for  these 
cases  in  two  days  as  packing  will  do 
in  six  months.  I  have  more  than  once 
been  able  to  replace  such  uteri,  in 
women  who  had  long  been  treated  for 
adherent  retroversion,  and  I  am  sure 
that  the  members  of  this  society  have 
had  similar  experiences. 

When  adhesions  are  really  present, 
however,  they  are  almost  invariably 
between  the  tubes  and  ovaries  on  the 
one  hand,  and  the  intestines  and  omen- 
tum or  the  pelvic  wall,  or  both,  on  the 
other.  When  the  uterus  itself  is  in 
volved  it  is  as  an  extension  of  this 
process,  and  the  adhesion  is  to  intes- 
tine, omentum  or  tube. 

The  adhesions  may  vary  all  the  way 
from  a  simple  band,  the  result  of 
some  long-past  inflammation,  to  a 
conglomerate  mass  of  appendages, 
intestines  and  omentum,  firmly  held 
together  by  dense  and  broad  bands. 
In  fact,  almost  anything  may  be  found 
except  the  posterior  adhesions  of  the 
uterus  to  the  pelvic  wall,  which  are 
so  vividly  present  in  the  minds  of  so 
many  worthy  practitioners. 

Next  in  order  come  conditions  which 


ought  not  to  be  classed  as  adhesions 
at  all,  but  which  give  rise  to  all  sorts 
of  errors  of  diagnosis.  There  are  dis- 
tention of  the  tubes  with  pus,  or  other 
fluid  ovarian  abscesses,  little  ovarian 
cysts,  especially  inflamed  and  adher- 
ent dermoids,  serous  cysts  or  cavities 
shut  in  between  adherent  intestines, 
masses  of  thickened  omentum,  tubal 
pregnancy,  tubercular  peritonitis,  hae- 
matoma,  etc. 

It  would  be  out  of  place  here  to 
enter  on  the  subject  of  the  differen- 
tial diagnosis  of  these  conditions ; 
they  cannot  be  distinguished  without 
a  laborious  study  of  practical  gynae- 
cology, and  often  enough  no  clear 
diagnosis  can  be  made  until  the  abdo- 
men is  opened  ;  sometimes  it  is  only 
with  difficulty  that  a  diagnosis  can  be 
really  established  by  the  careful  exam- 
inations of  the  specimens  by  a  skilled 
pathologist. 

I  have  enumerated  these  various 
conditions,  however,  because  the  very 
difficulty  of  distinguishing  the  real 
pathological  condition  becomes  of  the 
first  importance  in  selecting  the  op- 
eration to  be  performed  for  the  cure 
of  backward  displacement. 

Although  I  may  seem  to  some  be- 
hind the  times,  I  cannot  resist  the 
conviction  that  few  women  really  re- 
quire operation  for  simple  retrover- 
sion. If  there  are  no  complications 
on  the  part  of  the  tubes  and  ovaries, 
no  impairment  of  the  pelvic  floor  and 
perinaeum,  no  disease  of  the  uterus 
itself,  the  retroversion  ordinarily  can 
be  supported  so  easily  by  a  pessary 
that  few  women  will  demand  opera- 
tion, especially  if  they  are  instructed 
in  the  art  of  introducing  the  pessary 
themselves.  When  this  does  not 
give  relief,  when  it  cannot  be  worn, 
there  are    probably   some   complica- 
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tions  present.  When  the  woman 
wishes  to  be  relieved  of  the  incon- 
venience and  embarassment  of  the 
pessary  and  asks  for  operation,  it 
may  well  be  performed  as  a  matter 
of  election,  where  it  would  not  be 
right  to  urge  it  as  a  matter  of  neces- 
sity. 

In  regard  to  retroflexion  the  case 
is  somewhat  different.  The  severity 
the  symptoms,  the  youth  and  vir- 
ginity of  many  or  most  of  the  pa- 
tients, the  consequent  necessity  of 
giving  an  anaesthetic  even  in  order 
to  introduce  a  pessary,  the  little  like- 
lihood of  any  relief  from  the  latter, 
the  probability  of  a  warped  and  un- 
happy life  if  nothing  is  done,  the 
greater  probability  that  the  unhappy 
patient  will  have  her  modesty  im- 
paired by  continuous  treatment  by  a 
series  of  physicians,  and  will  finally 
have  her  tubes  infected  by  an  unclean 
sound,  or  by  bungling  manipulation 
at  the  hands  of  some  of  her  advisers; 
all  these  facts  and  all  these  probabili- 
ties make  the  indications  clear  that 
in  retroflexions  in  young  persons, 
where  the  symptoms  are  severe 
enough  to  require  local  treatment,  an 
operation  may  be  advised  at  once. 

The  principal  surgical  measures  for 
the  relief  of  backward  displacements, 
which  have  received  any  serious  con- 
sideration, are : 

ScJmltzes :  —  Bimanual  manipula- 
tion under  anaesthesia;  stretching 
and  rupture  of  adhesions  by  finger  in 
rectum  and  by  fingers  on  the  abdomen. 

ScJmecking  s :  —  Anteposition  o  f 
uterus  by  bimanual  manipulation,  and 
by  sound  if  necessary;  fixation  in  an- 
teflexion by  ligature  carried  through 
uterine  wall  at  fundus  and  forward 
between  bladder  and  uterus  by  means 
of  special  sheathed  needle. 


FreuncTs: — Sewing  utero  sacral  liga- 
ments to  posterior  wall  of  Douglas' 
pouch ;  obliteration  of  the  pouch  by 
aseptic  adhesive  inflammation  by  use 
of  iodoform  gauze. 

Alexander-Adams : — Shortening  of 
round  ligaments  at  inguinal  ring,  or 
by  entering  roof  of  canal  of  Nuck. 

Wylies: — Shortening  round  liga- 
ments by  folding  each  on  itself  and 
sewing  the  fold  together. 

Polk's: — Bringing  slack  of  round 
ligaments  together  in  front  of  the 
uterus  and  fastening  one  ligament  to 
the  other  by  suture. 

Combination  of  Wylie's  operation 
and  ventro-fixation. 

Ventro-fixation. — Fastening  uterus 
to  anterior  abdominal  wall  by  sutures. 

In  regard  to  Schultze's  operation,  it 
may  be  dismissed  as  practically  obso- 
lete. It  was  born  of  the  dread  of 
opening  the  peritoneal  cavity,  which 
led  men  in  many  ways,  and  leads  them 
still,  to  incur  greater  risks,  which  are 
unknown  and  uncertain,  in  order  to 
avoid  lesser  dangers,  which  can  be 
perceived,  estimated  and  controlled. 
I  have  done  the  operation  repeatedly 
— before  I  knew  any  better — and  I 
have  to  thank  good  luck  and  gentle- 
ness that  I  had  no  bad  results  and 
attained  a  measure  of  success. 

There  is  no  doubt  that,  with  skillful 
manipulation  under  anaesthetics,  in 
suitable  cases,  the  uterus  may  be  set 
free,  various  bands  of  adhesions  may 
be  sundered,  adherent  tubes  liberated, 
and  finally  the  womb  can  be  brought 
forward  so  that  with  some  subsequent 
packing  and  the  use  of  a  pessary  the 
patient  will  be  comparatively  com- 
fortable. But  at  what  a  risk }  It  is 
a  case  where  "fools  rush  in  where 
angels  dare  not  tread.''  Leaving  out 
of  consideration  the  grosser  dangers 
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of  pushing  the  finger  through  the 
rectum,  or  of  setting  up  serious  in- 
ternal haemorrhage,  we  must  consider 
the  danger  of  squeezing  pus  out  of 
the  abdominal  end  of  a  diseased  tube, 
or  of  injuring  the  intestines  where 
they  are  adherent  to  the  tubes  or  to 
each  other.  The  "bands  of  adhe- 
sions "  that  I  saw  in  my  imagination 
in  1886,  and  separated  with  a  light 
heart,  are  very  different  from  the  in- 
timate union  between  coils  of  in- 
testine, bet)fveen  intestine  and  tube, 
between  tube  and  uterus,  roofed  in 
by  adherent  omentum,  complicated, 
perhaps,  by  old  and  quiescent  collec- 
tions of  pus  in  the  tubes  or  ovaries — 
conditions  which  are  ever  before  my 
mental  vision,  since  it  has  been 
trained  by  experience  and  clarified  by 
reflection.  I  would  not  give  so  much 
space  to  this  subject,  but  simply  con- 
demn the  operation  by  name,  were  it 
not  that  I  see  evidences  in  a  newer 
generation  of  the  same  fool-hardiness 
in  regard  to  separating  adhesions 
while  performing  Alexander's  opera- 
tion, of  which  more  anon. 

If  ever  there  is  occasion  for  the 
Mens  presaga  maliy  it  is  in  separating 
"adhesions"  from  the  rectum  or 
through  the  abdominal  wall. 

It  is  hard  to  be  either  patient  or 
serious  in  considering  Schuecking's 
operation. 

It  is  difficult  to  see  how  perverted 
ingenuity  could  devise  a  more  un- 
surgical  or  dangerous  procedure. 
Unlike  the  operation  just  considered, 
which,  invented  before  the  recent 
developments  in  gynaecology,  was  at 
least  in  harmony  with  its  time  and  a 
serious  attempt  to  relieve  severe  suf- 
fering, Schuecking's  operation  is  an 
offshoot  of  the  wanton  recklessness 
which  will  risk  a  great  injury  know- 


ingly rather  than  proceed  on  safer 
lines  where  action  can  be  guided  by 
knowledge.  It  is  obvious  that  it  is 
only  applicable  to  cases  in  which  the 
uterus  can  readily  be  brought  into 
complete  anteflexion,  and  in  such,  if 
the  necessity  of  operation  is  estab- 
lished, the  choice  of  method  is  for  the 
easiest  and  safest.  Yet  this  opera- 
tion proposes  to  trust  to  a  curved 
needle  working  in  a  sheath  to  punc- 
ture the  uterus  from  within  outward, 
and  to  blindly  invade  the  region 
between  the  base  of  the  bladder  and 
the  uterus,  tying  the  womb  forcibly 
forward  for  a  time  with  one  or  two 
ligatures,  and  trusting  to  the  adhe- 
sions thus  established  in  order  to 
hold  the  organ  in  its  unwonted  posi- 
tion. 

If  the  anterior  vaginal  wall  is  in- 
'  cised,  and  the  bladder  and  ureters 
separated  from  the  uterus  carefully 
and  skillfully,  as  suggested  by  Saen- 
ger,  and  if  the  uterine  canal  is  per- 
fectly disinfected  and  all  the  steps  of 
the  operation  are  carried  out  just  as 
designed,  there  is  no  doubt  that  in 
many  cases  the  uterus  will  be  fixed 
in  anteflexion  as  intended,  but  there 
is  also  little  doubt  that  this  difficult 
and  intricate  operation  often  fails  of 
its  purpose,  and  good  operators  re- 
port cases  of  injury  to  the  bladder 
and  ureters,  suppuration,  interference 
with  the  function  of  the  bladder,  etc., 
so  that,  in  spite  of  the  ingenuity  with 
which  the  operation  was  devised,  it 
cannot  be  considered  as  worthy  to  be 
compared  with  shortening  of  the 
round  ligaments,  or  with  ventro- 
fixation. 

Of  Freund's  operation,  it  may  at 
least  be  said  that  it  need  not  be  con- 
demned in  principle.  Our  experi- 
ences with  vaginal  hysterectomy  show 
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that  there  is  little  or  no  danger  in 
opening  the  cul-de-sac  of  Douglas. 
With  great  care  and  a  high  degree  of 
skill  the  sutures  can  be  introduced  in 
such  a  way  that  the  cervix  is  held  up 
and  back,  and  it  seems  altogether 
probable  that  the  pouch  of  Douglas 
will  be  closed  by  aseptic  adhesive  in- 
flammation after  packing  with  iodo- 
form gauze.  Drainage  is  provided  in 
a  safe  and  certain  way. 

The  objections  to  the  operation 
are  that  for  perfectly  simple  cases  it 
is  unnecessarily  difficult  and  severe, 
more  so  than  Alexander's  operation, 
while  in  complicated  cases  it  does  not 
offer  the  certainty  of  sundering  all 
adhesions  and  removing  diseased  ap- 
pendages which  abdominal  section 
gives,  and  therefore  ventro-fixation  is 
to  be  preferred  in  such  cases.  More- 
over, it  is  doubtful  whether  the  sutures 
can  be  placed  so  as  to  securely  hold 
the  uterus  without  more  danger  of 
wounding  the  rectum  or  other  intes- 
tines than  most  operators  would  like 
to  incur.  At  the  best  it  is  only  ap- 
plicable to  retroversion,  for  it  does 
not  correct  a  retroflexion  of  the 
uterus,  but  would  rather  aggravate  it. 

It  is  not  necessary  to  consider 
various  other  ingenious  and  hazard- 
ous schemes  which  have  been  in- 
vented and  tried  with  more  or  less 
success,  but  which  are  too  dangerous 
and  too  uncertain  to  justify  their  use. 
It  is  evident,  I  herefore,  that  the  choice 
of  operative  measures  for  the  cure  of 
retro-displacements  of  the  uterus  is 
practically  limited  to  the  Alexander- 
Adams  operation  and  abdominal  sec- 
tion with  internal  shortening  of  the 
round  ligaments,  or  ventro-fixation,  or 
a  combination  of  those  methods  which 
I  may  call  intra-abdominal  or  com- 
bined ante-fixation. 


In  considering  the  relative  merits 
of  these  operations  I  must  confess 
that  I  find  myself  somewhat  at  vari- 
ance with  the  tendency  of  the  times, 
and  with  the  opinion  of  a  large  num- 
ber of  gynaecologists  whose  views  are 
entitled  to  the  utmost  consideration. 
In  spite  of  the  facility  with  which  the 
Alexander  operation  can  usually  be 
performed,  and  notwithstanding  the 
fact  that  very  satisfactory  results  are 
often  obtained  by  employing  it,  there 
are  certain  disadvantages  which  are 
real  and  positive,  and  which  are  not 
to  be  lost  sight  of  in  the  general 
praises  which  are  bestowed  on  the 
operation. 

These  disadvantages  are: 

(i)  The  finding  of  the  round  liga- 
ments is  often  extremely  difficult, 
and  the  extensive  and  protracted 
search  is  attended  with  grave  dangers, 
even  in  skilled  hands,  much  more  so 
when  the  operation  is  performed  by 
men  without  thorough  surgical  and 
anatomical  knowledge. 

(2)  The  ligaments  are  often  of  ex- 
tremely slight  development  when 
found,  so  frequently  in  fact,  that  it 
seems  as  though  retro-displacements 
were  often  the  consequence  of  this 
want  of  development.  Such  slender 
ligaments  are  difficult  to  find,  they 
are  easily  broken  during  the  opera- 
tion, and  they  are  insufficient  to  sup- 
port the  uterus  afterward. 

(3)  The  wounds  are  particularly 
liable  to  suppurate,  much  more  so 
than  a  median  incision  is,  and  this  is 
due: 

(i)  To  the  extensive  injury  to 
the  tissues  that  so  often  occurs  in 
searching  for  the  ligaments; 

(2)  To  the  fact  that  the  loop  of 
ligament  left  in  the  depth  of  the 
wound  is  injured  in  its  vitality,  sepa- 
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rated  from  its  nutrient  supply,  pierced 
and  strangulated  by  the  sutures  which 
held  it  in  its  new  position ; 

(3)  Because  the  incision  for  Alex- 
ander's operation  opens  cellular  spaces 
which  cannot  be  closed  by  sutures, 
as  can  those  opened  by  the  median 
incision. 

(4)  If  the  part  of  the  round  liga- 
ment which  is  drawn  out  to  be  cut 
off,  there  is  danger,  not  only  that 
it  will  slip  away  when  the  sutures  are 
removed  and  thus  leave  the  uterus 
with  no  support,  but  in  thus  slipping 
back  the  peritoneal  cavity  may  be  in- 
fected. 

(5)  There  are  two  wounds  in  Alex- 
ander's operation  against  one  in  ante- 
fixation,  and  similarly  two  chances  for 
subsequent  hernia. 

(6)  As  a  matter  of  fact  there 
are  more  deaths  from  Alexander's 
operation  than  from  ventro-fixation. 

(7)  The  results  of  Alexander's 
operation  are  often  very  unsatisfac- 
tory, so  that  either  the  patients  are 
not  benefited,  or  are  made  worse,  or 
abdominal  section  must  be  performed 
subsequently. 

(8)  There  is  no  real  certainty  that 
the  causes  which  led  to  the  retro- 
displacement  are  removed  by  Alex- 
ander's operation ;  mistakes  of  diag- 
nosis are  not  rectified;  obscure  adhe- 
sions and  diseases  of  the  appendages 
are  not  detected. 

In  short,  the  operation  is  uncertain 
in  its  results  ;  it  may  be  very  difficult 
of  performance ;  it  is  by  no  means  free 
from  danger. 

On  the  other  hand  we  have  in  intra- 
abdominal shortening  of  the  round 
ligaments,  or  in  ventro-fixation  of  the 
uterus,  or  in  the  combination  of  both, 
an  operation  which  is  certain  in  its 
results,  for  it  affords  an  opportunity 


to  make  a  diagnosis,  to  separate  any 
and  all  adhesions,  to  discover  and  re- 
move any  disease  of  the  appendages, 
to  bring  the  uterus  into  a  proper  posi- 
tion and  to  fasten  it  there. 

It  is  not  particularly  difficult  of 
execution  for  a  trained  abdominal 
surgeon,  and  no  others  should  under- 
take it.  At  any  rate  any  difficulties  are 
owing  to  intra-pelvic  disease,  which 
would  preclude  any  success  with  Alex- 
ander's operation.  The  difficulties 
are  not  accidental,  inexplicable  and 
embarrassing,  like  failure  to  find  the 
ligament  at  the  inguinal  ring ;  they 
are  part  of  the  disease,  and  stimulate 
the  surgeon  to  succeed  by  employing 
his  resources  instead  of  goading  him 
to  desperation  by  baffling  his  skill. 

The  only  draw-back  is  a  supposed 
greater  danger  in  this  than  in  Alex- 
andet's  operation,  but  even  this  I  am 
inclined  to  dispute.  To  be  sure,  any 
abdominal  section  is  more  dangerous 
than  an  ideal  and  easy  Alexander's 
operation,  but  no  one  can  tell  before- 
hand which  will  be  the  easy  one.  My 
own  fatal  case  was  apparently  an 
easy  one,  and  I  undertook  it  with  no 
feeling  of  danger  whatever.  So  of 
the  other  fatal  cases  reported  and  un- 
reported, for  there  are  within  my 
knowledge  several  unreported  cases 
of  death  from  shortening  of  the  liga- 
ments or  from  operations  begun  for 
this  purpose,  and  these  occurred  in 
the  hands  of  eminent  men  and  distin- 
guished operators.  I  never  heard  of 
a  fatal  case  of  ante-fixation  and  I  can 
testify,  as  the  results  of  my  observa- 
tion and  experience,  that,  on  the  aver- 
age, the  sufferings  of  the  patient  are 
less  and  the  subsequent  results  are 
better  with  ante-fixation  than  with 
Alexander's  operation. 

I   know  that    it  will   be   answered 
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that  all  the  objections  to  Alexander's 
operation  fall  to  the  ground  if  the 
procedure  be  correctly  performed, 
and  plenty  of  surgeons  will  report 
cases  by  the  score,  and  say  that  they 
never  have  any  trouble  in  finding  the 
ligaments. 

In  fact,  the  particular  claim  of  this 
operation  to  popularity  rests  on  the 
ease  with  which  it  can  be  performed 
and  its  freedom  from  danger.  I  shall 
not  deny  that  withm  well-defined 
limits  the  operation  is  safe  and  useful, 
but  these  limits  are  such  as  to  greatly 
diminish  the  number  of  cases  in 
which  the  procedure  is  available. 

In  my  opinion  the  operation  is  to 
be  performed  by  no  beginners,  but 
only  by  such  as  by  real  training  in 
gynaecology  and  surgery  are  able  to 
make  an  accurate  diagnosis,  and  to  per- 
form any  operation  carefully,  skill- 
fully and  aseptically,  and  moreover 
by  those  who,  by  conscientious  study 
on  the  cadaver,  have  a  real  knowledge 
of  the  anatomy  of  the  part. 

Such  a  limitation  might  seem  too 
obvious  to  mention,  but  I  am  sorry  to 
say  that  there  is  growing  up  a  wide- 
spread and  quite  erroneous  impression 
that  the  Alexander  operation  is  quite 
a  little  thing,  and  fit  for  those  to 
undertake,  who  only  practice  minor 
gynaecology. 

It  should  only  be  performed  when 
the  adnexa  are  apparently  healthy, 
when  the  uterus  is  entirely  movable, 
and  when  it  can  be  brought  into  ante- 
fixation  by  bimanual  manipulation, 
and  easily  held  there. 

All  cases  of  "adhesions  "  are  ruled 
out  by  this  limitation  for  reasons 
given  above. 

I  know  that  this  condition  is  con- 
trary to  the  theory  or,  at  least,  to  the 
practice  of  many  active  operators,  but 


from  my  own  knowledge  and  from 
conversation  with  others,  I  am  cer- 
tain that  a  very  considerable  number 
of  cases  are  occurring  where  abdomi- 
nal section  has  to  be  finally  performed 
in  patients  who  have  already  under- 
gone the  Alexander  operation,  some 
of  them  having  been  made  worse  and 
others  not  relieved  by  this  procedure. 

Whether  acute  retroflexion  of  the 
uterus  is  usually  curable  by  Alexan- 
der's operation,  even  when  there  are 
no  complications  of  any  kind,  is,  I 
think,  not  yet  quite  decided.  Cer- 
tainly so  many  successful  cases  have 
been  reported  that  probably  this 
operation  will  be  generally  employed 
for  the  present;  the  number  of  such 
cases  which  are  not  relieved  and 
finally  require  intra-abdominal  ante- 
fixation  may  finally  cause  the  latter 
procedure  to  become  the  one  of  elec- 
tion where  consent  can  be  obtained. 
Certainly  great  caution  should  be 
used  in  promising  cure  by  Alexander's 
operation  or  there  will  be  much  dis- 
appointment in  a  considerable  propor- 
tion of  cases.  It  will  be  safer  and 
more  expedient  to  represent  that  this 
procedure  offers  a  good  chance  of 
cure  by  a  comparatively  light  opera- 
tion if  the  anatomy  of  the  parts  makes 
the  operation  satisfactory.  If  not  suc- 
cessful intra-abdominal  ante-fixation 
can  be  employed.  Personally,  I  pre- 
fer the  latter  procedure,  for  reasons 
which  I  have  tried  to  make  plain  in 
this  paper,  and  I  shall  use  it  when  the 
whole  decision  is  put  upon  me.  I  do 
not  like  tentative  surgery,  and  uncer- 
tain results,  and  I  have  not  so  much 
faith  as  many  in  the  possibility  of 
making  a  certain  diagnosis  without 
opening  the  abdomen. 

The  surgeon  who  performs  Alex- 
ander's operation  should  use  all  the 
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precautions  and  make  all  the  prepara- 
tions which  are  usual  in  performing 
abdominal  section.  He  should  re- 
member that  excellent  operators  have 
found  that  they  have  unintentionally 
opened  the  abdominal  cavity. 

If  the  ligaments  are  not  found,  as 
they  should  be,  at  the  external  ring, 
two  courses  are  open  to  the  operator, 
either  to  abandon  the  operation,  or 
to  substitute  for  it  what  is  frequently 
done,  but  less  often  reported,  viz.,  an 
extension  of  the  operation  by  opening 
up  the  inguinal  canal  and  looking  for 
the  ligaments  there  ;  or  if  they  are 
not  found  there,  by  entering  the  ab- 
domen at  the  internal  ring  and  thus 
finding  and  securing  the  ligaments. 
I  do  not  condemn  the  latter  course  in 
proper  hands  and  under  proper  pre- 
cautions ;  it  is  an  effectual  mode  of 
securing  the  uterus  in  ante-position, 
it  has  no  especial  dangers  if  done  de- 
liberately and  with  due  precautions, 
but  it  is  not  Alexander  s  operation. 
The  objections  to  such  an  operation 
are,  of  course,  the  double  incision  and 
the  double  chance  of  hernia,  so  that 
it  will  hardly  be  advised  as  an  opera- 
tion of  election,  but  as  a  means  of 
escape  from  an  embarrassing  position, 
or  of  finishing  a  caie  where  the 
second  ligament  can  not  -be  found 
when  one  has  already  been  secured, 
this  procedure  has  many  advantages. 
Permission  to  do  it  should,  if  possible, 
be  secured  beforehand.  The  risk  of 
hernia  will  be  lessened  if  it  is  found 
that  buried  stitches  of  silkworm-gut 
can  be  used  without  fear  of  subse- 
quent trouble. 

At  the  best,  however,  the  securing 
of  the  ligaments  by  opening  the  ab- 
domen in  this  way  is  an  inconvenient 
and  inferior  method  of  performing 
intra-abdominal      ante -fixation.       It 


should  not  be  confounded  with  Alex- 
ander's operation  to  the  misleading 
of  the  inexperienced. 

If  the  surgeon  is  not  ready  and 
able  and  prepared  to  finish  his  oper- 
ation in  this  way,  deliberately  and  by 
design,  when  necessary,  he  should 
withdraw  from  the  operation  if  he 
cannot  find  the  ligaments  before  he 
has  gashed  and  mangled  the  tissues 
or  blundered  into  the  abdominal  cav- 
ity by  mistake. 

When  all  goes  well  the  ligament 
should  be  found  at  once,  either  at  the 
external  ring,  according  to  Alexan- 
der's original  method,  or  through  a 
small  opening  in  the  roof  of  the  canal 
of  Nuck,  according  to  a  modification 
which  many  prefer.  When  the  hook 
brings  up  the  ligament  at  the  first 
trial,  as  is  frequently  the  case,  the 
operation  is  one  of  the  prettiest  and 
neatest  in  surgery  ;  it  is  all  done  in  a 
few  minutes,  and  does  not  even  require 
a  general  anaesthetic.  I  have  seen  it 
done  under  cocaine.  When  the  liga- 
ment is  not  thus  readily  found,  it  is 
best  to  open  the  canal  of  Nuck  and 
turn  up  the  fat,  when  the  ligament 
should  be  found  at  the  lower  side 
under  the  fat.  But  if  it  is  not  found 
— when  the  operator  has  hunted  for  it 
for  half  an  hour,  and  not  having  the 
courage  or  preparations  or  permis- 
sion requisite  for  opening  the  ab- 
dominal cavity  at  the  internal  ring, 
he  loses  his  nerve,  and  the  blood  gets 
into  his  eye,  and  the  sweat  pours 
from  his  face,  turn  Jlnniina  mento 
prcBcipitanty  while  with  pernicious  ac- 
tivity he  plunges  his  hook  around  in 
the  groin  like  a  boy  gaffing  lobsters 
from  under  a  rock,  until  the  muscles 
look  like  Hamburgher  steak — then  is 
the  time  for  his  next  friend  to  gently 
take  away  the  hook  and  put   in  his 
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hand  the  nozzle  of  the  soothing  irri- 
gator, and  appealingly,  but  firrnly,  to 
hold  before  him  the  peaceful  needle 
holder. 

I  do  not  wish  to  be  frivolous,  nor 
would  I  imply  that  such  a  scene  as  I 
have  described  is  common,  nor  would 
I  admit  that  it  ought  to  occur,  but 
one  of  my  objects  in  writing  this 
paper  is  to  combat  the  idea  that  the 
Alexander  operation  is  always  quite 
simple  and  easy,  and  a  sort  of  minor 
surgical  procedure  which  any  one  can 
do.  No  trained  surgeon  who  has 
good  judgment  and  sound  anatomical 
knowledge  will  ever  find  himself  in 
such  a  predicament,  and  no  other 
ought  to  attempt  this  operation. 

This  is  not  the  place  to  go  into  any 
details  of  technique.  Any  one  who  is 
to  perform  the  operation  will  presum- 
ably study  up  the  literature  of  the 
subject,  which  is  abundant,  and  will 
see  the  operation  performed,  which 
is  not  difficult  to  bring  about.  To 
only  two  points  would  I  call  atten- 
tion. First,  the  only  certainty  that 
what  has  been  fished  up  as  the  round 
ligament  is  really  such  is  afforded  by 
seeing  the  peritonaeum  stripped  back 
from  it  (somewhat  as  the  skin  is  pulled 
off  from  the  leg  of  a  rabbit),  and  by 
having  an  assistant  feel  that  traction 
on  the  ligament  really  moves  the 
uterus.  As  far  as  gross  appearances 
go  it  is  only  too  easy  to  mistake  a 
bundle  of  fascia  and  muscular  fibres 
for  the  ligaments,  and  I  have  no  doubt 
that  this  error  often  occurs,  thereby 
prolonging  the  operation  and  mang- 
ling the  tissues. 

Secondly,  it  is  of  the  greatest  im- 
portance that  the  uterus  be  brought 
into  ante-position  beforehand  and  held 
there  during  the  operation,  prefer- 
ably by  the  hands  of  a  trained  assist- 


ant. Without  this  precaution  the 
retroflexed  uterus  may  be  drawn  up 
as  a  whole,  but  without  rectification 
of  its  axis,  and  of  course  with  little 
or  no  relief  of  the  symptoms. 

That  perfect  asepsis  is  requisite  is 
understood,  as  a  matter  of  course, 
and  is  emphasized  by  the  history  of 
Bozeman's  case,  which  has  been 
kindly  placed  by  him  at  my  disposal. 

In  intra-abdominal  ante-fixation  of 
the  uterus  there  is  a  choice  between 
the  operations  of  ventro-fixation,  or 
direct  suturing  of  the  uterus  against 
the  abdominal  walls,  and  the  intra- 
abdominal shortening  of  the  round 
ligaments  by  the  operations  of  Polk 
or  Wylie ;  or  either  of  the  latter  proce- 
dures may  be  supplemented  by 
stitches  carried  from  the  cornua  of 
the  uterus  through  the  abdominal 
wall,  the  latter  being  the  method 
which  I  usually  employ.  I  have  had 
no  experience  with  Polk's  method  of 
fastening  the  round  ligaments  to  each 
other  in  front  of  the  uterus,  and  there- 
fore I  cannot  express  an  opinion  of 
its  efficiency.  It  has  appeared  to  me 
that  with  a  small  abdominal  incision 
it  is  easier  to  fold  and  shorten  each 
ligament  separately,  drawing  first  one 
corner  and  then  the  other  up  toward 
the  wound,  after  the  method  of  Wylie. 
I  secure  the  folds  of  ligament  thus 
made  with  continuous  catgut  suture. 
To  support  the  uterus  while  the  sur- 
faces of  the  folds  of  the  ligaments  are 
uniting,  and  to  straighten  out  the 
uterus  and  to  establish  it  definitely 
in  its  new  position,  I  pass  one  suture 
of  silkworm-gut  on  each  side  through 
the  abdominal  wall,  through  the  junc- 
tion of  the  uterus  and  the  round  liga- 
ment (avoiding  the  fallopian  tube), 
and  out  again  through  the  abdominal 
wall  near  the  point  of  entrance,  pass- 
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ing  the  ends  of  each  suture  through 
a  button,  tying  them  together.  In 
this  way  the  uterus  is  held  firmly  for- 
ward for  some  ten  days,  but  is  not 
united  to  the  abdominal  wall  by  ad- 
hesions sufficiently  firm  to  interfere 
with  any  subsequent  pregnancy.  On 
this  account,  and  because  the  vascu- 
lar tissues  of  the  uterus  itself  are  not 
wounded,  I  prefer  it  to  ventro-fixation, 
or  suture  of  the  body  of  the  uterus 
directly  to  the  abdominal  wall.  An 
important  point  is  to  be  sure  that  no 
blood  is  left  to  decompose  in  the  utero- 
vesical  fold,  which  is  easily  prevented 
by  the  use  of  a  small  sponge  or  by 
irrigation  or  by  operation  in  the  Tren- 
delenburg posture. 

Such  an  operation  I  consider  safe 
enough  to  be  a  worthy  rival  of  the 
Alexander  operation,  even  in  uncom- 
plicated cases  with  a  mobile  uterus, 
while  in  all  cases  of  doubtful  diag- 
nosis, or  of  old  ''adhesions,"  it  is,  in 
my  opinion,  the  proper  one  to  employ, 
to  the  exclusion  of  all  other  opera- 
tions. In  a  large  proportion  of  the 
latter  class  of  cases,  however,  the 
uterine  appendages  will  be  found  so 
diseased  that  their  removal  is  re- 
quired, and  when  this  is  performed 
the  uterus,  which  has  been  held  back- 
ward by  adherent  tubes,  will  at  once 
resume  its  proper  place,  aided  by  the 
shortening  of  the  broad  ligaments 
which  results  from  tying  off  the  ap- 
pendages. 

As  I  have  already  emphasized  the 
uncertainties,  embarrassments  and 
difficulties  of  Alexander's  operation, 
so,  by  contrast,  I  must  testify  to  the 
sureness,  directness  and  plain  advan- 
tages of  the  intra-abdominal  method 
of  dealing  with  backward  displace- 
ments of  the  uterus.  The  diagnosis 
is  established  surely  and  at  once;  the 


operator  has  no  unforeseen  difficul- 
ties ;  warily,  rapidly  and  surely  he 
feels  his  way  and  recognizes  his  land- 
marks, separates  adhesions,  if  there 
be  any,  cautiously  and  safely ;  discov- 
ers and  removes  diseased  appendages, 
if  present ;  finds  out  if  there  be  myo- 
matous nodules  in  the  uterus,  and 
acts  accordingly.  He  puts  the  womb 
where  it  should  be  exactly,  he  fastens 
it  there  securely,  he  finishes  the  oper- 
ation promptly,  and  the  patient  is 
relieved  certainly.  I  confidently  await 
the  results  of  future  statistics  and 
the  consensus  of  thoughtful  and  ex- 
perienced surgeons  as  to  the  relative 
advantages  of  the  different  operations 
described  above. 

Cases. 

In  accordance  with  my  promise  in 
the  beginning  of  this  paper,  I  will 
now  give  in  brief  the  results  of  my 
experience  with  operations  for  retro- 
displacements  of  the  uterus,  omitting 
all  reference  to  a  great  number  of 
plastic  operations  for  repair  of  the 
perinseum,  etc.  I  have  performed 
Alexander's  operation  some  thirty 
times,  and  on  the  whole  my  results 
have  been  satisfactory.  I  have  never 
failed  to  find  the  ligaments,  although 
sometimes  the  search  has  been  pro- 
tracted and  difficult,  and  sometimes 
the  ligament  when  found  has  been  a 
mere  thread.  In  over  one-fourth  of 
the  cases  there  has  been  more  or  less 
suppuration  of  one  or  both  sides, 
usually  coming  on  late,  and  due,  as  I 
suppose,  to  failure  of  the  tissues  to 
absorb  the  necrotic  loop  of  the  liga- 
ment which  has  been  injured  in  its 
nutrition  by  the  operation.  Twice  I 
have  entered  the  peritoneal  cavity, 
but  no  injury  resulted. 

Twice  the  operation  was  followed  by 
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hernia  on  one  side.  One  case  required 
subsequent  abdominal  section  and  the 
removal  of  a  diseased,  adherent  tube. 

Most  of  the  patients  were  cured  of 
their  sufferings  by  the  operation ;  five 
or  six  reported  themselves  as  no 
better ;  one  patient  died  of  purulent 
peritonitis. 

I  shall  not  report  any  of  the  cases 
in  which  the  operation  was  easy  and 
the  result  satisfactory ;  suffice  it  to 
say  that  no  operation  in  surgery  is 
neater  or  more  elegant  than  the  Alex- 
ander operation  when  all  goes  well ; 
neither  will  it  be  of  interest  to  describe 
more  than  one  case  as  a  sample  of  the 
provoking  and  difficult  variety. 

Mrs.  X.,  patient  of  Dr.  Pinkham,  of 
Lynn  ;  retroversion,  unable  to  wear  a 
pessary,  much  suffering,  could  not 
work  or  enjoy  any  reasonable  comfort 
in  life. 

Operation  in  Lynn  Hospital  in 
presence  of  the  staff.  Right  ligament 
found  without  any  difficulty,  fished 
up  with  hook  through  a  small  opening 
in  roof  of  canal  of  Nuck ;  drawn  out 
and  covered  with  gauze  pad.  Incision 
on  left  side  ;  opened  roof  of  canal  of 
Nuck;  no  ligament  found ;  careful 
search,  still  no  ligament ;  opened 
inguinal  canal  at  external  ring;  no 
ligament ;  turned  out  fat  from  canal 
of  Nuck ;  found  small  cord,  recog- 
nized artery  and  nerve,  but  ver)^  few 
muscular  fibres ;  could  not  be  sure 
that  this  was  ligament ;  opened  canal 
to  internal  inguinal  ring ;  pulled  out 
fold  of  parietal  abdominal  perito- 
naeum ;  made  by  mistake  a  small  open- 
ing through  the  peritonaeum ;  united 
it  with  catgut ;  went  back  to  the  little 
cord,  and  carefully  traced  it  inward ; 
found  reflection  of  peritonaeum  from 
this  cord;  tried  to  develop  it  further; 
broke  it ;  irrigated  and  closed  wound ; 


pulled  up  and  secured  ligament  on 
left  side,  and  closed  that  wound  also; 
went  away  mortified  and  disgusted. 

Patient  recovered  without  accident, 
and  was  fortunately  much  relieved  by 
this  one-sided,  uncompleted,  alleged 
surgical  operation. 

Case  II. — Miss  S.  Retroflexion  of 
many  years  standing;  had  been  treated 
by  me  at  intervals  for  four  years,  hav- 
ing first  been  brought  to  the  hospital 
having  fainted  in  a  railroad  station 
from  pain  and  distress  caused  by  the 
displacement. 

By  the  use  of  a  pessary,  after  care- 
ful reposition  of  the  uterus,  patient 
was  able  to  work.  Her  discomfort 
was  such,  however,  that  she  was  never 
really  well,  and  finally  last  spring  I 
performed  Alexander's  operation. 
The  uterus  seemed  movable,  and  the 
ligaments  were  found  and  drawn  out 
without  difficulty.  Five  days  after 
operation  the  patient  had  a  great  deal 
of  pain  and  difficulty  in  the  bladder 
and  in  retaining  her  urine ;  tempera- 
ture about  102^°;  fullness  and  ten- 
derness at  vault  of  vagina ;  uterus 
seemed  to  have  turned  back  again  ; 
pelvic  inflammation  subsided,  but 
convalescence  was  slow  and  unsatis- 
factory ;  after  leaving  the  Charity 
Club  Hospital,  she  went  to  St.  Luke's 
Home  for  Convalescents,  and  spent 
some  two  months  there,  but  did  not 
regain  her  health.  I  had  her  readmit- 
ted to  the  hospital,  and  performed 
abdominal  section.  Uterus  was  retro- 
flexed,  and  left  tube  was  diseased  and 
adherent  to  the  intestine  and  pelvic 
wall ;  the  tube  and  the  diseased 
ovary  were  removed  and  the  uterus 
fastened  to  the  abdominal  wall  by 
silkworm-gut  sutures  in  the  manner 
already  described. 

In  this  case  either  the  disease  of 
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the  tube  was  a  consequence  of  the 
first  operation,  or,  and  more  probably, 
there  were  "adhesions"  present  which 
had  resulted  from  some  inflammation, 
which  had  very  likely  been  caused  by 
previous  attempts  to  rectify  the  posi- 
tion of  the  uterus  either  by  myself  or 
by  some  of  the  other  physicians  who 
had  treated  the  patient.  The  disease 
of  the  tube  and  the  adhesions,  al- 
though they  could  not  be  detected 
before  or  during  the  first  operation, 
were  the  reason  why  the  patient  could 
not  be  relieved  of  her  sufferings  by 
pessaries,  packing,  etc.,  and  also 
caused  the  failure  of  the  first  opera- 
tion. The  second  operation  cured  the 
patient,  but  a  hernia  has  since  devel- 
oped in  the  Alexander  incision  in  the 
right  groin. 

Gase  III.— Mrs.  W.,  aged  25,  had 
been  suffering  for  several  years  from 
ulcerative  proctitis,  aggravated  by  a 
retroversion  of  the  uterus.  The  dis- 
ease of  the  rectum  was  relieved  by 
careful  irrigation  and  by  the  insertion 
of  a  small  glass  tube  having  a  flange 
at  one  end  such  as  is  meant  for  drain- 
age of  the  uterus  after  dilatation. 
Some  relief  was  also  experienced 
from  wearing  a  pessary ;  nevertheless, 
the  patient  was  not  cured  by  three 
weeks  of  this  treatment  at  my  private 
hospital  and  by  several  months  of  thor- 
oughly careful  treatment  at  home, 
and  she  returned  to  me  for  further 
advice  and  relief.  Dr.  W.  E.  Otis 
saw  her  with  me  in  consultation,  and 
on  examination  under  ether  he  de- 
cided that  the  rectal  disease  was  no 
better  than  when  previously  seen,  but 
that  there  was  evidence  of  commenc- 
ing stricture  of  the  rectum,  for  which 
Nos.  6  and  7  rectal  bougies  were 
passed  without  difficulty  or  the  use  of 
violence.    We  agreed  that  no  surgical 


operation  would  benefit  the  rectum 
except  a  median  proctotomy,  but  as 
this  seemed  a  serious  operation  for  a 
person  in  feeble  health,  we  agreed  to 
wait  and  consult  the  relatives  of  the 
patient  before  performing  it.  Accord- 
ing to  the  previous  understanding, 
however,  I  performed  Alexander's 
operation  to  relieve  the  patient  from 
the  necessity  of  wearing  a  pessary.  I 
had  represented  to  the  lady's  husband 
that  this  was  a  comparatively  slight 
operation,  involving  practically  no 
danger  to  life.  It  was  performed 
without  any  special  difficulty,  although 
the  search  for  the  ligament  was  some- 
what tedious ;  two  days  later  the 
patient  had  a  chill  and  temperature 
of  104°  ;  there  was  no  sign  of  redness 
or  swelling  around  the  wounds ;  the 
bowels  were  freely  moved  with  salines; 
on  the  next  day,  as  the  high  tempera- 
ture continued,  although  the  wound 
seemed  perfectly  healthy,  I  even  went 
so  far  as  to  open  them  to  look  for 
virulent  pus,  but  found  none,  neither 
could  any  localized  abscess  be  found 
by  vaginal  examination.  A  tent  of 
iodoform  gauze  was  placed  in  each 
wound,  and  no  sign  of  redness  or 
suppuration  ever  appeared  in  either 
incision.  The  patient  grew  worse 
with  chills  and  high  temperature,  and 
died  on  the  sixth  day  from  the  opera- 
tion. At  the  autopsy  the  cause  of 
death  was  found  to  be  general  puru- 
lent peritonitis.  There  was  no  sign 
of  infection  of  either  of  the  inguinal 
wounds,  no  pus  or  extravasated  blood 
in  either  of  them ;  the  parietal  layer 
of  abdominal  peritonaeum  was  not 
perforated  or  injured  under  either 
wound,  neither  were  the  intestines 
adherent  at  the  inguinal  ring  on  either 
side ,  there  was  no  perforation  of  the 
rectum,  nor  any  signs  of  parietal  sup- 
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puration ;  the  only  thing  that  we 
could  be  certain  about  was  that  the 
patient  was  dead,  and  while  I  cannot 
believe  that  there  was  any  direct  in- 
fection of  the  wounds,  yet  it  seems 
probable  that  in  lifting  the  uterus 
with  the  fingers,  for  no  sound  was 
used,  there  must  have  been  an  infec- 
tion of  the  cervical  canal  by  some 
matter  escaping  from  the  rectum,  an 
infection  which,  traveling  through  the 
tube,  reached  the  peritonaeum  ;  one 
of  the  tubes  was  found  to  contain 
some  grumous,  semi-fluid  matter, 
which  may  have  been  squeezed  out 
in  lifting  the  uterus.  It  was  a  sad 
experience,  and  one  of  the  most  dis- 
tressing which  has  ever  happened  to 
me  during  my  surgical  activity. 

I  am  indebted  to  the  courtesy  of 
Dr.  Bozeman  for  the  following  history 
not  published  hitherto  : 

"9  West  Thirty-first  Street, 
"  New  York. 
"E.  W.  Gushing,  M.D. 

"  My  dear  Doctor :  I  am  in  receipt 
of  your  favor  of  the  15th  inst.,  asking 
me  for  information  regarding  the  his- 
tory of  the  case  upon  which  I  per- 
formed an  Alexander  operation  in  the 
Woman's  Hospital,  and  which  proved 
fatal. 

"In  reply  to  your  questions,  I  would 
state  that  from  the  defectiveness  of 
the  clinical  record  in  the  hospital 
book  and  my  utter  failure  to  obtain 
any  notes  of  the  autopsy  of  the  case, 
if  any  were  made,  I  am  compelled  to 
rely  on  my  recollection  of  the  facts 
and  circumstances  attending  the 
operation  in  question. 

"The  patient.  Miss  T.,  aged 44,  was 
admitted  into  my  service  November 
24,  1884,  laboring  under  immobile  re- 
troflexion of  the  uterus,  presenting 
the  additional   complications   of   en- 


gorgement, metrorrhagia,  leucorrhoea, 
inveterate  constipation  and  frequent 
micturition.  The  leucorrhoea  had  ex- 
isted for  twenty  years. 

"  When  I  began  the  treatment  of  this 
case  my  main  object  was  to  overcome 
the  immobility  of  the  uterus,  and  to 
restore  the  organ  to  as  favorable 
position  and  relationship  in  the  pelvis 
as  possible.  This  I  undertook  to  do 
by  the  process  of  graduated  pressure, 
first  with  dry  cotton  pledgets,  and 
then  with  compressed  sponges  in  oil- 
silk  bags,  introduced  in  the  supported 
knee-elbow  position,  a  plan  of  treat- 
ment I  had  been  employing  success- 
fully to  a  high  degree  in  this  class  of 
cases  for  more  than  twenty  years. 
This  course,  pursued  for  five  or  six 
weeks,  resulted  in  giving  free  mobil- 
ity and  a  fair  degree  of  elevation  of 
the  uterus,  with  amelioration  and  re- 
lief of  all  the  symptoms  indicated. 
The  so-called  Alexander  operation, 
proposed  only  a  few  months  prior  to 
this  date,  finally  seemed  to  me  to 
offer  some  rational  advantage  over 
the  use  of  Hodge's  pessary  as  a 
means  of  maintaining  the  uterus  in 
position,  as  accomplished  by  column- 
ing  the  vagina,  and  I  was  thus  led  to 
make  a  trial  of  it  after  rehearsing  the 
method  upon  the  dead  subject.  The 
operation  was  performed  January  30, 
1885  (the  first  employment  of  the 
procedure  in  the  Woman's  Hospital, 
or  in  New  York,  as  is  believed).  It 
was  applied  to  both  round  ligaments. 
The  right  one  was  exposed  by  inci- 
sion drawn  out  upwards  of  two  inches, 
cut  off  and  secured  in  the  wound  by 
the  button  suture.  On  the  left  side 
the  exposure  and  shortening  of  the 
cord  was  less  successful.  In  the 
after-treatment,  the  case  progressed 
satisfactorily    until    the    sixth    day, 
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when  the  sutures  were  removed,  show- 
ing a  little  suppuration  in  the  line  of 
cicatrization.  On  the  eighth  day  the 
temperature  rose  to  102° ;  on  the  ninth 
to  103°,  with  some  nausea  and  vomit- 
ing; on  the  tenth  there  was  slight 
delirium,  but  temperature  normal  ; 
on  the  eleventh  day,  condition  slightly 
better,  but  there  was  now  a  little  in- 
crease of  the  swelling  of  the  face  that 
had  existed  for  two  or  three  days. 

"  February  13,  temperature  only 
100°,  prostration  still  c6ntinuing; 
death  resulted  on  the  fourteenth  day 
after  the  operation. 

"Whether  there  was  any  kidney 
complication  present,  sometimes 
known  to  attend  the  pathological 
conditions  stated  in  the  case,  is  not 
known.  The  symptoms  of  septicaemia, 
developing  on  the  eighth  day,  how- 
ever, would  seem  to  have  been  refer- 
able to  the  drawing  out  of  ends  of 
the  round  ligaments  from  the  closed 
wounds  after  the  sutures  were  re- 
moved. The  slight  resiliency  of  the 
retroflexed  uterus  remaining  (the  con- 
dition that  it  was  hoped  the  operation 
would  counteract),  it  is  believed  was 
sufficient  to  account  for  the  accident 
named,  and  may  be  apprehended  in 
all  such  cases  from  the  operation, 
however  well  performed.  I  operated 
upon  a  similar  case  a  few  weeks  later, 
applying  the  procedure  to  one  side 
only,  and  using  the  same  form  of 
suture  without  an  untoward  symp- 
tom. But  here  there  was  no  resili- 
ency of  the  uterus  remaining  to  cause 
traction  upon  the  cord,  the  previous 
preparatory  treatment  by  graduated 
pressure  having  been  carried  suffi- 
ciently far  to  counteract  this  danger. 

"Thus  ended  my  experience  with 
the  Alexander  operation.  My  esti- 
mate of  it  is  that,  if  meritorious,  it 


should  supply  the  needed  supports 
and  maintain  a  uterus  in  good  posi- 
tion even  when  partially  restored  to 
mobility,  and  that  if  complete  mobil- 
ity, with  normal  swing  of  the  organ, 
be  the  sine  qua  non  for  the  success- 
ful employment  of  it  as  by  other  far 
less  dangerous  methods,  the  question, 
for  my  part,  may  well  be  asked. 
Where  is  its  merit } 

"Yours  very  truly, 
"Nathan  Bozeman,  M.D. 

"P.S. — You  are  at  liberty  to  use  or 
publish  entire  this  communication,  if 
you  so  desire." 

I  learn  from  Dr.  H.  C.  Coe,  who 
made  the  autopsy,  that  this  patient 
died  from  pyaemia,  originating  in  the 
inguinal  incisions.  There  was  xv)  peri- 
tonitis, but  there  were  metastatic 
abscesses  in  various  organs,  evidently 
due  to  pyaemic  infection  of  the  veins 
around  the  wound,  and  of  the  iliac 
vessels.  It  is  to  be  remembered  that 
the  operation  was  performed  before 
the  modern  aseptic  methods  were  in 
vogue  in  this  country. 

I  can  relate  in  a  few  words  the  re- 
sult of  my  experience  in  intra-abdom- 
inal ante-fixation  of  the  uterus.  Leav- 
ing out  of  consideration  some  thirty 
cases  of  patients  who  were  sent  to  me 
suffering  from  retroversion  where 
Alexander's  operation  was  considered 
but  not  performed,  and  where  on 
opening  the  abdomen  the  appendages 
were  found  so  adherent  and  diseased 
as  to  require  removal,  but  where 
either  with  or  without  the  shortening 
of  the  round  ligaments  after  Wylie's 
method,  the  uterus  was  restored  to 
its  normal  position  without  ante- 
fixation,  and  also  leaving  out  of 
consideration  several  cases  in  which, 
after  removal  of  tumors  or  diseased 
appendages,    I    fastened    the    uterus 
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forward,  simply  to  prevent  it  from 
falling  backward  too  far,  I  have  per- 
formed such  an  operation  designedly 
for  the  relief  of  backward  displace- 
ments eighteen  times ;  the  patients 
all  recovered  without  any  accident. 
In  all  the  uterus  was  held  perman- 
ently in  its  new  position.  In  two 
cases  the  patients  did  not  experience 
much  benefit  from  the  operation  as 
far  as  concerns  certain  nervous  symp- 
toms which  were  expected  to  disap- 
pear on  correcting  the  displacement ; 
the  other  sixteen  were  thoroughly 
cured  of  their  sufferings. 

•Of  these  patients  one  had  been  in 
bed  for  over  a  year,  the  displacement 
having  come  on  after  a  fall  on  the  ice. 
The  rigidity,  even  under  ether,  of  the 
abdominal  muscles  was  such  that  it 
was  impossible  to  replace  the  uterus, 
and  the  most  painstaking  care  of  her 
attending  physician  failed  to  relieve 
her  sufferings  or  to  enable  her  to 
walk.  She  rose  from  bed  after  con- 
valescing from  the  operation,  and  is 
now  in  blooming  health.  No  adhe- 
sions were  found  at  the  operation. 

In  another  case  a  tumor  of  the  size 
of  a  small  egg  was  found  in  the  left 
ovary.  This  had  been  sufficient  to 
upset  the  uterus,  and  to  give  rise  to 
very  severe  attacks  of  gastralgia, 
hysteria  and  dyspareunia.  The  tu- 
mor could  not  be  detected  by  biman- 
ual palpation ;  fortunately,  abdominal 
section  was  preferred  to  Alexander's 
operation  both  by  the  patient  and  her 
physician.  Dr.  Cottrell. 

The  tumor  was  removed,  the  uterus 
fastened  forward,  and  the  cure  was 
complete. 

A  third  patient  had  suffered  severe 

pain  and  inability   to    work  for  ten 

years   or   more.     Conscientious    and 

skilled  treatment  by  pessaries,  by  her 
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physicians,  Drs.  Tolman  and  Mooers, 
failed  to  keep  the  uterus  in  place  or 
to  relieve  her  sufferings.  A  simple 
band  of  adhesions  between  the  right 
tube  and  the  colon  was  found  on  ab- 
dominal section,  and  easily  ruptured. 
This  had  been  sufficient  to  pull  the 
movable  uterus  backward  and  to  ren- 
der the  use  of  a  pessary  intolerable. 

In  various  other  cases  similar 
anomalies  were  found,  which  made 
me  glad  that  I  had  opened  the  abdo- 
men instead  of  trusting  to  Alexander's 
operation.  In  one  case,  already  de- 
scribed, the  latter  operation  had  pre- 
viously been  performed. 

I  know  of  several  cases,  in  Bos!  on, 
where  it  has  been  necessary  to  make 
abdominal  section  after  Alexander's 
operation  had  failed  to  succeed,  owing 
to  the  presence  of  "  adhesions  "  which 
were  unrecognized  or  disregarded. 

My  experiences,  therefore,  have 
been  such  that  I  am  continually  led 
to  distrust  Alexander's  operation 
more  and  more,  and  correspondingly 
to  rely  on  abdominal  section  in  cases 
of  backward  displacement  of  the 
uterus  which  require  surgical  relief. 

Conclusions. 

My  conclusions  are  : 

(i)  That  many  cases  of  retro- 
flexion, and  most  cases  of  retrover- 
sion, if  uncomplicated,  cause  little 
serious  disturbance,  and  require  no 
operative  treatment. 

(2)  That  severe  retrojlexioii  in  the 
virgin,  when  giving  rise  to  symp- 
toms sufficiently  severe  to  call  for 
treatment,  is  best  relieved  by  opera- 
tion. 

(3)  That  cases  of  retroversion 
which  cannot  be  made  comfortable 
by  simple  measures,  such  as  the  use 
of  a  pessary,  are  usually  obdurate  on 
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account  of  some  complication  which 
requires  operation. 

(4)  That  of  the  operations  designed 
for  the  cure  of  retro-displacements, 
the  only  ones  worth  considering  are 
the  Alexander-Adams  operation,  the 
various  methods  of  intra-abdominal 
shortening  of  the  round  ligaments, 
and  ventro-fixation. 

(5)  That  there  is  a  legitimate  and 
useiul  field  for  Alexander's  operation, 
subject  to  the  following  limitations : 
The  uterus  must  be  free,  the  diagnosis 
must  be  exact,  the  anatomical  condi- 
tions must  be  favorable. 

(6)  That  when  these  conditions  are 


not  present  it  is  better  to  make  a 
median  abdominal  incision  and  act 
according  to  circumstances. 

(7)  That  after  opening  the  abdo- 
men, if  no  complications  are  present, 
the  uterus  may  best  be  secured  in 
ante-position  by  shortening  the  round 
ligaments  internally,  and  by  placing 
at  each  cornu  of  the  uterus  one  suture 
which  passes  through  the  abdominal 
wall. 

(8)  That  the  latter  operation  may 
properly  be  performed  instead  of  that 
of  Alexander  if  the  surgeon  prefers 
it,  as  it  is  equally  safe  and  more  relia- 
ble on  the  average.  .  * 
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A  FEW  years  ago  the  report  of  an 
^ectopic  pregnancy  was  a  rare  occur- 
rence. They  are  frequent  to-day  ;  at 
this  time  one  can  hardly  pick  up  a 
journal  without  seeing  such  cases 
reported,  and  as  many  lives  saved.  In 
fact,  these  cases  are  being  recognized 
and  reported  with  such  frequency  that 
one  feels  almost  like  apologizing  to  the 
members  of  a  national  organization 
for  offering  an  addition  to  the  list. 
However,  it  has  been  through  this, 
the  rehashing  (so  to  speak)  of  this 
topic,  that  this  familiarity  of  the  sub- 
ject has  been  attained,  and  the  tabu- 
lation of  these  good  results  made 
possible.  ■ 


1  Read  at  Milwaukee,  June  6,  1S93,  before  American 
Medical  Association. 


I  shall  not  dwell  upon  the  minute 
pathology  of  ectopic  gestation  except 
in  as  far  as  it  is  necessary  to  sustain 
the  position  I  hold  relative  to  the 
mooted  location  of  the  foetus,  i.e.y 
intra-ligamentous,  abdominal,  etc. 

In  this  age  it  would  hardly  seem 
necessary  to  take  a  defensive  posi- 
tion relative  to  any  part  of  the  pathol- 
ogy involved  in  the  ectopic  gestation; 
but  when  we  recognize  the  fact  that 
such  eminent  gynaecologists  as  Messrs. 
Tait,  Joseph  Price,  Hoffman  and 
others,  have  opposing  views,  and 
knowing  some  of  these  gentlemen  to 
be  present  today  and  ever  ready  to 
intelligently  assert  their  positions, 
it  becomes  necessary  to  take  a  posi- 
tion, to  sustain  which  one  must   of 


[Annals  of  Gynaecology  and  PiEoiATRY,  August,  1893.] 


o  o. 

73    O 


(See  page  7: 


2). 


EXTRA-UTERINE  PREGNANCY. 


723 


necessity  enter  more  or  less  into  a 
discussion  of  the  mooted  points. 

While  my  experience  in  extra- 
uterine pregnancy  has  not  been  an 
extensive  one,  it  has  been  character- 
ized by  a  multiplicity  of  cases,  con- 
sidering the  length  of  time  since  I 
saw  my  first  case. 

In  two  years,  in  my  own  and  in  the 
practice  of  others  in  which  I  assisted 
at  the  operation,  I  have  had  an  ex- 
perience of  seventeen  cases.  The 
duration  of  the  pregnancy  has  ex- 
tended over  as  wide  a  range  as  the 
location  of  the  foetus  has  in  variety ; 
from  six  weeks  to  two  years,  from  a 
soft  gelatinous  embryo  to  a  well- 
formed  nine-pound  child;  from  a  cob- 
nut size  embryo  in  the  tube  to  a  full- 
grown  child  in  the  broad  ligament. 
It  is  only  in  the  tube  that  ectopic 
pregnancy  takes  place,  and  all  other 
varieties  are  only  made  so  by  rupture 
of  the  tube  as  the  foetus  develops, 
tubal  abortion  being  the  exception. 

It  is  evident  that  all  cases  of  tubal 
pregnancy  rupture  at  some  period, 
unless  the  growth  of  the  foetus  is 
stopped  by  some  means ;  but  the 
methods  advocated  to  check  the 
growth  of  the  embryo  are  so  uncer- 
tain in  their  results,  so  unsurgical 
and  so  dangerous  to  the  mother,  and 
the  diagnosis  so  doubtful  prior  to 
rupture,  that  they  are  to  be  practi- 
cally excluded  from  the  management 
of  these  cases. 

Intra-peritoneal  is  to  extra-peri- 
toneal rupture  in  the  proportion  of 
three  to  one. 

When  the  rupture  takes  place  be- 
tween the  layers  of  the  broad  liga- 
ment, the  haemorrhage  is  limited  by 
the  resistance  offered  by  the  sur- 
rounding structures,  death  rarely  oc- 
curring to  the  patient  from  this  first 


rupture.  The  foetus  may,  in  this 
situation  (and,  in  fact,  it  is  the  only 
one  in  which  it  does,  Tait),  survive 
the  accident,  and  either  continue  to 
grow  to  the  full  period  of  gestation 
or  rupture  secondarily  into  the  peri- 
toneal cavity,  and  cause  speedy  death 
of  the  mother  from  haemorrhage. 
Jesop's  and  Hoffman's  cases  of  ab- 
dominal pregnancy  were  cases  where 
the  mother  survived  even  this  second 
rupture. 

The  foetus  dies,  as  a  rule,  after  the 
primary  rupture,  or  at  -^  later  period 
before  the  ninth  month,  giving  rise 
to  suppuration  in  the  leaflets  of  the 
broad  ligaments,  leading  to  pelvic 
abscess,  which  may  at  any  time  burst 
into  the  peritoneal  cavity,  producing 
a  rapid  septic  peritonitis  and  death,  or 
it  may  open  externally,  by  one  or  more 
fistulous  tracts,  through  the  vagina, 
rectum,  bladder  or  intestines.  With 
rare  exception,  however,  the  dead  em- 
bryo becomes  encysted  and  remains 
for  years,  placing  the  life  of  the  wo- 
man in  constant  jeopardy.  Cases  ter- 
minating by  suppuration  are  within 
the  range  of  surgical  interference. 
When  rupture  of  the  tube  has  oc- 
curred, it  does  not  necessarily  follow 
that  all  maternal  and  foatal  structures 
be  entirely  and  instantly  separated, 
and  the  embryo  dislodged.  This  pro- 
cess, when  the  rupture  takes  place 
into  the  broad  ligament,  is,  as  a  rule, 
a  gradual  one,  some  of  the  chorionic 
villi  remain  attached  to  the  tubal 
mucous  membrane  until  the  embry- 
onic structures  have  established  an 
independent  existence;  the  child  then 
continuing  to  grow.  If  this  process  of 
expulsion  is  a  rapid  one,  then  the 
foetus  dies,  and  apoplectic  ovum  is 
the  result ;  the  haemorrhage  is  small 
and  imprisoned,  or  the  bleeding  may 
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be  profuse,  killing  the  woman  in  a 
few  hours.  Even  in  the  apopletic,  as 
in  a  uterine  abortion,  the  haemorrhage 
is  liable  to  occur  at  any  time,  as  long 
the  ovum  is  not  removed. 

There  is  no  authentic  report  of  a 
primary  peritoneal  pregnancy.  The 
cases  reported  as  such,  where  the 
child  became  viable,  I  believe  were 
originally  tubal,  then  intra-ligament- 
ous,  secondary  rupture  taking  place, 
converting  it  into  an  abdominal. 

In  these  cases  the  placenta  will  be 
found  to  occupy  a  position  below  the 
foetus,  usually  in  the  bottom  of  the 
pelvis. 

When  the  tube  ruptures  into  the 
peritoneal  cavity,  the  haemorrhage  is 
always  of  the  most  profuse  character, 
killing  in  many  cases  within  a  few 
hours  after  rupture,  unless  controlled 
by  a  good  stout  ligature  quickly 
thrown  around  the  base  of  the  ap- 
pendages, and  securely  tied.  In  rare 
instances  when  rupture  takes  place, 
and  even  where  there  has  been  pro- 
found shock  from  the  traumatism  and 
loss  of  blood,  the  patient  may  rally 
and  recover  entirely,  but  this  is  the 
exception  to  the  general  rule. 

The  peritonaeum  has  wonderful  re- 
sisting powers  to  septic  infection,  if 
the  poispnous  material  is  against  its 
outer  wall.  This  membrane  can  be 
dilated  or  stretched  considerably,  if 
only  that  process  be  by  a  gradual 
stretching.  This  is  exactly  what 
takes  place  during  the  slow  growth 
of  an  intra-ligamentous  pregnancy, 
where  the  protrusion  of  the  embryo, 
from  the  opening  at  site  of  tubal  rup- 
ture, has  not  been  an  abrupt  process 
attended  by  a  large  haemorrhage. 
In  intra  peritoneal  rupture  the  first 
bleeding  may  not  prove  fatal ;  after 
giving    rise    to    the    most   alarming 


symptoms,  at  any  moment  the  haem- 
orrhage may  occur  and  kill  the  wo- 
man before  the  surgeon  arrives. 

A  haemorrhage  in  the  peritoneal 
cavity  differs  from  a  bleeding  occur- 
ring in  any  other  part  of  the  body. 
Owing  to  the  presence  of  more  or 
less  lymph  in  this  air-tight  cavity, 
the  blood  does  not  coagulate  quickly, 
and  the  clots  that  are  formed  are  soft 
and  friable,  and  not  of  that  character 
to  firmly  occlude  the  open  mouths  of 
the  ruptured  blood-vessels,  and  there- 
by permanently  control  the  bleeding. 

They  are  easily  washed  away  by  the 
blood  current  with  increased  force  of 
heart's  action  after  the  subject  has 
temporarily  rallied  from  the  imme- 
diate depressing  effect  of  the  first 
haemorrhage.  The  treatment  of  this 
intra-peritoneal  rupture  may  be  sum- 
med up  in  a  few  words :  Stop  the 
haemorrhage  promptly,  remove  the 
ruptured  appendage,  wash  out  the 
cavity  with  hot  water  and  drain.  The 
usual  restoratives  and  tonics  should 
constitute  the  after  treatment  of 
these  cases.  The  diagnosis  of  ectopic 
pregnancy  prior  to  rupture  is  at- 
tended with  great  difficulty,  and  is 
rarely,  if  ever,  made.  The  symptoms 
are  such  after  the  accident  has  oc- 
curred that  one  can  form  an  opinion 
warranting  an  exploratory  incision 
down  to  the  peritonaeum.  I  say  to  the 
peritonaeum  because  if  you  are  in  doubt 
as  to  whether  a  serious  haemorrhage 
has  occurred  or  is  going  on,  when 
you  reach  this  serous  membrane,  the 
correctness  or  error  of  your  diagnosis 
is  at  once  established,  and  the  proper 
course  for  you  to  pursue  in  your  in- 
vestigation or  management  of  the 
case  is  at  once  mapped  out.  If  this 
membrane  is  darkened  or  almost 
black,   and    bulges    through   the   in- 
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cision,  you  may  at  once  know  that  a 
haemorrhage  has  occurred,  or  that 
there  is  some  abnormal  condition 
giving  rise  to  the  presence  of  a  dark 
fluid,  and  the  justifiability  of  your 
carrying  your  investigation  further 
will  be  at  once  settled  beyond  a 
doubt. 

In  many  of  these  cases  there  is  a 
history  of  some  menstrual  irregularity 
or  deviation  from  the  accustomed 
course  in  the  individual  case  under 
investigation,  such  as  the  missing  of 
one  or  two  periods,  or  an  irregular 
intermenstrual  flow  occurring  in  a 
patient  previously  regular,  cumulat- 
ing in  an  attack  of  acute  suffering  in 
the  region  of  either  uterine  appen- 
dage, accompanied  by  shock  and 
symptoms  of  loss  of  blood. 

Ectopic  gestation.  Case.  Intra- 
ligamentous. Full-grown  child.  Dur- 
ation of  retention  two  years.  Opera- 
tion by  Drs.  Griffith  and  Cordier. 
Recovery. 

Mrs.  S.,  aged  24.  April  20,  1893, 
date  of  operation.  April  15,  I  saw 
this  lady  for  the  first  time.  She  has 
never  given  birth.  Previous  health 
good. 

In  August,  1891,  she  missed  a 
period,  having  been  regular  prior  to 
that  time.  In  October  no  appearance 
of  menses,  but  in  November  flowed 
for  three  weeks,  during  which  time 
she  had  pains  in  region  of  the  uterus 
of  a  paroxysmal  character.  Later  in 
November  she  had  fainting  spells, 
and  was  unconscious  for  a  few  hours, 
but  warmth  and  brandy  revived  her, 
leaving  her  very  weak.  Never  had 
any  sickness  at  stomach.  Breast  be- 
came enlarged  in  December,  1891, 
with  a  darkening  of  the  areola,  fol- 
lowed later  by  a  secondary  dark  ring. 
Decidual  shreds  passed  in  November. 


She  felt  foetal  movements  in  Decem- 
ber, 1891,  which  continued  up  to 
April,  1892,  or  nine  months  after 
pregnancy  took  place.  During  March 
and  April  she  had  false  labor  pains, 
with  a  steady  flow  of  a  watery  looking 
fluid,  with  occasional  small  gushes. 
During  this  time  she  diminished  some 
in  size.  Says  enlargement  was  more 
on  her  left  side  in  the  beginning,  but 
soon  became  central.  She  did  not 
have  a  regular  menstrual  period  from 
August,  1891,  to  December,  1892. 
From  November,  1 891,  to  April,  1892, 
she  had,  at  times,  a  "  rusty  discharge." 
She  menstruated  in  December,  1892, 
and  was  regular  up  to  March  16,  1893. 
Since  then  (this  is  June  i)  she  has 
not  seen  her  flow,  and  the  indications 
are  that  she  is  now  pregnant,  the 
pregnancy  antedating  the  period  of 
operation  by  four  weeks.  This  lady's 
mother  consulted  me  in  June,  1892, 
relative  to  her  daughter,  stating  that 
she  had  a  "tumor"  of  fifteen  months' 
duration,  and  that  she  wanted  me  to 
see  the  case.  A  few  months  later  1 
asked  the  mother  why  she  had  not 
brought  the  daughter  to  see  me. 
She  replied  that  a  physician  had  told 
the  daughter  that  she  was  pregnant, 
and  that  her  daughter  was  expecting 
to  be  confined  at  any  time.  Said 
they  were  delighted  to  realize  that 
they  were  mistaken  about  its  being  a 
tumor.  From  this  time  the  case 
dropped  out  of  my  sight,  but  I 
thought  of  the  case  often,  as  the 
history  given  me  by  the  mother  was 
a  suspicious  one  and  led  me  to  believe 
at  that  time  that  it  was  an  extra- 
uterine pregnancy.  She  returned  with 
the  daughter  April  15,  1893,  and  I 
was  called  to  see  her  with  Dr.  Grif- 
fith. 

At  the  time  I  saw  her  with  Dr. 
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Griffith  she  presented  the  appearance 
of  a  woman  in  the  seventh  month  of 
pregnancy,  fairly  well  nourished,  good 
spirits  and  fairly  good  health. 

On  examination  we  found  a  firm, 
unyielding  tumor,  extending  two 
inches  above  the  umbilicus,  centrally 
located,  slightly  movable,  not  painful 
to  the  touch  or  on  handling.  Dull  on 
percussion,  no  fluctuation,  and  no 
foetal  or  placental  sounds.  Digital 
examination  located  a  uterus  normal 
in  size,  rather  high  up  under  the 
pubes,  with  the  cervix  pointing  back- 
wards. The  tumor  being  posterior 
and  to  either  side,  was,  under  firm 
pressure,  slightly  movable,  giving  the 
same  resistance  to  pressure  as  was 
noticed  on  abdominal  palpation.  The 
diagnosis  at  this  time  was  doubtful ; 
the  theory  of  ectopic  gestation  was 
the  most  acceptable  one. 

When  the  incision  was  made  down 
to  the  tumor  it  was  noticed  that  the 
knife  cut  down  upon  the  growth  at 
the  lower  angle  of  the  incision,  no 
peritonaeum  existing  at  this  locality ; 
but  on  extending  the  cut  upward  a 
peritoneal  layer  over  the  growth  was 
discernible,  and  on  opening  this  layer 
the  intestines  were  seen  lying  loose 
above  the  growth.  This  at  once  con- 
vinced us  that  the  tumor  was  extra- 
peritoneal, or,  in  other  words,  in  the 
leaflets  of  the  broad  ligament.  Now 
the  difficult  part  of  the  operation 
began ;  the  tying  off  and  separating 
the  omental  adhesions  (which  was  a 
slight  task,  as  the  omentum  was  only 
adherent  in  one  small  place),  then 
enucleating  the  tumor  from  its  im- 
bedded position  in  the  broad  liga- 
ment. 

This  could  be  done  only  by  push- 
ing a  haemostat  under  a  small  portion 
of  this  vascular  membrane,  and  tying 


it  in  sections  by  pulling  the  ligature 
through  the  opening  made  by  the  for- 
cep ;  this  ligaturing  and  cutting  had 
to  be  carried  around  the  middle  of  the 
tumor.  On  the  upper  and  posterior 
aspect  of  the  growth  an  intestine  was 
found  attached  to  the  tumor  for  eight 
inches ;  this  was  due  to  the  fact  that 
as  the  mass  had  ascended  out  of  the 
pelvis  it  had  stripped  the  peritonaeum 
from  the  posterior  wall  of  this  cavity, 
and  had  separated  the  mesentery  up 
to  the  gut.  After  making  a  complete 
circuit  of  the  growth  (which  had  a  sac 
[amnion]  of  its  own),  the  tumor  was 
easily  lifted  from  the  bottom  of  the 
pelvis.  This  locality  did  not  require  a 
single  ligature.  During  the  operation 
at  one  place  on  the  tumor,  at  the  side 
next  to  the  uterus  (which  was  small 
and  located  as  we  had  diagnosed)  some 
very  large  vessels  (arteries)  were  no- 
ticed, and  at  this  same  locality  mus- 
cular tissue  (Fallopian  tube)  was  dis- 
cernible. The  tube  at  this  location 
was  evidently  spread  out  and  lost 
in  the  wall  of  the  growth.  Some 
remains  of  the  organ  of  Russenmiiller 
could  be  plainly  seen  at  this  location. 
At  the  left  side  of  the  uterus,  near  the 
tubo-uterine  junction,  the  peritoneal 
layer  was  so  firmly  attached  to  the 
uterus  that  the  organ  was  cut  into, 
and  gave  rise  to  considerable  haemor- 
rhage. This  was  controlled  by  a  stitch 
or  two,  and  the  membrane  divided  at 
a  greater  distance  from  the  uterus. 
After  the  growth  was  removed  the 
uterus  was  examined, and  found  to  be 
a  /lU/e  large^  with  a  sound  tube  and 
ovary  on  the  left  side,  with  the  re- 
mains of  a  ligatured  tube  on  the  right 
side.  The  bottom  and  sides  of  the 
pelvis  on  the  right  side  were  stripped 
of  peritonaeum.  The  ureter  and  uter- 
ine artery  could  be  distinctly  felt  im- 
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mediately  under  the  finger  on  that 
side.  The  bleeding  from  the  oozing 
surfaces  was  quite  profuse,  but  not 
alarming,  and  was  easily  controlled  by 
hot  water. 

Irrigation  and  Drainage.  —  The 
operation  was  a  long  one,  but  the 
patient  left  the  table  in  a  good  condi- 
tion, and  two  hours  later  had  a  pulse 
of  eighty. 

On  examining  the  tumor  after  its 
removal  a  full-formed  eight-pound 
child  was  found  in  its  interior.  The 
sac  surrounding  the  child  had  com- 
pressed it  until  the  anatomical  land- 
marks used  in  diagnosing  pregnancy 
by  palpation  were  completely  oblit- 
erated—  every  nook  and  corner  of 
the  sac  was  filled  with  baby  and 
placenta. 

The  placental  site  was  at  the  top  of 
the  sac.  the  cord  down  over  the  left 
eye  of  the  child.  The  face  was  turned 
to  the  mother's  right  side  ;  the  left 
shoulder  and  side  of  the  face  were  the 
pelvic-presenting  parts.  The  body 
was  strongly  flexed,  the  feet  being 
above  the  head  ;  the  breech  pointed  to 
the  mother's  right  side.  The  child 
had  a  complete  envelope  of  its  own, 
and  was,  beyond  doubt,  primarily  a 
tubal  pregnancy,  which  had  ruptured 
into  the  broad  ligament,  and  in  this 
location  had  continued  to  grow  up  to 
the  full  term  of  an  intra-uterine  preg- 
nancy. The  child  then,  or  soon  after, 
dying  remained  encysted  up  to  the 
time  of  operation. 

The  child  was  as  well  preserved  as 
though  it  had  been  in  a  specimen  jar 
of  a  well-kept  pathological  museum. 
The  liquor  amnii  had  been  absorbed, 
a  small  amount  of  meconium  was 
found  in  the  sac.  No  lime  salts  had 
been  deposited  in  the  child  or  its 
envelopes. 


These  cases  are  rare  ;  a  record  of  a 
case  in  the  museum  of  the  College  of 
Surgeons,  of  London,  says,  the  child 
was  retained  for  fifty-two  years,  and 
was  found  to  be  as  tresh  and  unal- 
tered as  a  new-born  child.  This  speci- 
men was  removed  post-mortem. 

I  report  this  case  in  full  because  of 
its  interest  from  a  diagnostic  and 
pathological  stand-point.  The  result 
of  the  treatment  is  unique.  The  sac, 
child  and  placenta  was  removed  with- 
out rupture.  These  cases  heretofore, 
as  far  as  I  have  been  able  to  find  out, 
have  been  treated  by  opening  the  sac, 
stitching  it  into  the  abdominal  inci- 
sion after  removing  its  contents  either 
in  whole  or  in  part. 

This  was  originally  beyond  doubt, 
a  tubal  pregnancy  and  the  manner  in 
which  the  child  reached  its  new  loca- 
tion and  continued  to  thrive  and  de- 
velop is  certainly  understood  very 
easily  by  any  one  acquainted  with  the 
anatomy  of  the  meso-salpinx  and  its 
relation  to  the  Fallopian  tube. 

The  rupture,  which  must  have  been 
a  gradual  one,  took  place  early  in  the 
development  of  the  embryo  and  on 
the  underside  of  the  tube,  the  foetus 
being  gradually  extracted,  or  growing 
in  the  direction  of  least  resistance, 
descended  between  the  leaflets  until 
it  reached  the  floor  of  the  pelvis. 
She  evidently  had  a  haemorrhage 
about  the  tenth  week.  This  bleeding 
was  controlled  by  the  pressure  ex- 
erted by  the  broad  ligaments,  the 
front  and  back  layers  becoming  more 
and  more  distended  by  the  growth  of 
the  child,  until  on  the  right  side  the 
pelvis  was  robbed  of  its  peritonaeum, 
the  bladder  and  part  of  the  rectum 
also  being  denuded  of  this  membrane. 
The  remains  of  the  Fallopian  tube 
were   spread  cut  over  the  sac,  thus 
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assisting  the  broad  ligament  in  roof- 
ing over  the  foetal  membrane  and 
its  contents. 

The  tubal  mucous  membrane  plays 
a  very  trifling  part  in  the  forming  of 
the  placenta,  in  ectopic  gestations. 

The  placenta  in  these  cases  is  de- 
rived nearly  entirely  from  the  foetal 
structures. 

The  villi  are  developed  early  on  the 
outer  side  of  the  ovum  and  receive 
blood  from  the  allantois.  These  villi 
insinuate  themselves  into  the  folds  of 
tubal  mucous  membrane.  With  the 
growth  of  the  ovum  these  villi  increase 
in  number  and  size,  the  mucous  mem- 
brane becoming  thinner  as  the  tube 
dilates,  and  less  and  less  of  this  struc- 
ture in  any  one  locality  enters  into 
the  make-up  of  the  foetal  attachments, 
so  that  ultimately  the  placenta,  when 
formed,  is  strictly  speaking  made  up 
only  of  foetal  structures. 


In  the  case  just  reported,  the  pla- 
centa was  situated  to  the  upper  side  of 
the  child  and  was  pushed  well  up 
into  the  abdomen.  This  locality  pre- 
sents the  most  unfavorable  site  for 
the  placenta  to  grow  and  nourish  the 
child.  Haemorrhages  are  more  likely 
to  occur  in  the  later  months  if  the 
placenta  is  located  above  the  child. 
This  is  due  to  the  fact  that  the  con- 
stant stretching  of  the  peritonaeum  is 
liable  to  produce  a  partial  separation 
of  the  placenta,  the  same  as  takes 
place  in  placenta  praevia. 

At  the  time  of  operating  more  dan- 
ger is  encountered  from  haemorrhage 
and  wounding  intestines,  if  the  pla- 
centa is  situated  above  the  child.  If 
the  placenta  is  to  be  left,  as  recom- 
mended by  Mr.  Tait,  where  the  opera- 
tion is  performed  before  the  full  term 
of  gestation,  the  safer  location  will  be 
in  the  pelvis. 


Etiology  of  Puerperal  Eclampsia :  Its  Treatment,  with 
Report  of  Some  Typical  Cases/ 


BY    C.    D.    HURT,    M.D., 

ATLANTA. 


In  presenting  this  subject  for  your 
consideration,  it  will  be  necessary  for 
me  to  review  briefly  what  has  been 
suggested  by  some  of  the  numerous 
writers  on  the  same  line. 

This  is  a  question  of  such  grave 
import  to  the  practitioner  that  any 
one  who  has  had  repeatedly  to  deal 
with  puerperal  eclampsia  has  found  it 
unsatisfactory    to    accept    the    bare 

1  Read  before  the  Georgia  State  Medical  Associa- 
tion, April  20,  1893. 


Statement  of  any  author  as  to  the 
pathology  and  treatment.  The  fact 
is  that  with  honest  efforts  and  opin- 
ions we  are  not  all  agreed  as  to  cause 
and  cure.  As  different  remedial 
agents  have  brought  about  satisfac- 
tory results,  so  may  we  admit  the  in- 
fluence of  different  agencies  in  caus- 
ing eclampsia. 

Dr.  Hare,  in  his  recent  work  on 
therapeutics,  says  "that  what  is 
known   of  its   aetiology  justifies   the 
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following  statements :  First,  the  cell 
activity  of  mother  and  foetus  pro- 
duces excrementitious  substances 
which  will  surely  prove  virulently 
poisonous  to  the  whole  organism 
unless  they  are  voided  or  made  harm- 
less by  the  excretory  organs.  (As- 
suming that  it  is  true  that  nature 
imposes  these  new  duties  upon  the 
organs  of  the  child-bearing  woman, 
and  that  it  is  the  mother  and  not  the 
child  who  will  be  poisoned ;  that  it  is 
the  mother's  and  not  the  child's  ex- 
cretory organs  that  must  eliminate, 
he  fails  to  tell  us  what  particular 
organs  must  perform  this  work.  I 
can  easily  see  that  if  there  is  an  ex- 
crementitious substance,  a  debris,  a 
waste  product  from  gestation,  it 
should  be  eliminated ;  but  what  reason 
does  he  assign  for  an  imperfect  re- 
moval of  such  deleterious  waste  by 
the  excretory  organs  i*)  His  second 
proposition  is  that  these  organs  of 
the  child-bearing  woman  are  often  in- 
adequate to  the  disposal  of  the  effete 
material  from  the  maternal  and  foetal 
bodies;  consequently  poisons  of  a 
nature  not  yet  demonstrated  are 
stored  up  in  the  maternal  blood  until, 
by  cumulative  force,  their  presence  is 
manifested  in  the  eclamptic  seizure 
or  other  symptoms. 

IJiirdy  the  convulsions  are  prob- 
ably the  result  of  an  acute  anaemia 
(cerebral),  brought  about  by  violent 
contractions  of  the  arterioles ;  possi- 
bly direct  irritation  of  the  brain  sub- 
stance. Others  claim  that  eclampsia 
is  produced  by  urea  retained  in  the 
system  on  account  of  a  failure  of  the 
kidneys  (indicated  by  the  presence  of 
albumin  in  the  urine)  to  eliminate  it. 
That  acute  Bright's  disease  is  pro- 
duced in  puerperal  women  by  the 
pressure  of  the  gravid  uterus  upon 


the  ureters,  which  obstructs  the  flow 
of  urine,  and  that  being  retained  in 
the  kidneys  congestion  and  inflamma- 
tion of  these  organs  ensue  and 
uraemic  absorption  follows.  I  think 
this  latter  position  is  well  founded, 
and  that  a  large  number  of  the  cases 
of  eclampsia  gravidarum  are  thus 
brought  about.  Furthermore,  that 
an  excessive  irritability  and  hyper- 
sensitiveness  of  some  constitutions 
and  uteri  keep  up  a  tonic  rigidity  in 
the  organs  and  maintain  unnatural 
pressure  upon  the  abdominal  viscera, 
thereby  largely  increasing  the  ten- 
dency to  such  evil  results.  In  other 
words,  that  a  non-contractured  con- 
dition of  the  uterus  and  abdominal 
muscles,  leaving  all  the  abdominal 
organs  free  to  perform  their  functions, 
materially  lessens  the  tendency  to 
eclampsia. 

I  hope  you  will  bear  this  last  propo- 
sition in  mind,  as  I  shall  have  occa- 
sion to  refer  specially  to  it  again. 

Diihrssen,  in  his  treatise  on  eclamp- 
sia, says  :  ^'  I  regard  the  cause  to  be 
intoxication  of  the  blood  occasioned 
by  a  retention  of  creatin  and  creatinin 
in  the  kidneys  of  the  patient.  That 
the  immediate  cause  of  an  outbreak 
of  eclampsia  is  irritation  of  the  sen- 
sory nerves  in  the  genital  tract,  or 
profound  disturbance  of  the  emotional 
centres."  Physiologists  tell  us  that 
creatin  is  a  neutral  crystallizable  sub- 
stance originating  in  the  muscles,  and 
found  in  the  muscles,  blood  and  urine. 
It  is  soluble  in  water,  slightly  so  in 
alcohol,  and  not  at  all  in  ether.  I 
fail  to  see  how  a  neutral  substance 
can  so  intoxicate  the  blood  as  to  pro- 
duce eclampsia  ;  but  I  can  understand 
how  the  presence  of  such  crystals  in 
the  kidneys  might  irritate,  congest 
and  inflame  them,  and  interfere  with 
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their  functions.  Dr.  Braun  says  that 
eclampsia  gravidarum  is  accessory  to 
Bright's  disease  of  the  kidneys,  and 
that  it  is  commonly  produced  by 
uraemia,  or  the  retention  of  excre- 
mentitious  constituents  of  the  urine. 

Dr.  Barnes  assumes  an  altered  con- 
dition of  the  blood  of  pregnant 
women,  and  that  this  in  some  degree 
predisposes  to  a  morbid  condition  of 
the  system,  and  that  nature  provides 
against  the  period  of  parturition  a 
special  supply  of  nerve  force ;  that 
this  is  associated  with  an  increased 
irritability  of  the  nerve  centres  ;  that 
it  implies  a  corresponding  develop- 
ment of  the  spinal  cord  ;  and  that  this 
surcharged  nervous  system,  under 
circumstances  favorable  to  it,  may  be 
switched  off  and  strike  the  signals  so 
as  to  make  them  reflect  upon  the 
wrong  track  and  cause  convulsions. 

Others  maintain  that  an  excess  of 
blood  in  the  system,  due  to  the  ab- 
sence of  catamenia  and  the  less  waste 
upon  the  mother,  so  distend  the  blood- 
vessels as  to  produce  an  apoplectic 
condition  of  the  brain. 

After  a  careful  study  of  various 
authors,  and  summing  up  my  observa- 
tions and  experience  at  the  bedside, 
I  feel  warranted  in  offering  the  fol- 
lowing conclusions  : 

(i)  That  eclampsia  gravidarum  in 
every  case  is  the  result  of  some  influ- 
ence which  is  directly  or  indirectly 
exerted  upon  the  nervous  system, 
causing  a  derangement  of  its  func- 
tions ;  that  such  influence  may  be 
direct  violence  or  mechanical  pressure; 
that  one  or  more  of  these  influences 
may  reach  the  nervous  system  by  ab- 
sorption and  through  the  circulation; 
that  by  chemical  changes  wrought 
(under  certain  conditions)  in  the  sys- 
tem, toxic  elements  may  be  created 
and  prove  deleterious. 


Again,  certain  elements  are  harm- 
less as  they  exist  in  normal  propor- 
tions in  the  constitution,  but  exert  a 
toxic  influence  in  abnormal  quantities. 
Urea,  as  a  toxic  element  abnormally 
increased  by  retention  in  the  system, 
is  assigned  by  many  as  the  most  fre- 
quent cause.  Yet  there  are  some 
who  do  not  hold  to  this  opinion.  All 
admit  that  eclampsia  and  uraemia  co- 
exist in  a  very  large  percent,  of  cases, 
while  they  disagree  as  to  their  rela- 
tion of  cause  and  effect.  Further- 
more, all  admit  that  uraemia  cannot 
be  found  to  exist  in  every  case  of 
eclampsia ;  therefore,  other  causes 
than  uraemia  do  produce  eclamp- 
sia. That  in  every  case  irritation 
may  and  does  exert  an  influence  which 
materially  aids  in  bringing  on  a  seiz- 
ure ;  that  in  many  cases  this  irrita- 
tion, intensified  by  protracted  labor, 
hard  pains,  unyielding  os  and  exhaus- 
tion of  the  nervous  system,  develops 
eclampsia.  That  a  plethoric  condi- 
tion of  the  patient,  full  habit,  dis- 
tended blood-vessels,  increase  sus- 
ceptibility to  an  apoplectic  condition 
and  excessive  irritability ;  that  with 
this  plethora  the  crowding  of  the 
blood  into  the  lungs  and  upon  the 
brain  materially  interfere  with  the 
functions  of  the  nervous  system. 
That  the  emotional  system  is  not 
silent  in  some  women,  and  that  it 
helps  to  precipitate  a  fit. 

That  a  previously  abnormal  or 
pathological  condition,  not  dependent 
upon  the  puerperal  state,  may  produce 
sufficient  irritation  to  develop  a 
seizure.  That  an  anaemic  and  im- 
poverished condition  of  the  system 
may  result  in  it. 

To  illustrate :  A  woman  may  have 
chronic  chills  until  (from  its  vitiated 
condition)  her  blood,  instead  of  being 
nutritious,  courses  through  the  ves- 
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sels  laden  with  malarial  poison.  No 
wonder  that  in  this  condition,  when 
labor  sets  in,  the  nervous  system 
should  be  overthrown. 

I  now  come  to  speak  of  the  treat- 
ment, and  in  this  I  will  include  the 
state  of  the  pregnant  woman  from 
early  pregnancy  to  recovery  from 
parturition.  When  eclampsia  has 
already  seized  the  patient  the  danger 
of  mother  and  child  is  so  imminent 
that  we  must  resort  to  the  speediest 
and  surest  method  of  relief.  In 
doing  this  we  should  have  in  view 
the  choice  of  those  remedies  that 
carry  with  them  both  immediate  and 
permanent  relief.  We  first  seek  to 
control  the  spasms  and  then  remove 
the  cause.  Venesection,  diaphoresis 
and  cathartics  are  laid  down  by  Dr. 
Hare  in  his  recent  ♦*  Therapeutics." 
Were  we  to  confine  our  ideas  of 
treatment  to  the  existence  in  the  sys- 
tem of  some  morbid  material,  and  lose 
sight  of  the  intense  irritation  from 
other  than  toxic  causes,  we  would  but 
partially  comprehend  the  great  task 
before  us.  Whatever  may  be  this 
toxic  material  to  be  removed  when 
eclampsia  comes  on,  we  must  relieve 
the  nervous  system.  Hence  we  have 
the  following  list  of  remedies  from 
which  to  select :  chloroform  inhala- 
tion, hydrate  of  chloral,  wet  blankets, 
morphine,  gelsemium,  veratrum  viride, 
apomorphia,  and  others.  Morphine, 
chloroform  and  chloral  are  among 
those  remedies  which  paralyze  reflex 
sensibility,  relax  the  muscular  sys- 
tem, and,  for  the  time,  control  the 
spasm.  Th^,se  do  not  remove  from 
the  system  any  morbid  matter,  and 
in  ursemic  cases  tend  rather  to  accu- 
mulate than  eliminate  the  materies 
morbi.  Venesection  in  all  cases,  ex- 
cept those  truly  anaemic,  cannot  fail 


to  accomplish  good,  first,  by  lessening 
the  blood  pressure,  then  by  removing 
with  the  blood  some  of  the  morbid 
matter  which  would  be  removed  by 
diaphoresis  and  catharsis;  again  it 
would,  if  carried  far  enough,  thor- 
oughly relax  the  whole  muscular  sys- 
tem, which  others  seek  to  do  by  the 
use  of  hot  blankets.  Blood-letting 
also  removes  an  apoplectic  condition 
of  the  brain,  restores  to  conscious- 
ness and  saves  rupture  of  blood-ves- 
sels. If  labor  is  well  advanced  and 
not  yet  complete,  blood-letting  re- 
laxes the  unyielding  os  and  hastens 
the  termination  of  labor.  With  gel- 
semium sempervirens  I  have  but  little 
experience,  and  do  not  care  to  occupy 
your  time.  With  veratrum  viride  I 
have  a  large  experience.  In  it  we  find 
a  remedy  applicable  to  all  cases,  unless 
it  be  to  those  truly  anaemic ;  it  meets 
the  immediate  and  remote  needs  in 
the  case.  It  immediately  depresses 
and  sedates  the  nervous  system,  with- 
out delay  controls  the  spasms,  relaxes 
the  muscular  system,  allows  the  blood- 
vessels, including  the  capillaries,  to 
receive  a  full  share  of  blood,  and 
thereby  takes  any  undue  pressure  off 
the  brain.  It  is  a  powerful  and 
prompt  diaphoretic,  it  is  a  diuretic, 
and  besides  this  it  eliminates  promptly 
by  emesis  a  large  quantity  of  greenish 
material  which  evidently  must  remove 
some  materies  morbi.  Veratrum  vir- 
ide, then,  combines  in  a  large  degree 
properties  that  meet  all  the  demands 
in  puerperal  eclampsia.  It  is  prompt 
in  all  its  actions,  it  is  safe,  and  easily 
administered  hypodermically. 

If  puerperal  eclampsia  is  the  result 
of  some  virulent  poison,  the  excre- 
mentitious  product  of  cell  action, 
veratrum  has  the  power  of  neutraliz- 
ing or  so  antagonizing  it  as  to  render 
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it  harmless.  If  eclampsia  is  the  result 
of  acute  cerebral  anaemia,  brought 
about  by  violent  contractions  of  the 
arterioles,  veratrum  has  the  power  of 
relieving  the  circulation  by  directly 
or  indirectly  dilating  the  smaller  blood- 
vessels. If  eclampsia  is  the  result  of 
a  uraemic  condition,  veratrum  has  the 
power  of  arresting  its  poisonous  action, 
and  at  the  same  time  eliminating  the 
urea.  If  acute  Bright's  disease  results 
from  pressure  of  the  gravid  uterus 
upon  the  ureters,  veratrum  seems  to 
relax  the  muscles,  equalize  circulation 
through  the  kidneys  and  relieve  their 
congestion.  Veratrum  counteracts  a 
hyper-sensitiveness  of  the  nervous 
system,  relaxes  the  muscular  system, 
equalizes  the  circulation,  and  in  this 
way  overcomes  some  cases  of  eclamp- 
sia. If  under  the  use  of  other  rem- 
edies it  is  regarded  as  indispensable 
to  empty  promptly  the  gravid  uterus, 
whether  at  or  before  full  term  of  ges- 
tation, I  believe  that  in  many  cases  it 
is  practical  to  relieve  the  eclampsia 
and  conduct  the  patient  safely 
through.  If  the  increased  sensibility 
is  from  an  over-supply  of  nerve-force, 
stored  away  for  the  woman  in  parturi- 
tion, then  veratrum  and  chloral  are 
indicated.  If  a  plethoric  condition, 
then  veratrum  and  venesection.  If  a 
truly  anaemic  and  impoverished  con- 
dition of  the  blood,  then  morphine 
and  arom.  spts.  ammon.,  with  cautious 
use  of  veratrum.  Dr.  Fearn,  in  1871, 
reported  thirteen  cases  treated  with 
veratrum  in  large  doses,  with  •no 
deaths.  Rushmore  recently  collected 
eighty-five  cases  with  twenty  deaths, 
23.5  per  cent.  Dr.  Cutter  stated 
some,  years  ago  that  in  twenty-five 
years'  work  he  had  seen  on  an  average 
eight  cases  annually,  that  he  relied 
upon  veratrum,   and  had  not   lost   a 


case.  Dr.  Loe  reported  twenty-three 
cases  treated  with  veratrum  and  ben- 
zoic acid,  with  no  deaths.  In  fifty 
cases  collected  by  Trimble,  veratrum 
gave  the  best  results.  Of  these, 
twenty-six  were  treated  with  vera- 
trum, and  three  deaths ;  twenty-four 
with  other  means,  and  six  deaths — 
1 1.5  and  25  per  cent.  The  prompt 
relief  which  veratrum  exercises  can- 
not be  accounted  for  upon  any  other 
ground  than  that  of  its  primary  influ- 
ence upon  the  nervous  system.  Before 
it  has  time  to  cause  elimination 
through  any  of  the  excretory  organs 
it  slows  the  heart's  action,  removes 
coma,  quiets  the  nerves  and  relaxes 
the  muscles.  These  effects  are  well 
accomplished  in  thirty  minutes.  Then 
follows  the  work  of  elimination,  by 
diaphoresis,  by  emesis,  by  diuresis. 

To  secure  prompt  and  decided  re- 
lief when  treating  eclampsia,  whether 
uraemia  is  or  is  not  present,  unless 
the  patient  is  very  anaemic  and  with 
a  broken-down  constitution,  I  would, 
if  she  is  of  full  habit,  draw  twelve  to 
twenty  ounces  of  blood,  then  use 
hypodermically  ten  to  fifteen  drops  of 
Norwood's  tr.  of  veratrum  vir.,  then 
order  a  quart  of  warm  water  thrown 
into  the  rectum.  If  the  convulsions 
are  post-partum,  I  would  first  use  the 
veratrum  and  warm  enema,  and  see 
that  the  bladder  was  well  emptied. 

I  have  resorted  to  chloral  and 
chloroform,  and  by  no  means  would  I 
ignore  these.  I  dislike  the  use  of 
morphine  because  of  its  tendency  to 
check  the  secretions.  Apomorphia  I 
believe  to  be  valuable  in  many  cases ; 
have  had  but  little  experience  with  it. 

The  following  cases  taken  from  my 
note-book  serve  10  illustrate  my  treat- 
ment : 

Case    I. — A    primipara,    aged    22 
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years,  a  tall,  well  formed  brunette, 
had  been  in  labor  two  days  when  I 
was  called  in  consultation.  Two  hours 
before  my  arrival  eclampsia  had  set 
in,  deep  coma,  with  convulsions  occur- 
ring every  twenty  or  thirty  minutes 
still  persisted.  The  doctor  informed 
me  that  he  had  taken  fourteen  ounces 
of  blood  from  her  arm,  and  had  given 
half  a  grain  of  morphia  hypodermi- 
cally.  Upon  a  digital  examination,  I 
found  the  os  fully  dilated,  the  occipit 
presenting,  the  brow  pressing  hard  in 
the  hollow  of  the  sacrum.  I  intro- 
duced two  fingers  into  the  rectum, 
and  through  its  anterior  wall  made 
traction  upon  the  brow,  bringing  the 
forehead  well  down  on  the  perinaeum. 
The  next  pain  attended  with  a  con- 
vulsion delivered  the  head.  In  a 
short  while  the  third  stage  of  labor 
was  completed.  Coma  with  heavy, 
stertorous  breathing  continued,  and 
in  about  two  hours  after  delivery  she 
had  a  convulsion  seemingly  more 
violent  than  any  previous  one.  I 
suggested  to  the  doctor  that  her 
bladder  was  full  enough  to  cause  con- 
siderable irritation,  and  that  he  use 
the  catheter  which  he  did,  removing 
a  quart  of  stale  urine.  No  abatement 
of  symptoms,  and  soon  the  convulsion 
returned,  when  I  suggested  to  the 
doctor  that  he  use  twelve  drops  of 
veratrum  viride  (Norwood's  tincture). 
Thirty  minutes  after  its  introduction 
into  the  arm  her  pulse  came  from  140 
down  to  90.  She  opened  her  eyes  for 
the  first  time  and  manifested  intelli- 
gence, vomited  freely,  took  a  drink  of 
water,  and  soon  went  into  a  doze. 
Five  hours  later  she  became  quite 
restless,  with  twitching  of  the  mus- 
cles;  pulse,  120.  We  repeated  six 
drops  of  veratrum  by  the  mouth, 
which  was  repeated  every  four  hours 


for  the  next  twenty-four,  during  which 
time  her  bowels  were  opened  with 
castor  oil.  From  then  on  she  became 
interested  in  her  babe,  and  made  good 
recovery. 

Case  II. — A  blonde  multipara,  aged 
24  years.  General  health  good  until  she 
entered  the  ninth  month  of  gestation, 
when  she  became  anaemic,  with  con- 
siderable swelling  over  the  entire 
body.  She  was  attended  by  her  father, 
a  retired  intelligent  practitioner,  and 
when  in  labor  eighteen  hours  eclamp- 
sia developed.  I  was  summoned,  and 
on  entering  the  room  I  discovered 
her  in  a  convulsion  with  opisthotonus. 
I  extracted  twenty  ounces  of  blood, 
and  gave  hypodermically  twelve  drops 
of  veratrum.  She  soon  regained  con- 
sciousness, and  I  delivered  the  child 
with  forceps  She  made  a  fair  re- 
covery without  any  more  convulsions. 

Case  III. — A  blonde,  23  years  old, 
primipara,  of  full  habit,  highly  nervous; 
when  in  labor  twelve  hours  the  os 
dilated  to  two  inches;  she  complained 
of  blindness  and  immediately  had  a 
convulsion.  I  had  her  wrapped  in  hot 
blankets,  ordered  a  warm  enema  for 
the  bowels,  and  gave  her  half  a  grain 
of  morphine  hypodermically.  Spasms 
recurred  every  five  minutes  for  half 
an  hour,  when  I  gave  fifteen  drops  of 
veratrum,  after  which  she  had  only 
one  spasm.  I  proceeded,  with  the 
assistance  of  a  consulting  physician, 
to  deliver  her  with  instruments.  A 
good  recovery  in  the  usual  period  of 
time. 

Case  IV. — A  multipara,  was  in  the 
seventh  month  of  pregnancy ;  had 
been  complaining  for  a  week  when 
her  husband  called  me,  stating  that 
his  wife  had  a  spasm.  I  was  very 
busy,  and  sent  my  brother,  who  had  a 
few   months   before   graduated,   and 
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followed  him  an  hour  and  a  half  later. 
He  had  given  her  before  my  arrival 
twenty  grains  of  chloral,  with  no 
abatement  of  the  coma  when  I  arrived. 
We  gave  her  fifteen  drops  of  veratrum. 
Thirty  minutes  later  she  became  con- 
scious, and  complained  of  severe 
nausea,  and  vomited  freely  of  greenish 
substance.  After  a  few  more  labor 
pains  she  was  delivered  of  a  putrid, 
six-months*  foetus.  With  usual  treat- 
ment she  made  a  good  recovery. 

Case  V. — A  blonde,  19  years  old, 
short  and  compactly  built,  primipara. 
When  labor  had  advanced  for  six 
hours,  the  head  distending  the  peri- 
naeum,  she  complained  of  backache 
and  muscular  twitching,  and  at  once 
had  a  convulsion.  I  gave  her  ten  drops 
of  veratrum,  waited  twenty  minutes, 
and  delivered  her  with  forceps.  She 
had  uninterrupted  recovery. 

Case  VI. — Multipara,  well-formed, 
was  delivered  of  healthy  twins  by  her 
physician.  Two  hours  after  delivery, 
in  the  absence  of  the  doctor,  I  was 
summoned  in  time  to  see  her  in  a 
second  convulsion.  I  gave  her  fifteen 
drops  of  veratrum,  emptied  the  blad- 
der with  a  catheter,  and  left  a  note 
for  her  physician  telling  him  what  I 
had  done.  I  learned  from  him  some 
days  afterward  that  she  had  made  a 
good  recovery  without  any  more  con- 
vulsions. 

Case  VH.  —  Primipara,  blonde, 
general  previous  health  good,  except 
that  she  had  been  in  the  habit  of 
suffering  great  pain  at  her  menstrual 
times.  At  the  sixth  month  of  preg- 
nancy she  became  very  nervous,  and 
had  several  convulsions.  When  I 
arrived  she  was  semi-conscious  and 
complaining  of  uterine  pains.  I  ex- 
tracted twelve  ounces  of  blood,  and 
gave  by  the  mouth  ten  drops  of  vera- 


trum. The  next  day,  as  she  was  still 
nervous  and  as  I  discovered  albumin, 
I  directed  her  to  take  five  drops  of 
veratrum  ter  die  until  I  returned. 
Called  in  two  weeks,  and  found  her 
doing  well ;  discontinued  the  medi- 
cine. One  week  later  was  summoned 
to  find  her  again  with  "the  jerks"  as 
she  expressed  it.  She  then  resumed 
the  medicine  under  my  direction,  and 
continued  it  for  three  weeks.  Seem- 
ingly well  again  I  had  her  leave  off 
the  medicine.  On  my  return  one 
week  later  I  found  her  trouble  return- 
ing. I  then  directed  her  to  continue 
six  drops  of  veratrum  viride  until  the 
completion  of  gestation.  I  attended 
her  in  parturition ;  labor  lasted 
eighteen  hours ;  os  very  unyielding. 
When  in  labor  six  hours  she  mani- 
fested great  nervousness,  and  I  gave 
her  ten  drops  of  veratrum,  which  was 
repeated  in  six  hours.  Labor  ter- 
minated well. 

One  other  condition  I  would  like 
to  mention.  With  some  females  the 
uterus  is  so  sensitive  and  irritable 
that  the  gravid  condition  is  tolerated 
under  protest  from  that  organ,  and 
ever  and  anon  we  meet  with  one  that, 
despite  all  efforts  to  prevent,  throws 
out  its  contents  prematurely.  Among 
these  cases  we  find  some  that  by 
great  watchfulness  we  can  induce  to 
go  to  full  term.  These  cases  are 
usually  attended  with  so  much  irrita- 
tion as  to  keep  up  a  constant  contrac- 
tion of  all  the  abdominal  muscles  and 
viscera,  this  latter  condition  rendering 
immobile  in  a  greater  or  less  degree 
the  gravid  uterus,  keeping  it  pinioned 
against  the  sacro-lumbar  space,  com- 
presses the  ureters,  congests  the  kid- 
neys, causes  uraemic  absorption, 
oedema  and  eclampsia.  Case  VH  in 
my  report  furnishes  an  illustration. 
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The  Edebohls  Operating  Table— A  Useful  Addition. 


BY    I.    S.    STONE,  M.D., 

Sturgeon  to  Columbia  Hospital  for  Women^ 


WASHINGTON,  D.  C. 


The  cut  shows  an  extension  leaf 
to  the  well-known  and  universally 
popular  Edebohls  table.  It  can  be 
quickly  adjusted  before  or  during  an 
operation  by  simply  raising  the  legs 
of  the  patient  and  slipping  "the  addi- 
tion" into  position.  It  is  provided 
with  a  slot  on  each  side  so  it  will 
admit  of  any  additional  length  to  ten 
inches.      This   will   be    found   quite 


plate;  the  back  is  entirely  with- 
out support  and  the  abdomen  is 
doubled  upon  itself  instead  of  beinp^ 
well  extended.  This  device  permits 
suitable  elevation  to  any  angle  de- 
sired. If  there  are  any  who  still  can 
find  no  place  for  the  ."Trendelenburg 
posture"  I  would  mention  the  follow- 
ing case:  Mrs.  I.  had  right  tubo- 
ovarian   and  left   pelvic  abscess,  in- 


Addition  to  Edebohls'  Table. 


sufficient  to  permit  the  proper  eleva- 
tion of  the  tallest  patient.  It  may 
have  occurred  to  others  as  to  myself 
that  patients  of  a^rerage  or  more  than 
the  average  height  are  not  well  ex- 
tended in  the  Trendelenburg  posture 
upon  the  table  as  usually  made.  The 
buttocks  may  rest  upon  the  inclined 
glass  plate  while  the  shoulders  are 
too  far  forward  upon  the  horizontal 


volving  the  sigmoid  and  upper  rectum. 
The  pelvis  was  quickly  cleared  of  the 
pus  sacs,  when  it  was  found  that  a 
long  rent  was  made  in  the  bowel. 
This  was  discovered  fortunately  be- 
fore closing  the  abdomen.  The  pa- 
tient was  immediately  placed  in  Tren- 
delenburg's posture,  the  rent  found 
and  closed  easily  (2>^  inches).  The 
flushing    was   done    and    the   whole 
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operation  completed  in  forty-seven 
minutes.  Had  the  patient  not  been 
in  this  position  very  much  more  time 
would  have  been  required,  not  to 
mention  the  comparative  ease  with 
which  the  operation  was  done,  when 
the  intestines  have  not  to  be  held 
away,  for  in  this  instance  the  torn 
bowel  could  not  be  drawn  to  the  in- 
cision. It  is  simply  beautiful  to  be- 
hold the  intestines  fall  away  from  the 
pelvic  basin  and  expose  the  whole 
cavity  to  view.  Any  bleeding  point 
can  be  seen  and  readily  secured  with- 
out a  reliance  upon  intestinal  or  ab- 
dominal pressure,  while  the  operator 
must  feel  a  sense  of  greater  security 


for  his  patient  when  he  has  actually 
seen  the  whole  field  of  operation. 
In  the  operation  for  complete  hyster- 
ectomy I  always  use  it,  and  fully  en- 
dorse Drs.  Hall,  Ross '  and  others 
who  have  recently  given  it  such  en- 
thusiastic approval. 

I  have  also  added  to  this  excellent 
table  a  device  for  holding  a  copper 
tray,  which  may  be  used  with  the  pa- 
tient in  the  dorsal  position,  in  perineal 
or  vaginal  surgery.  Dr.  Edebohls 
has  kindly  given  me  permission  to 
make  this  addition  to  his  table. 


1  Transactions   American  Association  of  Obstetri- 
cians and  Gynaecologists,  p  112,  1892. 


The    Treatment    of   the    Retroverted    Uterus   with    Special 

Reference   to   the  Value   of  Massage   and   the 

Author's  Application  of  the  Uterine 

Respiratory  Movement.^ 


BY    D.    H.    WILLIAMS,    M.D., 

KNOXVILLE,   TENN., 


Professor  of  Theory  and  Practice  of  Medicine  and  Clinical  Medicine  and 
Director  of  Bacteriological  Laboratory^  Tennessee  Medical  College. 


The  writer  presents  no  disclaimer 
of  the  brilliant  achievements  of  surgi- 
cal measures  for  correcting  displace- 
ments. Conversely  he  believes  that 
many  such  cases  can  only  be  perma- 
nently relieved  by  radical  measures. 
Such  cases,  however,  in  ordinary  prac- 
tice, aside  from  hospital  groupings, 
must  be  exceptional  and  represent, 
firstly,  a  class  which  has  not  yielded 


1  Read  before  the  East  Tennessee  Medical  Society, 
May  26  1893. 


to  more  conservative  tactics,  and 
secondly^  one  either  the  result  of  neg- 
lect or  mismanaged  government. 

Whatever  arguments  may  be  ad- 
vanced in  favor  of  the  non-surgical 
treatment,  the  fact  remains  that  in  a 
small  percentage  of  cases,  yet  aggre- 
gating many  annually,  the  world's 
record  considered,  the  scalpel  and 
ligature  become  tht  pis  aller. 

After  reviewing  the  operative  ven- 
tures of  the  past,  cast  by  their  various 
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experimenters  with  cloudbursts  of 
enthusiasm  upon  a  waiting  public, 
one  can  not  avoid  the  reminder — and 
'tis  admitted  with  great  reverence — 
of  the  story  of  the  insane  astronomer 
in  Rasselas,  who  is  made  to  declare 
unto  Imlac  his  possession  for  five 
years  of  the  secret  of  the  *'  regulation 
of  the  weather  and  the  distribution  of 
the  seasons." 

The  cases  are  not  parallel,  but  the 
suggestion  is  unavoidable. 

'Tis  not  the  writer's  desire  to  dwell 
upon  the  surgical  treatment  of  this 
hitherto  almost  intractable  bugbear 
of  the  gynaecologist,  but  recognizing 
as  he  does  the  necessity  at  times  of 
such  measures,  mention  of  the  more 
recent,  and,  in  a  manner,  more  ac- 
ceptable, operations  is  warrantable. 

Whatever  difference  in  technique, 
the  common  aim  is  to  restore,  as 
nearly  as  possible,  the  normal  axis  of 
the  organ  even  at  the  expense  of  ex- 
aggerating the  anterior  inclination, 
despite  the  irrational  carping  of  a 
class  of  delusionists,  who  would  have 
us  believe  that  every  ante-flexion  is 
pathological,  and  its  compensatory 
substitution  an  inglorious  com- 
promise. 

Since  the  introduction  of  Alexan- 
der's operation — the  bilateral  shorten- 
ing of  the  round  ligaments  by  extra- 
peritoneal incisions  and  stitches — less 
than  a  decade  ago,  many  others  have 
followed,  having  in  view  the  assistance 
of  the  eye  and  sense  of  touch,  resort- 
ing to  coeliotomy  and  the  intra- 
abdominal suturing  so  as  to  meet,  not 
only  the  conditions  for  which  the 
Alexander  operation  was  devised,  but 
also  to  correct  displacement  compli- 
cated by  adhesions. 

To  demonstrate  the  utility  of  his 
excellent  operation,  and  in  order  to 

47 


refute  many  objections  raised.  Dr. 
Alexander  has  in  another  recent  arti- 
cle shown  that  not  only  does  preg- 
nancy take  place  in  many  cases  so 
corrected,  but  also  that  subsequent 
return  to  its  pathological  condition 
does  not  take  place  in  the  vast  ma- 
jority of  cases. 

Howard-  Kelly's  method  of  hyster- 
orrhaphy  has  proven  serviceable  in 
many  cases,  but  a  large  percentage 
has  resulted  in  recurrence. 

It  has  the  advantage  over  the  for- 
mer operation  of  enabling  the  surgeon 
to  examine  the  character  and  degree 
of  displacement  as  well  as  to  break 
up  adhesions  when  possible. 

It  has,  at  least,  led  to  much  specu- 
lation abroad,  and  thus  resulted  in 
causing  many  suggestions  as  to  the 
method  of  applying  stitches  in  hys- 
tero-pexy. 

Delageniere  has  well  said,  however, 
that  "the  point  in  dispute  which  most 
occupies  surgeons  is  the  question  of 
the  solidity  and  permanence  of  the 
adhesions  created. 

Perhaps  much  may  yet  be  expected 
from  Dudley's  method  of  shortening 
the  round  ligaments  by  folding  and 
suturing  the  broad  ligament  on  each 
side  to  the  uterus,  or  from  its  modifi- 
cation by  doubling  the  ligaments 
alone  without  fixation  to  uterus. 

Sanger  and  Leopold  have  each  at- 
tested the  value  of  ventro-fixation  and 
have  shown  that  both  pregnancy  and 
the  puerperium  are  not  interfered 
with  thereby. 

Flaischlen's  method  of  fixation  by 
three  silk  sutures  only  has  great  ad- 
vantage in  its  simplicity,  and,  if  sub- 
stantiated by  continued  good  results 
in  all  cases  operated  on,  should  be 
most  serviceable. 

Not  content  with  the  fair  percent- 
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age  of  good  results  in  cases  operated 
on  from  above,  and  persuaded  by  fail- 
ures, we  find  others  continuing  ex- 
periments per  vaginam,  in  line  with 
the  operation  devised  independently 
by  Herrick  and  Sanger  of  shortening 
the  utero-sacral  ligaments. 

A  single  silver  wire  introduced 
after  denudation  "by  means  of  the 
curved  needle,  passing  through  the 
posterior  surface  of  the  cervix,  high 
up  through  the  walls  of  the  cul-de-sac 
close  to  the  uterus,  back  close  to  the 
rectum,  again  into  the  vagina."  The 
operation  has  not  as  yet  met  with 
much  favor,  possibly  in  a  measure  on 
account  of  the  great  danger  of  wound- 
ing the  adjacent  bowel. 

Schiicking,  supported  by  Zweifel 
and  Riihe,  has  practiced,  and  not  with- 
out a  measure  of  success,  an  operation 
consisting  in  opening  the  anterior 
vaginal  cul-de-sac  by  vaginal  incision 
and  stitching  the  displaced  fundus  to 
the  vagina.  Mackenrodt  and  Diihrs- 
sen  have  each  modified,  but  not  essen- 
tially changed,  this  method. 

It  will  thus  be  seen  to  what  degree 
investigators  have  gone  in  their  zeal 
— and  it  must  be  called  honest,  since 
no  operation  as  yet  is  free  from  objec- 
tions. Conversely  much  harm  may 
result  from  injury  to  the  surrounding 
viscera,  as  bowel,  bladder,  ureter, 
vessels,  prolapsed  ovary,  etc.  Such 
objections,  in  addition  to  other  advan- 
tages offered,  make  the  operation  of 
abdominal  hystero  pexy,  by  one  of  the 
methods  mentioned,  first  to  be  elected. 

A  modification  of  the  Howard  Kelly 
method  has,  according  to  the  writer's 
observations,  proven  more  satisfactory 
than  others,  although  one  will  occa- 
sionally meet  disappointments  in  a 
recurrence  of  the  trouble.  The  objec- 
tion raised  that  excessive  hyperplastic 


thickening  at  the  point  of  adhesion  is 
liable  to  occur  is  not  worthy  of  con- 
sideration as  the  converse  more  often 
obtains,  and,  indeed,  it  is  a  question 
whether  or  not  adhesions  and  thicken- 
ing  in  front  resulting  in  an  elevated 
organ  is  not  preferable  to  the  first 
condition  accompanied  by  all  the  dis- 
tress of  pressure  and  obstructed  cir- 
culation. 

Whatever  operation  may  be  de- 
termined on  in  any  given  case  the 
fact  remains  that  such  cases  are  rare, 
and  that  the  vast  majority,  perhaps 
95  per  cent.,  can  be  cured  or  markedly 
benefited  by  other  measures,  and  not 
by  any  one,  but  by  a  combination. 

It  is  the  writer's  belief  that  in 
many  cases  operated  on,  either  by 
hystero-pexy  or  by  shortening  the 
round  ligaments,  the  operator  has 
overlooked  the  chief  underlying  cause 
and  should  have  directed  his  attention 
to  restoring  a  lacerated  perinaeum 
with  its  concomitant  vaginal  prolapse 
and  uterine  deviation,  or  to  first  re- 
pairing a  lacerated  cervix,  or  to  regu- 
lating by  massage  and  judicious  local 
measures,  in  addition  to  general  hy- 
giene, etc.,  that  atonic  condition  of 
the  parts,  sometimes  explainable  and 
sometimes  not,  by  which  in  even  ex- 
treme cases  at  times  is  accomplished 
the  summiun  boniim. 

Unfortunately  the  impatience  of 
the  woman  and  that  combined  with 
the  waning  perseverance  of  the  medi- 
cal attendant  often  persuade  us  to 
adopt  extremes  not  yet  indicated  and 
often  in  the  end  much  less  productive 
of  good. 

In  insisting  upon  the  following 
measures  the  writer  wishes  to  empha- 
size that  they  are  only  means  to  an 
end  and  in  no  sense  exclusive. 

Special  treatment  of  the  specialist 
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means  selective  treatment  and  not 
obstinacy  in  empirical  dogma.  Com- 
bined agency  accomplishes  much  and 
the  combinations  are  variable. 

The  diagnosis  made  in  a  given  case, 
and  a  mental  survey  of  all  surround- 
ing structures  taken,  the  conditions 
existing  for  our  present  consideration 
are,  a  retroverted  fundus  and  possibly 
entire  uterus  with  or  without  cohe- 
sions, accompanying  endometritis  of 
any  type,  and  possibly  tubal  involve- 
ment by  catarrhal  inflammation,  the 
exact  condition  of  the  latter  being 
difficult  to  determine  and  only  ap- 
proximated by  carefully  observing 
both  subjective  and  objective  infer- 
ences, the  activity  of  skill  alone  ren- 
dering conclusions  valuable. 

Granting  that  the  attendant  recog- 
nizes the  importance  of  attention  to 
general  hygiene  and  such  details  as 
atonic  rectum,  high-colored  or  alkaline 
urine,  etc.,  the  vagina  must  be 
syringed  twice  daily  by  means  of  a 
syphon  syringe,  with  about  a  0.5  per 
cent,  solution  of  potassium  chlorate 
in  very  warm  water,  at  least  119°  F. 
in  vagina,  or  122°  F.  in  syringe,  using 
at  least  thirty  two  ounces  each  time 
and  the  woman  providing  free  exit  by 
means  of  the  index  and  middle  fingers 
of  one  hand,  the  exit  is  especially  im- 
portant in  view  of  the  steps  that 
follow. 

Any  other  mild  agent,  as  a  i  per 
cent,  solution  of  boric  acid,  may  be 
used  instead  of  the  potassium  chlorate, 
if  preferred. 

Irrigations  should  never  be  used 
earlier  than  three  days  after  cessation 
of  menstrual  flow  ind  stopped  on  its 
advent. 

They  should  never  oe  used  in  the 
squatting  position — a  point  to  be  em- 
phasized— never  rapidly,  but  embrac- 


ing as   much  time   as  a  continuous 
flow  will  allow. 

'Tis  not  relevant  here  to  define  the 
value  of  this  step,  but  its  importance 
is  not  least. 

Free  Dilatation  of  Cei^ical  Canal. — 
In  every  case  free  dilatation  of  entire 
canal,  vagina  first  cleansed,  must  be 
provided  for,  and  repeated  dilatations 
may  be  necessary  during  course  of 
treatment  to  prevent  accumulated  se- 
cretions from  being  forced  backward 
by  manipulative  measures. 

Rapid  dilatation  by  Wylie's  dilator 
is  indicated.  If  carefully  used  no  lac- 
eration need  be  produced,  as  the  beak 
of  the  instrument  is  smooth  and  well 
curved. 

Avoid  intra-uterine  injections  of 
any  character,  and  follow  dilatation 
with  a  single  application  to  cervical 
canal  of  an  80  per  cent,  dilution  of 
tr.  iodine  co.  in  distilled  water. 

Adhesions,  if  present,  do  not  con- 
tra-indicate  dilatation. 

A  judicious  use  of  the  curette  is 
often  indispensable  when  the  mem- 
brane is  unhealthy.  Continued  study 
in  this  line  has  served  to  confirm  the 
writer's  opinion,  formed  some  time 
before  reading  the  admirable  article 
of  Arthur  Johnstone,  that  many,  if 
not  all,  cases  of  displacement  of  the 
muciparous  uterus  when  not  traceable 
to  external  nor  internal  inflammatory 
conditions,  nor  to  the  existence  of  neo- 
plasmata,  take  their  origin  in  congen- 
ital deformity,  or  arrested  cervical 
development. 

In  the  "Transactions  of  the  Amer- 
ican Gynecological  Society,"  1888, 
Johnstone  wrote,  "  it  is  my  belief  that 
a  very  large  proportion,  if  not  all,  so- 
called  congenital  flexions  are  remotely 
due  to  this  early  stoppage  in  the 
growth  of  the  guardian  of  the  uterine 


740 


D.  H.  WILLIAMS. 


cavity.  It  is  the  very  large  number 
of  cases  in  which  there  is  a  cervical 
arrest  that  has  given  the  uterine  dila- 
tor its  deserved  popularity,  for  I  be- 
lieve that  the  prime  cause  of  that  form 
of  dysmenorrhcea,  which  this  instru- 
ment cures,  is  due  to  nothing  but  an 
arrest  in  the  growth  of  the  canal. 

"  The  various  divergencies  of  this 
canal  may  be  caused  either  by  the 
pressure  of  the  fully-grown  organ 
above,  attempting  to  force  its  secre- 
tion through  too  small  an  opening, 
and  thus  distorting  it,  or  else  the  dis- 
proportionate weight  of  the  fully-de- 
veloped body  crushes  down  and  bends 
the  too  weak  support  with  which 
nature  has  furnished  it." 

Especially  is  this  condition  exag- 
gerated when  from  any  cause  reten- 
tion of  inflammatory  products  adds 
to  the  already  great  demand  for  sup- 
port. 

Manipulation  MeasiLirs. — Brandt '  s 
original  system  has  been  much  criti- 
cised— by  some  condemned. 

Damnant  qitod  non  intelligiint  — 
may  explain  some  opposition,  certainly 
that  of  those  who,  like  the  writer  of 
an  article  in  a  '92  southern  journal, 
would  compare  uterised  massage  to 
massage  of  the  penis,  allowing,  per- 
haps, a  spirit  of  false  modesty  to 
govern. 

Whatever  of  special  merit  may  be 
lacking  in  Brandt's  method  systematic 
perseverance  will  substantiate  the 
principle. 

Let  us  notice  superficially  the  vas- 
cular and  nervous  supply  of  uterus 
and  vagina. 

Two  main  arteries  supply  the  ute- 
rus— the  arteria  uterina  aortica  and 
th^arteria  uterina  hypogastrica — both 
of  which  are  exceedingly  tortuous  in 
their  course  and  distribution,  and  both 


of  which  make  rather  sharp  turns  as 
they  enter  the  broad  ligament  close 
to  the  uterus,  especially  the  former  at 
the  lower  edge  of  ligament.  At  these 
points  the  circulation  is  prone  to  dis- 
turbance by  direct  pressure,  or  by 
folding.  In  their  final  distribution  we 
find  them  terminating  in  fine  radicals 
rather  than  distinct  capillaries,  and 
connecting  with  diminutive  corres- 
ponding veins,  even  more  tortuous  as 
they  grow  larger,  before  uniting  to 
form  the  plexus  uterinus  and  plexus^ 
pampiniforinis,  both  lying  largely 
within  the  folds  of  the  broad  ligament, 
and  subject  to  similar  pathological 
conditions. 

The  vagina  receives  its  arterial 
supply  by  communicating  branches 
from  the  uterine  hypogastric,  pudendce 
and  vesical,  all  running  tortuous 
courses,  and  having  corresponding 
veins,  making  a  continuous  and  close 
plexus  around  the  vagina. 

All  of  the  uterine  and  vaginal  vessels 
are  without  valves,  and  all  communi- 
cate— a  fortunate  circumstance  the 
latter,  else  the  marked  strangulation 
which  exists  at  times  would  be  even 
more  disastrous. 

Of  fully  as  much  importance  to  us, 
and  indeed  more,  in  a  sense,  is  the  dis- 
tribution of  the  lymphatic  system — 
unfortunately  one  which  has  not  re- 
ceived the  attention  it  deserves,  and 
concerning  which  the  meagre  accounts 
given  conflict  greatly. 

Opportunity  is  not  at  present  of- 
fered to  discuss  its  probable  origin 
and  distribution,  and  hence  this  mat- 
ter is  reserved  for  future  reference. 

Probably  no  system,  unless  the  in- 
testinal be  excepted,  contains  larger 
and  more  numerous  lymphatic  vessels, 
having  many  sacculations,  but  few 
valves  and  no  large  plexuses.  These  ves- 
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sels  pass  in  great  numbers  to  the  sacral 
or  iliac  glands  found  on  each  side  of 
sacrum,  below  the  promontory,  and 
when  enlarged  capable  of  being  felt 
through  vagina  and  rectum — a  point 
worthy  of  remembrance  in  diagnosis 
of  malignant  involvement.  A  few  pass 
to  the  obhirator^  and  the  remainder  to 
the  glands  in  the  Itnnbarrcgion.  Those 
of  the  upper  part  of  the  vagina  are 
distributed  similarly  to  to  those  of 
-cervical  region,  while  those  of  lower 
parts  of  vagina  pass  to  inguinal 
glands. 

The  nerve  supply  is  derived,  accord- 
ing to  Lork,  from  the  plexus  uterinus 
niagmis,  and  its  division  one  and  one- 
half  inches  below  bifurcation  of  aorta 
to  form  the  plexus  hypogastriciy  which 
latter  send  distributions  around  the 
rectum,  some  fibres  going  directly  to 
the  uterus,  others  forming  \.h.Q  plexus 
cervicalis. 

Bearing  the  foregoing  in  mind  it  is 
easy  to  understand  the  cause  of  dis- 
turbance by  pressure,  both  upon  blood 
vessels,  lymphatics  and  nerves,  which 
is  so  often  found  in  posterior  devia- 
tions. Again,  not  only  does  it  cause 
disturbance,  but  the  condition  grows 
greater  according  to  impeded  circula- 
tion and  innervation,  and  the  uterus 
enlarges  or  fails  to  undergo  involu- 
tion, following  parturition.  A  lacer- 
ated perinaeum  existing,  a  new  condi- 
tion is  added,  support  being  removed 
descent  takes  place,  and  hyperplasia 
of  the  walls  of  the  vagina  is  found^ 
sooner  or  later,  with  all  the  disturb- 
ance of  increasing  prolapse. 

With  such  conditions  massage  seeks 
to  restore  not  the  uterus  alone,  but 
normal  tone  to  a  chronically  asphyx- 
iated vaginal  wall,  obtained  on  hyper- 
aesthetic  nerves,  over-distended  blood 
vessels  and  lymphatics,  which,  while 
they  may  be  sufficiently  able  to  con- 


vey, no  longer  receive  the  normal 
amount  of  matters  from  the  uterine 
and  vaginal  membranes,  thus  result- 
ing in  increased  discharges  from  a 
source  which  should  secrete  and  not 
excrete. 

As  to  the  technique  of  uterine  and 
pre-vaginal  massage  cases  differ  since 
some  uteri  are  reducible  with  the 
woman  in  the  dorsal  position,  others 
only  in  the  genu-pectoral,  and  still 
others  at  first  not  at  all,  though  in 
many  cases  later. 

In  all  cases  one  of  the  first  steps  is 
to  promote  this  reduction  before  be- 
ginning manipulations — the  reasons 
are  obvious. 

The  writer  has  never  found  it  nec- 
essary to  use  a  sound  to  cause  reposi- 
tion, for  in  cases  where  it  cannot  be 
done  by  careful  bimanual  means  it 
should  not  be  done  at  all,  and  the 
sense  of  touch  is  the  best  criterion 
of  the  permissible  amount  of  force 
used. 

If  it  can  be  done,  no  adhesions  ex- 
isting, solution  becomes  relatively 
easy;  if  not  then  the  most  delicate 
judgment  is  needed  in  subsequent 
management,  and  the  operator  should 
be  content  with  slight  manipulation, 
and  possibly  without  appreciable 
change  for  many  times  subsequently. 

The  woman  may  be  treated  with 
most  comfort  to  herself  and  ease  to 
operator  in  Sim's  position  for  a  vari- 
able number  of  times.  Adhesions 
being  present,  especially  if  thicken- 
ing is  greatest  on  one  side,  'tis  always 
best  to  treat  the  patient  on  the  side* 
and  if  the  thickening  is  greatest  on  the 
left  side  the  patient  should  be  placed 
in  Sim's  position  reversed.  The  mat- 
ter of  position,  however,  is  of  no  very 
great  importance,  provided  the  dorsal 
position  is  not  chosen. 

The  index  and  middle  fingers  of  one 
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hand  should  be  well  oiled  with  steril- 
ized vaseline,  and  introduced  high  in 
posterior  fornix,  with  or  without  suc- 
cess in  reposition,  gentle  stroking 
with  the  rounded  ends  of  fingers  of 
the  whole  upper  vaginal  vault  poste- 
riorly should  then  be  practised.  The 
anterior  vaginal  wall  from  labia  to  full 
extent  of  vagina,  if  one  is  careful, 
need  not  undergo  friction,  though  in 
some  cases  this  is  needed  in  front  of 
cervix  to  hasten  absorption. 

This  stroking  should  be  done  from 
•the  uterus  toward  the  middle  of  sac 
rum  on  either  side,  bearing  in  mind 
the  anatomical  relations  ;  lymphatic 
circulation  is  hastened,  venous  tur- 
gescence  relieved,  and  diseased  or 
benumbed  nerves  stimulated. 

Such  cases  are  apt  to  suffer  from 
constipation,  and  'tis  sometimes  won- 
derful to  note  the  stimulating  effect 
of  such  measures  upon  the  rectum 
alone  without  special  medication.  It 
is  needless  to  say  that  the  rectum 
should  always  be  evacuated  before 
beginning  treatment. 

Only  slight,  if  any,  pain  should  be 
caused,  and  manipulations  stopped 
on  its  inception  if  traceable  to  the 
massage.  One  need  not  expect  here 
even  absolute  freedom  from  pain  in 
every  case.  The  duration  of  each 
treatment  is  variable,  and  subject  to 
the  degree  of  reaction  in  individual 
cases.  Continued  longer  than  two  or 
three  minutes,  it  is  questionable 
whether  any  further  good  is  done. 
Mild  attempts  at  reduction  should  be 
made  each  time,  and  should  be  re- 
peated not  oftener  than  once  in  four 
days. 

Following  each  manipulation  a  me- 
dium-sized soft  tampon  of  borated 
absorbent  cotton,  not  sponge^  should 
be  introduced  posteriorly,  moderately 


saturated  with  a  solution  composed 
of  the  following : 


Acidi  borici, 
Acidi  tannici, 
Glycerini  (Price's) 


aa  5ss 
5viij 


M. 


The  mixture  should  be  heated  to 
promote  solution  and  to  render  it 
thoroughly  aseptic.  The  tampon  to 
be  removed  at  the  end  of  twenty-four 
hours. 

One  should  be  content  for  several 
weeks,  or  even  months,  with  the  above 
measures  only,  until  tenderness  is 
moderated,  the  vault  hardened  and 
free  dilation  effected. 

Later,  uterus  replaced,  the  organ 
may  be  contracted  by  fingers  of  left 
hand  in  vagina,  with  woman  on  the 
side  and  right  hand  over  lower  abdo- 
men, and  gently  massaged  by  vibra- 
tory motion  of  the  hand  on  abdomen, 
preferably  using  the  bone  of  thumb. 
The  fingers  of  hand  in  vagina  remain 
relatively  passive,  little  motion  being 
needed  to  secure  control.  If  force  is 
used  the  uterus  will  sometimes  eject 
its  contents  in  considerable  quantity, 
but  this  should  be  avoided  and  mild 
stimulus  only  applied,  for  with  small 
doses  of  fluid  extract  of  ergot  twenty 
drops  every  four  hours  following, 
for  four  to  six  doses,  the  action  begun 
will  be  continued. 

In  some  cases  the  writer  has  used, 
after  free  dilatation  when  much  dis- 
charge existed,  the  application  H^Os, 
full  strength,  for  a  single  application. 
It  should  never  be  injected.  Its  effi- 
cacy is  undoubted. 

He  has  long  since  discarded  strong 
applications  to  the  endometrium,  and 
believes  that  his  percentage  of  recov- 
eries has  doubled. 

Some  cases  demanding  curetting 
and   draining   with   iodoform    gauze, 
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have  done  excellently  on  the  com- 
bined treatment,  the  operator  desist- 
ing from  manipulations  during  treat- 
ment unless  needed  in  selected  cases. 
Although  the  interior  of  the  uterus  is 
never,  perhaps,  pathologically  lined 
with  a  pus  membrane  in  the  sense  of 
a  suppurating  sinus,  yet  in  some  cases 
the  analogy  is  approximated,  and  Polk 
has  even  pointed  out  the  value  of  such 
drainage. 

From  galvanism  the  writer  has  never 
been  able  to  derive  much,  if  any, 
benefit  in  such  conditions,  and  as 
for  intra-mural  injections,  he  believe 
the  practice  reprehensible. 

A  suitable  pessary,  during  the  in- 
tervals of  treatment,  often  affords 
much  comfort,  especially  if  prolapse 
complicates. 

In  selecting  one,  avoid  that  having 
a  very  sharp  curve.  Emmet's-Smith's 
is  an  excellent  one,  and  the  same 
may  be  said  of  Tait's  wedge  pessary. 
Of  those  cup-shaped.  Fowler's  is  prob- 
ably the  best.  The  point  to  be  borne 
in  mind  is  that  support,  in  the  vast 
majority  of  cases,  is  to  be  given 
through  distending  the  vaginal  vault. 

No  pessary  simply  lifts  the  fundus. 
Intra-uterine  pessaries  in  version  may 
do  harm — seldom  good. 

Uterine  Respiratory  Action. — It  may 
be  that  much  lack  of  research  is 
shown,  but  the  writer  has  been  unable 
to  find  any  literature  upon  this  meas- 
ure as  a  therapeutic  agency. 

Noting  the  marked  rising  and  fall- 
ing of  the  uterus  and  appendages  dur- 
ing examination  of  women  in  the 
genu-pectoral  position,  it  has  seemed 
to  him  that  we  have  in  that  fact  a 
measure  of  great  importance.  The 
intestines  have  their  peristaltic  ac- 
tion, and  so  have,  practically,  all  the 
other  abdominal  viscera  respiratory 
movement,  as  well  as  those  of  the  tho- 


rax. The  brain,  in  its  almost  closed 
surroundings,  may  or  may  not  have  or 
need  any  special  movements,  but  it 
is  certainly  true  that  the  uterus  and 
appendages,  in  the  pathological  state 
under  consideration,  with  the  great 
superimposed  weight,  and  in  an  almost 
fixed  condition  below,  with  vessels 
engorged,  does  not,  when  the  body  is 
erect,  have  much  change  of  position, 
and  must  necessarily  suffer.  The 
vis-a-tergo,  in  normal  conditions,  is 
sufficiently  able  to  maintain  equable 
circulation  in  valveless  vessels,  but  it 
is  certainly  not,  when  change  of  axis 
and  loss  of  support  has  gradually  led 
to  material  changes ;  it  may  be  that 
other  vessels  have  compensated 
largely,  but  the  points  of  impinge- 
ment and  flexion  at  least  do  not  re- 
ceive their  normal  supply. 

The  argument  that  nature  provides 
for  all  contingencies  is  not  rational. 

With  this  idea  in  mind,  the  writer 
instructs  each  patient  to  place  her- 
self in  the  knee-chest  position  nightly, 
just  after  retiring,  and  take  deep,  reg- 
ular inspirations,  twelve  to  fifteen  per 
minute  for  a  variable  period,  and  then 
assume  a  lateral  position  opposite  to  any 
adhesions,  knees  comfortably  drawn 
up  and  sleep  invited. 

Improvement  seems  to  be  aided, 
and  the  morning  heaviness  in  back  is 
not  nearly  so  marked.  This  exercise 
may  be  repeated  for  a  few  minutes 
every  morning  before  rising. 

No  attempt  has  been  made  in  this 
article  to  elaborate  the  treatment  of 
posterior  displacements,  and  hence 
any  failure  to  mention  the  investiga- 
tions of  others  is  not  intentional. 

Especially  would  the  writer  like  to 
dwell  upon  the  great  benefit  derived 
from  hydrotherapy,  particularly  as  ap- 
plied to  the  spmal  column. 

He  has  found,  clinically,  much  of 
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value  from  adopting  the  above  roughly 
sketched  measures,  and  has  purposely 
omitted  many  details  for  lack  of  time. 

He  wishes  to  push  with  much  em- 
phasis the  fact  before  stated,  that 
operation  may  often  be  deferred  with 
benefit,  in  a  given  case,  if  not  entirely 
left  out  of  consideration. 

Again,  while  disease  of  the  uterus 
and  appendages  as  produced  by  dis- 
placements, and  displacements  as  oc- 
casioned by  disease,  in  a  large  meas- 
ure, but  not  absolutely,  are  indicated 
by  a  derangement  in  the  performance 
of  uterine  functions,  conversely  any 
condition  departing  from  the  normal 
unaccompanied  by  any  evidences  of 
perverted  functions  attributable  solely 
to  the  uterus  and  appendages,  should 
be  carefully  studied  before  local  inter- 


ference or  even  suggestion  is  indulged 
in  ;  or,  to  state  it  differently,  derange- 
ments are  not  always  in  direct  ratio 
to  the  extent  or  condition  of  tissue 
involved. 
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The  late  learned  Professor  Willard 
Parker,  the  peerless  surgeon  of  the 
nineteenth  century,  was,  I  believe, 
the  first,  in  1867,  to  resort  to  the 
science  and  art  of  Surgery  in  the 
treatment  of  acute  suppuration  of  the 
appendix  vermiformis.  The  opera- 
tion for  the  cure  of  appendicitis,  as 
now  perfected  by  the  genius  of  Mc- 
Burney,  stands  to-day,  as  a  life-saving 
procedure,  unparallelled  in  the  annals 
of  surgery.  In  no  department  of 
medicine  or  surgery  have  there  been 
more  problems  solved,  and  in  no 
department   of   human   progress  has 


there  been  more  advancement  made 
than  can  be  claimed  for  the  modern 
surgical  treatment  of  diseases  pecu- 
liar to  the  abdominal  and  pelvic 
cavities.  I  hesitate  not  to  assert  that 
thousands  of  victims  of  appendicitis 
formerly  passed  over  that  fatal  bridge 
to  the  unseen  shore  beyond,  almost 
without  sympathy,  because  their 
malady  was  not  recognized  and  appre- 
ciated, who,  to-day,  by  the  aid  of 
surgery,  as  now  redeemed  and  puri- 
fied of  its  dirt,  are  restored  to  their 
families  and  to  society.  The  subject 
that  formed  the  basis  for  this  clinical 
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report  is  Dr.  H.  B.  Anderson,  of 
this  city,  a  young  and  highly  accom- 
pHshed  physician,  33  years  of  age, 
family  history  and  personal  habits 
good.  October  10,  1892,  I  was  re- 
quested to  meet  his  medical  attend- 
ant. Dr.  I.  A.  Thompson,  in  consulta- 
tion. On  arriving  at  the  bedside  of 
the  patient  I  learned  from  the  doctor 
and  his  family  the  following  history  : 
He  stated  that  he  had  had  since 
September,  1890,  no  less  than  five 
attacks  like  the  one  he  was  then  suf- 
fering from.  The  pain,  he  said, 
would  first  commence  over  the  region 
of  the  appendix  and  gradually  extend 
over  and  involve  the  entire  abdomen, 
which  would  become  so  sore  and 
painful  as  to  be  unable  to  bear  the 
weight  of  the  bed  clothing.  He  also 
stated  that  for  several  days  preceding 
these  attacks  he  would  suffer  from 
constipation,  and  just  as  soon  as  the 
pain  and  soreness  began  to  abate  in 
the  abdomen  he  would  suffer  from 
diarrhoea,  which  would  continue  for 
several  days,  and  would  so  reduce 
him  in  strength  as  to  leave  him  unable 
to  attend  to  his  professional  duties  for 
weeks  at  a  time.  After  obtaining 
the  above  history  I  proceeded  to  the 
examination  of  the  patient  by  first 
taking  his  temperature,  which  was 
found  to  be  102}^°  F. ;  pulse,  132; 
respiration,  30;  tongue  dry  and 
coated,  while  the  abdomen  was  dis- 
tended with  gas  to  a  marked  degree. 
While  passing  my  hand  over  the  sur- 
face of  the  abdomen  it  came  upon  a 
well-defined  mass  situated  precisely 
over  the  region  of  the  appendix.  This 
discovery,  together  with  his  history 
and  his  present  condition,  convinced 
me  at  once  that  my  patient  was  suf- 
fering from  an  advanced  form  of  sup- 
purative  appendicitis,   and    I   so   ex- 


pressed myself,  and  urged  upon  the 
doctor  and  his  family  the  importance 
of  immediate  operation. 

The  doctor  at  once  accepted  my 
view  of  the  case,  and  requested  that 
the  operation  should  be  performed 
without  further  delay,  and  stated  that 
if  pus  was  within  his  abdomen  he 
could  not  recover  until  it  was  first 
removed.  As  it  was  now  dark,  after 
briefly  conferring  with  his  medical 
attendant.  Dr.  Thompson,  we  con- 
cluded to  defer  operative  procedure 
until  the  following  morning  and  in 
the  meantime  to  try  and  stimulate 
the  patient  during  the  night ;  there- 
fore, whiskey,  carbonate  of  ammonia 
and  tincture  of  digitalis  were  ordered 
to  be  injected  into  the  lower  bowel 
at  stated  intervals  during  the  night 
(nothing  to  be  given  by  the  stomach). 
On  calling  early  the  next  morning  I 
was  somewhat  surprised  at  not  find- 
ing my  patient  a  little  stronger.  His 
temperature  had  gone  up  to  103^° 
F.,  pulse  140,  restless  and  his  abdomen 
distended  with  gas  to  its  utmost 
capacity ;  in  fact,  we  considered  the 
patient  far  better  fitted  for  the  under- 
taker than  for  a  surgeon.  Dr.  Jarvius 
kindly  consented  to  assume  charge  of 
the  chloroform,  while  Dr.  Thompson 
agreed  to  render  all  the  assistance 
necessary.  The  patient  was  now 
placed  on  a  table  opposite  a  good 
light,  and  when  slightly  under  the 
influence  of  the  chloroform  I  opened 
his  abdomen  to  the  extent  of  five 
inches  over  the  most  prominent  por- 
tion of  the  tumor.  This  accomplished, 
I  now  passed  my  finger  into  the  ab- 
dominal cavity,  where  it  at  once  came 
in  contact  with  the  thick  bulging 
walls  of  the  abscess.  While  trying 
to  map  out  the  extent  and  anatomical 
structures    involved  in  the  make-up 
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of  the  abscess  my  finger  was  forced 
through,  allowing  the  contents  of  the 
abscess  to  flow  freely  into  the  general 
peritoneal  cavity.  Now  turning  my 
attention  to  the  breaking  down  and 
straightening  out  the  various  struc- 
tures that  composed  the  walls  of  the 
abscess,  I  came  upon  the  appendix, 
which  was  detached,  gangrenous  and 
floating  freely  in  the  debris  at  the 
bottom  of  the  abscess,  a  pathological 
condition  very  much  doubted  by 
Greig-Smith.  At  this  stage  of  the 
procedure  the  patient's  physical  con- 
dition was  anything  but  indicating 
vitality.  Therefore  I  took  a  two- 
quart  pitcher  full  of  water  that  had 
been  kept  at  a  proper  temperature 
by  the  nurse,  and  poured  it  slowly 
into  the  abdominal  cavity,  and  with 
the  hand  in  the  abdomen  I  paddled 
the  Vater  around  among  the  various 
coils  of  the  intestines,  washing  them 
absolutely  clean.  The  good  effects 
of  the  hot  water  was  plainly  to  be 
observed,  for  it  really  started  up, 
I  may  say  anew,  the  circulation  and 
respiration,  a  condition  of  things  very 
much  desired.  The  patient  was  now 
turned  over  on  his  side  and  the  water 
allowed  to  drain  away.  This  finished 
he  was  turned  back  on  the  table  and 
again  his  abdomen  flushed  out  and 
drained  away. 

Again  his  abdominal  cavity  was 
filled  with  plain  warm  water  (this 
time  it  was  allowed  to  remain).  I 
now  took  about  three  yards  of  gauze 
and  carried  one  end  deep  down  into 
the  pelvic  cavity,  and  spread  it  out 
among  the  intestines  in  such  a  way 
as  would  best  secure  the  widest  pos- 
sible range  of  drainage  (leaving  the 
other  end  of  the  gauze  protruding 
from  the  external  wound).  Two 
deep  sutures  were  now  passed,  one  at 


each  angle  of  the  wound,  and  the 
patient  placed  in  bed  more  dead  than 
alive,  where  he  was  surrounded  with 
dry  heat,  and  after  the  lapse  of 
several  hours  he  began  to  recover 
from  the  shock  of  the  operation.  On 
calling  early  the  next  morning,  I 
learned  from  the  nurse  that  the 
patient  had  passed  a  very  uneasy 
night.  His  stomach  had  refused  to 
retain  the  little  small  sips  of  hot  water 
that  had  been  ordered  for  him  and 
given  through  the  night.  Temperature, 
103°  F. ;  pulse,  120;  mouth  and  skin 
dry.  I  now  removed  the  drainage 
gauze  and  again  filled  his  abdomen 
full  of  warm  water,  which  had  the 
desired  effect  of  reducing  his  tem- 
perature and  pulse,  and  he,  after 
three  hours,  dropped  off  to  sleep,  and 
remained  in  that  condition  for  nearly 
five  hours.  I  now  gave  orders  to  the 
nurse  to  inject  into  the  rectum  milk 
and  whiskey  every  three  hours,  but 
after  the  first  injection  the  sphincter 
ani  relaxed,  so  further  injections  had 
to  be  discontinued.  He  remained  in 
about  this  condition  until  the  morn- 
ing of  the  third  day,  when  he  began 
to  cough  and  raise  a  thick  pus-like 
substance  mixed  with  blood,  and  at 
the  same  time  he  complained  of  a 
fixed  pain  in  the  right  side.  This 
new  development  led  to  the  examin- 
ation of  the  patient's  chest,  which 
revealed  the  fact  that  the  lower  por- 
tion of  the  right  lung  was  involved 
and  passing  through  the  well-known 
changes  peculiar  to  the  second  stage 
of  pneumonia.  Confronted  with  the 
above  complication,  together  with  a 
rebellious  stomach  and  relaxed 
sphincter,  I  concluded  to  depart  from 
the  traditional  do-nothing  treatment 
and  carry  into  execution  a  previously 
conceived   idea   that    under    circum- 
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stances  like  the  above  it  would  be 
not  only  justifiable,  but  eminently 
proper  and  right,  to  place  alcohol  in 
the  abdominal  cavity  with  the  view 
of  stimulation.  With  this  end  in 
view  I  took  three  ounces  of  pure 
alcohol  and  diluted  it  with  two  quarts 
of  water  at  a  proper  temperature,  and 
with  the  aid  of  a  Davidson  syringe  it 
was  conveyed  through  the  external 
wound  into  the  abdominal  cavity. 
This  accomplished  I  left  the  patient 
to  the  effects  of  the  alcohol,  fully 
believing  that  within  the  next  six 
hours  he  either  would  pass  over  that 
fatal  bridge  and  j  oin  the  great  maj  ority, 
or  he  would  be  brought  to  a  condition 
of  complete  alcoholic  intoxication. 
In  the  effect  of  the  alcohol  I  was  not 
disappointed.  Calling  some  four 
hours  later  it  was  plainly  to  be  seen 
that  the  alcohol  had  found  its  way 
through  the  peritonaeum  into  the 
genera]  circulation.  The  pulse  at 
this  time  I  found  had  decreased  in 


frequency  from  140  to  107,  tempera- 
ture had  dropped  from  103^°  F. 
down  to  1005^°  F.,  while  the  breath- 
ing was  deeper  and  far  less  jerky. 
He  remained  in  this  condition  for 
some  eighteen  hours,  when  it  became 
necessary  to  give  him  more  stimu- 
lants. I  therefore  conveyed  the  same 
amount  as  before  into  the  abdominal 
cavity,  with  more  than  the  same 
gratifying  results,  for  less  than  five 
hours  afterwards  the  pulse  was  found 
to  be  92,  temperature,  99°  F.,  respira- 
tion, 22,  skin  moist,  stomach  quiet 
and  the  sphincters  had  contracted 
and  he  no  longer  passed  urine  and 
faeces  in  bed.  From  this  time  the 
patient  was  able  to  take  food  and 
stimulants  by  the  stomach,  and  with- 
out further  protracting  this  report  I 
will  say  that  at  the  expiration  of  five 
weeks  from  the  day  of  the  operation 
he  had  so  far  recovered  as  to  be  able 
to  go  to  his  office  and  attend  to  his 
professional  duties. 


Treatment  of  Vaginitis  by  Peroxide  of  Hydrogen 

(Medicinal). 


BY    HERMAN    L.    COLLYER,    M.D., 

NEW  YORK. 


There  is  no  disease,  aside  from  the 
graver  maladies,  so  annoying  and  dis- 
tressing to  the  patient  as  vaginitis. 
The  married  and  the  single  alike  may 
be  attacked  by  it  in  one  or  another 
of  its  varieties,  and  its  treatment  by 
routine  methods  is  slow  and  unreli- 
able. 

In  all  its  forms,  vaginitis  starts,  as 


do  other  inflammations,  with  heat, 
■pain,  redness  and  dryness  of  the 
parts.  This  condition  is  soon  fol- 
lowed by  slight  swelling  of  the  labia, 
and  by  a  discharge  which  becomes 
muco-purulent.  Medical  advice  is 
usually  sought  after  this  stage  has 
become  established.  It  was  an  old- 
time  custom,  and  is  to-day  observed 
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by  some,  to  order  douches,  with  dif- 
ferent mucilaginous  substances,  and 
to  make  local  applications,  many  of 
which  have  wrought  harm.  The  pa- 
tient was  dosed  meanwhile  with  vari- 
ous drugs  supposed  to  have  a  specific 
effect  on  the  inflamed  parts,  regard- 
less of  the  causes  of  this  disease. 

Dr.  Egbert  H.  Grandin,  of  this  city, 
called  my  attention  some  time  ago  to 
the  valuable  properties  of  peroxide  of 
hydrogen  (medicinal)  in  cases  of  va- 
ginitis. I  then  began  its  use  in  this 
disease,  whether  specific,  simple  or 
senile,  and  have  been  able  to  cure  my 
cases  in  a  more  speedy  and  effective 
manner  than  by  other  methods. 

It  is  my  custom  in  the  treatment 
of  a  case  of  vaginitis  (purulent),  first 
to  wash  the  parts  with  warm  creoline 
water  (3ss  to  Oi),  getting  rid  of  all 
the  secretion  possible ;  then  through 
a  glass  or  rubber  cylindrical  speculum 
to  thoroughly  wash  out  the  vagina. 
I  use  peroxide  of  hydrogen  (medi- 
cinal) plentifully,  either  full  strength 
or  diluted  with  luke-warm  water, 
and  rub  the  surface  with  a  pledget 
of  cotton,  withdrawing  the  specu- 
lum at  the  same  time  (but  not  allow- 
ing it  to  come  out),  so  as  to  allow  the 
peroxide  to  get  deep  into  the  crypts, 
destroying  the  pyogenic  membrane 
and  the  gonococci,  if  any  have   im- 


bedded themselves  in  the  epithelium : 
I  treat  the  vagina  throughout  in  this 
manner,  and  also  the  vulva,  especially 
in  the  folds  of  the  labia  and  the  ori- 
fices of  the  Bartholin  ducts.  Having 
destroyed  every  vestige  of  the  pus 
with  the  peroxide  of  hydrogen,  I  pour 
into  the  speculum  about  one  ounce  of 
sol.  argenti  nitratis  (3ss  to  3i)  and  coat 
the  denuded  membrane  throughout, 
inserting  a  strip  of  iodoform  or  aristol 
gauze  to  keep  the  parts  separated, 
swabbing  the  external  parts  with  the 
same  solution  (grs.  xv  to  -i). 

I  repeat  this  process  every  second 
or  fourth  day,  as  the  case  demands. 
The  patient  is  instructed  to  remove 
the  gauze  on  the  following  day,  and 
to  use,  in  acute  attacks,  a  cool,  weak 
solution  of  the  lotion  plumbi  et  opii 
or  muriate  of  ammonia  sol.  (^3ii  to 
Oi)  water,  two  or  three  times  daily. 
When  the  symptoms  become  milder, 
the  use  of  astringents  is  necessary,  as 
sodii  biborat,  sulpho-carbolate  of 
zinc  or  alum. 

In  specific  vaginitis  the  endome- 
trium and  the  urethra  have  often  be- 
come affected.  I  treat  those  cavities 
in  the  same  manner,  of  course  observ- 
ing the  precautions  necessary  for 
each,  in  all  cases  securing  free  drain- 
age. 
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Prolapsus  with  Retro-Deviations  of  the  Uterus  Treated  by 
Ventro-fixation,  with  Report  of  Cases. 


BY   J.    A.    PRINCE,  M.D., 

SPRINGFIELD,   ILL. 


The  operation  of  ventro  fixation  is 
not  a  new  one,  being  nearly  as  old  as 
ovariotomy,  though  it  was  first  done 
by  the  indirect  method  of  fastening 
the  stump  of  an  ovary  or  the  pedicle 
of  an  ovarian  tumor  in  the  abdominal 
incision,  not  with  the  idea  of  correct- 
ing any  displacement  of  the  uterus, 
but  simply  as  a  means  of  disposing  of 
the  pedicle.  It  was  afterward  dis- 
covered that  previously-existing  dis- 
placements had  disappeared.  Thus 
by  accident  the  operation  of  hyster- 
orrhapy  or  ventro-fixation  for  the  cure 
of  uterine  displacements  came  into 
use. 

The  operation  was  first  intention- 
ally done  by  Koeberle  in  1869  for  the 
cure  of  a  retro-flexion.  He  sacrificed 
one  ovary,  suturing  the  stump  in  the 
abdominal  incision.  This  method, 
of  course,  produces  a  twisting  of  the 
uterus,  and  Olshausen  soon  improved 
upon  it  by  suturing  the  round  and 
broad  ligaments  to  the  abdominal 
wall,  those  portions  of  the  ligament 
being  taken  immediately  adjacent  to 
the  uterus.  An  objection  was  found 
to  this  procedure  in  that  a  ring  was 
left  through  which  intestines  might 
pass  and  become  incarcerated. 

In  1887,  the  operation  as  now  most 
commonly  done,  was  brought  forward 
by  Leopold,  of  Dresden.  It  consists 
of  attaching  the  fundus  of  the  uteius 
directly  to  the  abdominal  wall, 
.  So  far  as  I  am  able  to  learn,  the 
operation  has  never  been  widely  taken 


up  by  American  operators.  The 
number  of  cases  reported  are  very 
few  and  the  literature  very  meagre. 

One  point  which  I  imagine  has  de- 
terred many  surgeons  from  attempt- 
ing it  has  been  the  question  of  its 
justifiability. 

Unquestionably  it  is  not  justifiable 
to  open  the  abdomen,  and  stitch  the 
uterus  anterior  in  a  case  of  slight  pro- 
lapsus or  retro-deviation  devoid  of 
adhesions  and  with  healthy  appen- 
dages. The  condition  present  does 
not  threaten  life,  and  beyond  some 
discomfort  the  patient  can  go  through 
life  in  comparative  enjoyment,  with 
the  aid  of  a  well-adjusted  pessary. 

The  mere  opening  of  the  abdomen 
is  not  without  grave  dangers,  because 
we  cannot 'be  sure  that  our  details 
have  been  pei  feet.  I  think  the  opera- 
tion is  indicated  in  the  extreme  de- 
grees of  prolapsus,  or  of  retroversion, 
causing  symptoms  which  render  the 
life  of  the  patient  a  burden  both  to 
herself  and  to  her  friends.  Espe- 
cially is  it  so  wh^n  there  exist  firm 
adhesions,  or  there  is  present  co- 
existing tubal  or  ovarian  disease.  We 
very  commonly  find  prolapsed  and 
adherent  ovaries  accompanying  these 
displacements.  The  suffering  which 
this  condition  may  cause  is  extremely 
severe,  and  one  would  be  fully  justi- 
fied in  using  any  means  in  reason  for 
its  relief.  As  complementary  to  other 
abdominal  operations,  where  indi- 
cated,  it  is  always  justifiable,  as  the 
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simple  procedure  of  passing  two  or 
three  of  the  abdominal  wound  sutures 
through  the  uterus  does  not  compli- 
cate the  operation.  Many  times  it 
will  be  found  necessary  to  do  this  as 
the  supports  to  the  uterus  may  have 
been  unavoidably  destroyed. 

In  the  operation  as  done  by  Leo- 
pold the  abdominal  incision  is  made 
in  the  usual  way,  though  not  going 
as  near  the  pubis ;  a  two  and  a  half  or 
three-inch  incision  will  be  found  large 
enough  for  the  necessary  manipula- 
tions. It  will  facilitate  the  work 
greatly  if  the  Trendelenburg  posture 
is  employed.  After  the  separation 
of  the  adhesions  the  fundus  is  brought 
forward  into  the  wound  and  held 
while  the  sutures  are  passed.  A 
large  curved  needle  armed  with  silk- 
worm-gut is  passed  through  the  ab- 
dominal wall  on  one  side,  and  enter- 
ing the  anterior  surface  of  the  fundus 
at  about  a  level  with  the  insertion  of 
the  round  ligaments  it  is  passed 
through  the  superficial  muscular  tis- 
sues for  about  an  inch,  then  out 
through  the  abdominal  wall  on  the 
opposite  side  from  the  point  of  en- 
tering. From  one  to  three  of  these 
sutures  are  passed,  and  before  tying 
them  the  anterior  surface  of  the 
uterus,  where  it  will  come  in  contact 
with  the  abdominal  wall,  is  gently 
scraped  with  a  scalpel  to  freshen  the 
surface  and  make  adhesions  more 
sure.  These  sutures  are  then  tied, 
and  the  rest  of  the  abdominal  incision 
closed  in  the  usual  way.  The  sutures 
are  removed  about  the  twelfth  day. 
Some  operators  attempt  to  do  the 
operation  without  incising  the  ab 
domen,  placing  the  patient  in  Tren- 
delenburg's position,  and  with  an  as- 
sistant pressing  the  uterus  up  by 
means  of  a  finger  in  the  vagina,  the 


sutures  are  passed.  In  my  first  case 
the  attempt  was  made  to  operate  in 
this  way,  but  in  the  course  of  a  month 
the  adhesions  gave  way  entirely,  and 
I  was  forced  to  open  the  abdomen 
and  refasten  the  uterus.  All  traces 
of  any  adhesion  having  been  present 
had  disappeared. 

In  many  of  the  cases  in  which  this 
operation  is  indicated,  it  would  be 
impossible  to  break  up  the  existing 
pelvic  adhesions  and  bring  the  uterus 
up  to  the  abdominal  wall  without 
opening  the  abdomen,  as  it  is  some- 
times extremely  difficult  to  do,  even 
when  free  access  is  gained  to  the 
pelvis  through  the  abdomen,  and 
besides  a  great  risk  is  run  of  pene- 
trating an  adherent  intestine,  as  one 
is  working  entirely  by  chance. 

The  greatest  argument  against  the 
operation  is  the  uncertainty  of  the 
permanence  of  the  adhesion.  My 
cases  are  of  too  late  date  to  base 
much  value  upon  in  that  regard, 
though  so  far  as  I  am  able  to  deter- 
mine none  of  them  have  given  away 
as  yet  except  the  first  one,  and  since 
the  second  operation,  done  a  month 
after  the  first,  the  uterus  has  been 
held  up  firmly. 

Leopold  has  had  cases  go  through 
pregnancy  to  term  with  a  natural 
labor  without  rupture  of  the  adhe- 
sions, while  Munde  had  one  abortion 
at  about  the  fourth  month  without  a 
rupture.  Pregnancy  will  be  the 
severest  test  of  its  permanency. 

Case  I. — Miss  E.  M.,  aged  25  years. 
For  several  years  has  been  able  to  be 
on  her  feet  but  very  little,  and  is 
unable  to  do  any  kind  of  work.  Ob- 
stinate constipation  exists. 

Examination :  Uterus  prolapsed 
with  the  OS  down  to  the  vulva,  also 
tipped  backward  against  the  sacrum. 
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Flad  been  under  the  care  of  several 
physicians  and  had  worn  pessaries. 
I  adjusted  a  pessary  October  8,  1891, 
but  was  compelled  to  remove  it  in 
November.  The  tampon  treatment 
was  then  resorted  to,  which  she  car- 
ried out  at  home.  She  returned  in 
December,  and  as  no  improvement 
was  present,  the  operation  of  ventro- 
fixation was  explained  to  her  and  ad- 
vised. This  was  done  January  6, 
1892,  without  opening  the  abdomen, 
an  assistant  holding  the  uterus  up 
against  the  abdominal  wall  by  a  finger 
in  the  vagina  while  the  stitches  were 
passed.  The  precaution  was  taken 
to  introduce  a  sharp  pointed  instru- 
ment through  the  wall  and  scratch 
the  surface  of  the  uterus  to  insure 
adhesions  taking  place.  Stitches 
were  removed  about  the  twelfth  day, 
and  she  went  home  in  three  weeks 
with  the  uterus  held  up  in  place,  ap- 
parently secure. 

She  returned  March  21  with  the 
uterus  down  in  its  original  position. 
The  second  operation  was  done 
March  22,  this  time  opening  the  ab- 
domen. No  sign  of  any  adhesions 
having  been  present  were  found. 
Stitches  removed  in  twelve  days; 
went  home  in  four  weeks. 

I  examined  this  patient  about  two 
weeks  ago  and  found  that  the  uterus 
is  held  firmly  to  its  place.  She  is 
much  improved  in  health,  and  is  able 
to  be  about  a  great  deal,  and  to  do 
light  housework.  Some  pain  in  ab- 
dominal wound. 

Case  II. — Mrs.  A.  H.,  aged  45  years. 
One  child,  aged  22  years;  complete 
prolapsus,  the  organ  part  of  the  time 
being  out  between  the  thighs  ;  re- 
moved tubo-ovarian  cysts  from  both 
sides,  and  did  ventro-fixation  in  the 
usual  way.     This  patient,  before  the 


operation,  was  in  constant  misery,  and 
wanted  me  to  remove  the  uterus,  but 
the  ventro-fixation  has  sufficed  to  cor- 
rect the  displacement,  and  renders 
her  able  to  work  and  find  some  en- 
joyment in  life,  and  it  is  a  much  less 
serious  operation  than  hysterectomy. 

Operation  done  February  16,  1893. 

Case  III.— Mrs.  R.  H.,  aged  24 
years,  five  children ;  lacerated  cer- 
vix with  prolapsus  of  the  uterus  and 
right  ovary  and  tube. 

Operation,  July  6,  1892.  Lacerated 
cervix  repaired,  and  ventro-fixation 
done. 

An  examination  about  two  months 
ago  reveals  the  uterus  and  ovary  and 
tube  held  up  securely.  Some  irrita- 
bility of  bladder  has  existed  since  the 
operation  and  she  is  pregnant.  Her 
health  is  better  than  before  the  oper- 
ation. 

Case  IV.— Miss  Ada  A.,  aged  21 
years.  Was  severely  hurt  in  horse- 
back riding  about  two  years  ago,  and 
since  that  time  has  been  a  constant 
invalid  ;  suffers  severely  at  her  men- 
strual periods  ;  only  able  to  be  out  of 
bed  one  week  in  four,  and  then  gets 
about  with  difficulty.  Obstinate  con- 
stipation exists. 

Examination  :  Uterus  prolapsed 
and  retroverted,  bound  down  securely 
in  the  pelvis. 

Operation,  November  7,  1892. 
Ovaries  and  tubes  found  to  be  nor- 
mal ;  uterus  gotten  out  of  its  bed 
of  adhesions  with  great  difficulty, 
and  fastened  anteriorly  by  the  usual 
method.  Since  the  operation  she  is 
much  improved,  but  the  result  is  not 
entirely  satisfactory  ;  there  is  a  great 
deal  of  pain  at  the  wound  site,  proba- 
bly from  the  dragging  upon  it  by  the 
uterus.  Her  menstrual  trouble  is 
greatly  benefited. 


752 


J.  A.  PRINCE. 


Case  V.-Mrs.  M.  E.  C,  aged  50 
years.  One  child,  aged  30.  At  this 
child's  birth  the  cervix  was  very  ex- 
tensively torn,  and  was  never  cor- 
rected ;  endometritis  present  with 
consequent  enlargement ;  the  os  pre- 
sented at  the  vulva,  and  when  she  is 
much  upon  her  feet  the  uterus  comes 
partially  out. 

Operation,  January  21,  1893.  Am- 
putation of  cervix  and  ventro-fixation. 
The  result  in  this  case  is  thus  far  all 
that  could  be  desired. 

Case  VL— Mrs.  W.  W.  C,  aged  21 
years.  One  child,  17  months  old  ; 
very  fleshy ;  prolapsus  of  uterus  and 
ovaries. 

Operation,  December  21,  1892.  An- 
other perfect  result. 

Case  VIL— Miss  R.  F.,  aged  25 
years.  Gave  a  history  of  severe  long- 
continued  menstrual  difficulty. 

Examination  :  Uterus  prolapsed 
and  retroverted;  prolapsus  also  of 
right  ovary  and  tube,  which  were  very 
much  enlarged. 

Operation,  December  23,  1892. 
Right  ovary  contained  quite  large 
cysts,  and  was  removed  with  tube. 
Adhesions  of  uterus  to  pelvic  sur- 
roundings broken  up,  and  ventro-fix- 
ation done. 

Result  has  not  been  an  entire  suc- 
cess, as  the  pain  in  the  wound  from 
the  dragging  exists  in  this  case  as  in 
the  other,  where  firm  adhesions  were 
met  with.  The  uterus,  however,  is 
held  up  securely. 

Case  VIII. — Mrs.  C,  aged  35  years. 
Three  children.  In  1886  Dr.  David 
Prince  removed  the  ovaries  and  tubes, 
fastening  the  stumps  in  the  abdominal 
incision.  Since  that  time  she  has  had 
a  series  of  cysts  form  in  the  wound. 
After  having  four  or  five  successively 
removed  she  underwent  a  more  radi- 


cal operation,  and  I  excised  the  scar 
containing  the  remnants  of  the  tubes, 
and  removed  the  tubes  close  up  to 
the  uterus.  As  the  organ  then  re- 
mained without  support  a  ventro-fixa- 
tion was  done.  She  is  now  free  from 
any  trouble  whatever. 

Operation,  December  30,  1892. 

Case  IX.— Mrs.  E.  A.  P.,  aged  37 
years.  One  child.  Prolapsus  and 
retroversion,  with  a  fibroid  on  poste- 
rior uterine  wall  the  size  of  an  apple  ; 
demented ;  operation  for  removal  of 
fibroid  done  to  exert  a  curative  influ- 
ence over  the  mental  difficulty,  which 
was  probably  due  to  her  knowledge 
of  the  existence  of  the  tumor ;  ova- 
ries and  tubes  removed,  and  ventro- 
fixation done  after  enucleating  the 
fibroid.  Her  physical  health  improved 
considerably,  following  the  operation, 
but  there  was  but  slight  change  in 
her  mental  condition.  About  two 
months  after  returning  home  she 
committed  suicide  by  shooting  herself 
through  the  head. 

Operation,  January  4,  1893. 

Case  X.— Mrs.  J.  W.  C,  aged  37 
years.  Three  children  ;  youngest  10 
years  old.  Uterus  retroverted  and 
prolapsed  ;  small  cystic  tumor  of  right 
ovary  ;  cyst  removed,  and  ventro-fixa- 
tion done. 

Operation,  January  9,  1893.  The 
result  thus  far  is  very  satisfactory. 

Case  XL— Miss  C.  M.,  aged  22 
years.  Slight  prolapsus  and  retrover- 
sion ;  oophoritis ;  found  on  opening 
abdomen  somewhat  extensive  adhe- 
sions, with  considerable  congestion  of 
ovaries  and  tubes ;  did  not  remove 
either  ovary,  though  I  was  requested 
to  do  so,  thinking  that  after  elevating 
the  uterus,  and  with  it  the  ovaries  and 
tubes,  that  the  congestion  would  dis- 
appear. 
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Operation,  January  23,  1893.  The 
result  thus  far  has  not  been  very  sat- 
isfactory. Considerable  pain  exists  in 
wound,  but  I  think  is  subsiding. 

Case  XII.— Mrs.  T.  S.,  aged  50 
Complete  prolapsus. 

Operation,  January  23,  1893.  The 
result  is  good,  and  no  pain  exists. 
There  were  no  adhesions  in  this  case. 

Case  XIII.— Mrs.  J.  H.  M,  aged 
40  years.  Complete  prolapsus  ;  lacer- 
ated cervix  and  perinaeum,  with  endo- 
metritis and  haemorrhoids  ;  very  irreg- 
ular heart,  and  suffers  severely  from 
nervousness  ;  unable  to  be  out  of  bed. 

I  repaired  cervix  and  perinaeum ; 
curetted  uterus,  and  cauterized  the 
haemorrhoids ;  opened  the  abdomen, 
and  removed  a  large  cystic  ovary,  and 
did  a  ventro-fixation  at  the  one  sit- 
ting. She  improved  very  much,  and 
was  able  to  go  home  in  about  five 
weeks,  but  since  returning  home  she 
has  been  compelled  to  take  to  her  bed 
again  on  account  of  the  nervousness 
and  congestive  attacks.  During  these 
attacks  the  mucous  surfaces  become 
as  blue  as  indigo,  and  the  heart  very 
intermittent. 

Operation,  February  6,  1893. 

Case  XIV.— Mrs.  E.  K.,  aged  30 
years.     Prolapsus. 

Operation,  March  31,  1893.  Re- 
covery thus  far  perfect ;  no  subse- 
quent pain. 


Case  XV.— Mrs.  H.  B.,  aged  33 
years  ;  two  children ;  retroversion  with 
firm  adhesions ;  cysts  of  both  ovaries  ; 
unable  to  be  out  of  bed ;  removed 
ovaries,  and  did  a  ventro-fixation ; 
still  in  the  house  and  gaining  rap- 
idly. 

Ventro-fixation  is  still  on  trial,  and 
it  will  take  years  to  decide  the  merits 
of  the  operation. 

Of  the  fifteen  cases  here  reported, 
all  made  good  recoveries  from  the 
operation^  and  at  the  present  time,  so 
far  as  I  can  learn,  the  uterus  is  held 
up  securely  in  every  one ;  but  of  the 
fifteen,  five  have  more  or  less  constant 
pain  in  the  wound  ;  they  are  Cases  I, 
IV,  VII,  XI  and  XIII.  This  is  prob- 
ably caused  by  the  dragging  of  the 
uterus  upon  the  wound.  This  subse- 
quent pain  has  occurred  mostly  in 
those  cases  where  adhesions  were  met 
with,  and  difficulty  was  experienced 
in  lifting  the  uterus  up  to  sufficient 
height  to  attach  it.  I  think  it  will 
eventually  subside. 

In  conclusion  I  will  say  that  from 
my  own  results  alone  I  would  consider 
the  operation  indicated  and  entirely 
justifiable  in  many  cases  of  retro-dis- 
placements and  prolapse.  Whether 
other  operators  will  concur  with  me 
in  my  conclusion  is  what  I  want  to 
know. 
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(Concluded  from  page  631.) 

The  fever  in  nephritis  in  children  beginning.  There  were  anasarca,  dysp- 
dcpends,  in  the  vast  majority  of  cases,  noea  and  an  evening  temperature  over 
on  a  complication  or  a  pre-existing  39°  centigrade,  but  about  normal  in  the 
pathological  condition.  In  fact,  sim-  morning.  The  child,  2}^'  years  of  age, 
pie  nephritis  is  rarely  febrile.  Cer-  died  on  the  fifteenth  day  of  the  dis- 
tainly  one  may  meet  with  the  acute  ease,  and  the  autopsy  revealed  a  quite 
form  of  Bright's  disease,  which  sud-  considerable  hyperasmia  of  the  lungs, 
denly  appears  with  chills,  resembling  as  well  as  kidney  lesions,  in  every 
those  of  pneumonia,  but  this  is  not  respect  the  same  as  those  I  have 
common.  When  there  is  fever  the  already  described.  It  will  be  remem- 
nephritis  usually  follows  some  other  bered  that  in  one  of  the  above  men- 
disease  as  scarlet  fever,  and  this,  acting  tioned  cases  of  acute  nephritis,  in 
as  a  complication,  keeps  up  the  tem-  which  the  temperature  reached  about 
perature  beyond  its  usual  limits.  I  40°  centigrade,  we  unfortunately  could 
have,  however,  the  notes  of  a  case  of  not  find  out  the  cause  of  the  disease, 
acute  primary  nephritis  with  a  febrile  I  consequently  consider,  as  do  Rilliet 
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and  Barthez,  that  the  simple  forms  of 
nephritis  are  rarely  accompanied  by 
an  elevation  of  the  temperature.  But 
this  is  not  the  case  in  the  nephritis 
of  scarlet  fever,  or  especially  when  it 
is  complicated  by  rheumatism,  endo- 
carditis or  peritonitis,  for  example,  as 
I  have  had  the  opportunity  of  observ- 
ing several  times.  Sometimes  without 
apparent  reason,  fever  persists  after 
a  scarlet  fever  and  then  it  is  that 
nearly  always  the  trouble  will  be 
found  in  the  kidneys.  Sometimes 
scarlet  fever  goes  on  normally  to  the 
stage  of  desquamation,  the  tempera- 
ture has  fallen,  when  all  at  once  the 
fever  kindles  up  again  and  is  the  first 
symptom  of  a  nephritis.  I  shall  give 
an  example  of  this  fact  presently. 
In  sixteen  cases  of  nephritis  seven 
times  I  noted  the  presence  of  fever, 
but  four  times  this  could  be  attributed 
to  the  complications  to  which  I  shall 
soon  allude. 

The  course  of  nephritis  is  usually 
acute ;  I  observed  only  three  cases 
of  chronic  Bright's  disease  out  of 
sixteen  patients.  Once  the  disease 
lasted  over  a  year ;  in  another,  the 
patient  left  at  the  end  of  three 
months ;  in  a  third  case  improvement 
occurring,  the  child  returned  to  its 
home,  but  I  saw  him  again  in  consul- 
tation, ten  months  after  the  origin 
of  the  disease,  when  he  presented  a. 
pruriginous  eruption  over  the  entire 
surface  of  the  upper  part  of  the  body, 
and  there  were  oedema  and  albumin- 
uria. 

These  chronic  cases  are  certainly 
rare,  for  Rilliet  and  Barthez  never  have 
seen  a  case  which  lasted  over  four 
months.  In  general,  whether  slight  or 
severe,  the  disease  is  of  short  duration, 
and  of  sixteen  cases,  in  which  it  took 
on  a  rapid  course,  I  noted  its  duration 


as  fifteen  days  in  eight  cases,  and  from 
twenty  to  thirty  days  in  five  others.  I 
lost  four  of  my  sixteen  cases,  two  left 
the  hospital  in  a  most  desperate  condi- 
tion, ten  were  cured.  My  mortality  is 
consequently  not  quite  so  large  as  that 
given  by  Rilliet  and  Barthez,  who  lost 
twelve  patients  out  of  twenty-five. 

I  shall  say  but  little  of  the  complica- 
tions of  Bright's  disease  in  children  ; 
they  are  for  that  matter  dependent, 
in  the  greater  number  of  cases,  as 
much  upon  the  primary  trouble  as  on 
the  nephritis  itsejf.  Pleuro-pneumo- 
nia  during  Bright's  disease  is  a  rare 
affection  according  to  many  writers. 
Henoch  mentions  a  case  with  a  puru- 
lent collection  ending  in  a  cure,  and 
at  this  juncture  I  desire  to  note  the 
following  case :  It  was  that  of  a  boy 
of  4  years,  who  entered  Professor 
Lannelongue's  service  for  a  tubercular 
arthritis  of  the  left  foot.  Before 
coming  to  the  hospital  he  had  neither 
scarlet  fever  nor  diphtheria.  A  few 
days  later  a  considerable  degree  of 
anasarca  was  discovered,  the  child 
was  transferred  to  our  service  on 
April  3.  The  child  had  fever,  397°, 
a  little  albumin  in  the  urine,  no 
ascites  or  hydrothorax,  but  some 
loud  rales  scattered  over  the  lungs. 
The  rales  increased  the  following 
days,  and  on  April  7,  I  found  at  the 
right  base,  all  the  signs  of  a  sero- 
fibrinous collection,  and  an  explora- 
tory puncture  proved  this  to  be  the 
case.  Under  the  effusion  could  be 
heard  fine  rales,  which  made  me  sup- 
pose that  the  lung  was  the  seat  of  an 
inflammation.  The  fever  had  in- 
creased, and  the  thermometer  re- 
mained at  about  40°.  These  symp 
toms  lasted  two  weeks,  during  which 
the  nephritis  made  no  progress.  The 
temperature  fell  from  40°  to  36.5°  be- 
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tween  the  evening  of  the  14th  and 
the  morning  of  the  i6th  of  April, 
thus  making  an  abrupt  defervescence, 
interrupted  in  the  middle  by  a  slight 
recrudescence.  From  this  day  the 
albumin  and  oedema  diminished, 
finally  disappeared  and  resolution  of 
the  pleuro-pneumonia  was  complete 
on  April  20.  I  thought  that  in  this 
case  I  had  to  deal  with  three  simulta- 
neous manifestations  of  tuberculosis, 
one  in  the  tibio-tarsal  articulation, 
the  second  in  the  kidneys  and  the 
third  in  the  pleura  and  lung.  The 
rapid  disappearance  of  the  albumin  is 
astonishing.  Rilliet  and  Barthez  tell 
us,  in  fact,  that  in  a  nephritis  compli- 
cated with  a  febrile  affection,  the 
urine  remains  albuminous  for  a  long 
time  and  that  the  prognosis  is  more 
serious. 

In  another  case  of  nephritis  that 
Dr.  Cadet  de  Gassicourt  related  to 
me  not  long  ago,  the  cause  was  un- 
known. Soon  undoubted  symptoms 
of  double  pleurisy  and  peritonitis  ap- 
peared. The  child  died  and  at  the 
autopsy  nephritis  and  generalized  tu- 
berculosis were  found.  This  case  is 
to  be  classed  with  the  one  I  have  just 
given  above ;  the  tuberculosis  had 
attacked  three  organs,  namely,  the 
pleurae,  peritonaeum  and  the  kidneys  ; 
the  symptoms  of  nephritis  were  no- 
ticed first. 

I  have  just  spoken  of  peritonitis. 
This  affection  is  not  rare  in  nephritis 
and  examples  of  it  have  been  frequent- 
ly reported.  Henoch  has  seen  three 
cases,  two  of  which  ended  in  death.  In 
one  of  them  the  peritonitis  was  puru- 
lent, and  the  nephritis  was  the  result 
of  a  scarlet  fever.  I  have  observed  two 
cases  of  peritonitis  during  nephritis 
which  were  wholly  different  from 
each  other.     The  first  was  that  of  a 


young  boy,  aged  10,  whose  parents 
were  healthy,  but  a  daughter  had  died 
from  lung  trouble.  The  boy  came  to 
the  hospital  on  December  4,  and  had 
been  sick  for  about  a  month.  The 
physician  who  had  had  charge  of  the 
case  at  the  beginning  thought  that  it 
was  simply  indigestion.  However, 
repeated  vomiting  which  soon  became 
fascal,  then  swelling  of  the  face  and 
abdominal  pain  which  appeared  dur- 
ing the  last  days  of  November,  de- 
cided the  parents  to  bring  the  child 
to  the  hospital.  The  patient  was  pale 
and  swollen,  with  oedema  of  the 
lower  extremities  and  genital  organs. 
Through  the  abdomen,  although  dis- 
tended, it  was  possible  by  palpation 
to  feel  a  hard  spot  in  the  umbilical 
region  about  six  centimetres  in  width. 
Auscultation  and  percussion  of  the 
lungs  were  negative,  except  perhaps 
a  slight  dullness  over  the  left  apex  in 
front.  The  urine  contained  fifteen 
grammes  of  albumin  per  litre,  and  the 
total  quantity  voided  in  the  twenty- 
four  hours  amounted  to  one  litre  and 
a  half.  Little  by  little  the  urine  be- 
came bloody  and  then  diminished  in 
quantity.  The  general  condition  de- 
clined quite  quickly,  the  nephritis 
passed  to  the  chronic  state,  and  the 
child  was  taken  home  on  January  10. 
During  the  last  days  of  his  stay  in  the 
hospital  he  vomited  and  had  an  intense 
diarrhoea.  The  urine  was  dark  in 
color,  and  the  quantity  diminished  to 
six  cubic  centimetres  in  the  twenty- 
four  hours.  The  oedema  had  increased 
and  the  situation  was  most  serious. 
Comparing  this  case  with  the  preced- 
ing ones,  it  is  impossible  not  to  believe 
that  the  patient  was  tuberculous  ;  the 
left  lung,  the  peritonaeum  and  the 
kidneys  furnish  sufficient  proof.  An- 
other case  was  that  of  a  child  aged  5, 
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who  had  had  scarlet  fever  with  a  diph- 
theritic angina  in  the  middle  of 
November,  and  who  was  taken  sick 
on  December  4  with  nephritis,  with 
marked  anasarca  and  a  notable  quan- 
tity of  albumin  in  the  urine.  The 
thermometer,  which  had  gone  down 
to  normal  after  the  scarlet  fever,  went 
up  to  40.5°  on  December  8.  The 
urine  was  bloody  and  there  was  dysp- 
noea ;  there  was  nothing  abnormal 
in  the  heart  or  lungs.  On  the  days 
following  the  same  condition  re- 
mained, the  thermometer  went  down 
nearly  to  normal,  when  on  December 
19  the  scene  changed  suddenly.  The 
temperature  went  up  to  41.2°  in  the 
evening,  vomiting  became  frequent, 
diarrhoea  abundant,  the  patient's  face 
was  pinched,  peritonaeal  facies,  the 
abdomen  was  painful,  and  the  least 
movement  made  the  child  cry  out. 
From  December  19  to  23  the  ther- 
mometer made  great  oscillations, 
being  at  41.2°  on  the  evening  of  the 
20th,  and  at  only  37.5°  on  the  morning 
of  the  2 1  St.  The  child  changed  very 
much,  and  the  patient  became  thinner 
day  by  day.  The  abdomen  was  pain- 
ful, and  the  vomiting  and  diarrhoea 
were  incessant ;  the  urine  was  scanty, 
with  a  great  deal  of  albumin  and  rose 
colored ;  peritonaeal  facies,  sunken 
eyes,  nose  pinched,  and  the  lips  thin. 
Death  on  December  27. 

At  the  autopsy  I  found  about  a  litre 
of  pus  in  the  abdominal  cavity ;  the 
coils  of  the  intestine  were  glued  to- 
gether by  purulent,  false  membranes; 
the  peritonaeum  was  very  much  in- 
flamed ;  the  thoracic  organs  were 
healthy ;  the  liver  was  fatty ;  the 
kidneys  presented  the  usual  lesions 
of  epithelial  nephritis. 

En  resume^  this  child  had  had  a 
scarlet  fever  with  a  diphtheritic  an- 


gina. On  about  the  twentieth  day 
thereafter  a  very  intense  nephritis 
made  its  appearance,  giving  a  most 
serious  aspect  to  the  case.  Lastly,  a 
purulent  peritonitis  which  appeared 
on  the  thirty-seventh  day,  and  caused 
death  on  the  forty-fourth  day. 

If  peritonitis  is  not  rare  during  a 
secondary  nephritis,  it  does  not  occur 
in  the  primary  form  of  this  affection. 
It  is  sometimes  a  complication  of 
scarlet  fever,  as  is  nephritis  itself, 
sometimes  a  localization  of  tubercu- 
losis. Consequently,  one  must  not 
consider  Bright's  disease  as  a  compli- 
cation in  the  strict  sense  of  the  word, 
but  rather  as  secondary  to  the  primary 
disease,  scarlet  fever  or  tuberculosis. 
The  same  remark  applies  in  the 
majority  of  cases  to  rheumatic  and 
cardiac  affections  which  appear  during 
nephritis. 

For  example,  a  child  under  my  care 
was  attacked  by  an  intense  scarlet 
fever  and  diphtheritic  angina.  On 
the  eleventh  day  three  symptoms  made 
their  appearance  simultaneously ;  a 
small  quantity  of  albumin  in  the 
urine;  pains  in  the  articulations  of 
the  knees,  feet  and  wrist,  with  tume- 
faction and  hyperaemia  ;  paralysis  of 
the  velum  palatinum.  On  the  sixteenth 
day  this  paralysis  disappeared.  From 
the  seventeenth  to  the  twenty-third 
day  the  temperature  went  down  to 
normal,  and  the  pains  in  the  joints 
were  less  severe.  The  last  traces  of 
albumin  disappeared  the  twenty-sixth 
day,  and  the  child  got  perfectly  well, 
without  having  any  heart  symptoms. 

In  another  case  of  scarlet  fever 
nephritis  appeared  on  the  eighteenth 
day,  ushered  in  by  anasarca  and  albu- 
minuria ;  on  the  the  twenty-fourth 
day  was  heard  for  the  first  time  a  sys- 
tolic murmur  at  the  apex ;  ausculta- 
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tion  had  been  carefully  practised  every 
day.  The  albumin  disappeared  eleven 
days  later.  The  child  left  the  hospital 
with  the  murmur  at  the  point  of  the 
heart.  Here  it  is  evident  that  the 
scarlet  fever  was  the  cause  of  the  en- 
docarditis, and  this  is  often  encoun- 
tered during  the  course  of  the  erup- 
tive fever,  even  in  the  absence  of  a 
kidney  affection.  As  a  rule,  it  may  be 
said  that  complications  are  far  more 
frequent,  and  much  more  serious  in 
secondary  nephritis  than  in  the  others, 
and  this  is  most  natural  because  the 
patients  are  exposed  to  two  kinds  of 
complications,  namely  those  which 
depend  on  the  initial  disease,  and  those 
depending  on  the  nephritis  itself. 
However,  idiopathic  Bright's  disease 
is  susceptible  to  certain  complications. 
As  of  little  importance  I  will  mention 
haemorrhages  from  the  nose,  eruptions 
of  urticaria,  or  prurigo,  for  example. 

To  sum  up  what  I  have  said  in  this 
paper  I  would  say  that   nephritis  is 


often  a  primary  disease  in  childhood ; 
the  cause  may  be  found  in  the  influ- 
ence of  cold,  but  often  there  is  to  be 
found  no  circumstance  capable  of 
explaining  its  origin.  The  most 
frequent  form,  from  a  clinical  point 
of  view,  is  the  acute ;  from  an 
anatomical  point  of  view  it  is  the 
mixed.  Albuminuria  is  an  almost 
constant  symptom.  The  quantity 
of  albumin  is  most  variable.  It  may 
be  very  abundant  in  serious  cases. 
Slight  nephritis  may  also  give  a  large 
quantity  of  albumin  in  the  beginning, 
but  the  quantity  rapidly  decreases. 
Anasarca  is  a  less  constant  symptom 
than  albuminuria,  and  collections  in 
the  serous  cavities  are  rare. 

And,  lastly,  the  complications  that 
I  observed  can,  in  about  all  the  cases, 
be  attributed  to  the  initial  disease. 
This  was  the  case  especially  with 
pleuro-pneumonia,  several  cases  of 
endo-pericarditis,  one  of  rheumatism, 
and  two  of  peritonitis. 


Some  Special  Points  on  the  Performance  of  Autopsies 
on  the  New-born.^ 


BY    HENRY  W.    CATTELL,  A.M.,  M.D., 

Demonstrator  of  Morbid  Anatomy^  University  of  Pennsylvania. 


I  SHALL  take  the  opportunity  to- 
day, gentlemen,  of  showing  you  the 
method  of  performing  a  post-mortem 
upon  a  babe,  as  the  technique  is  some- 
what different  from  that  with  which 
you  are  now  familiar  in  the  case  of  an 
adult. 


1  Remarks  made  at  a  post-mortem  performed  before 
the  members  of  the  third-year  medical  class  of  the 
University  of  Pennsylvania,  March  6,  1893. 


In  the  external  examination  of  the 
body  you  should  especially  look  for 
signs  of  inflammation  of  the  cord, 
ophthalmia  neonatorum,  haematoma, 
dislocations  and  fractures,  the  state 
of  the  fontanelles,  mastitis,  hernia, 
especially  umbilical,  spina  bifida,  pem- 
phigus, thrush,  icterus,  cyanosis  and 
malformations,  such  as  hare-lip,  cleft 
palate,  tongue-tie,  polydactylism,  mon- 
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strosities,  abnormal  openings,  imper- 
forate anus  and  rectum,  etc. 

A  curious  and  rather  amusing  cir- 
cumstance occurred  some  years  ago, 
in  connection  with  one  of  my  autop- 
sies in  the  city.  A  child  came  on 
the  post-mortem  table  two  days  after 
birth,  and  the  autopsy  revealed  a 
complete  imperforate  rectum,  the 
anus  being  likewise  imperforate.  The 
physician  in  charge  had  ordered  im- 
mediately after  birth  that  a  glycerine 
suppository  should  be  administered 
morning  and  evening.  The  nurse  re- 
ported each  time  the  carrying  out  of 
the  order.  Whether  or  not  she  also 
stated  that  the  child  had  had  a  pas- 
sage each  time  I  do  not  know. 

According  to  Orth,  the  mean  height 
of  a  full-term,  sound  child  is  between 
fifty  and  fifty-one  centimetres,  the 
male  being  slightly  longer  than  the 
female.  The  weight  of  a  full-term 
boy  at  birth  is  3600  grammes,  of  a  girl 
3250  grammes.  For  the  last  five  lunar 
months  of  foetal  life,  if  the  height 
expressed  in  centimetres  be  divided 
by  five,  the  approximate  age  of  the 
child  in  lunar  months  will  be  obtained. 
For  example,  if  the  child  measures 
thirty-five  centimetres,  divide  this 
by  five,  and  we  have  seven  as  the 
number  of  lunar  months  which  the 
child  has  passed  in  utero.  The 
foetal  age  of  the  child  in  the  first  five 
months  represents  about  the  square 
root  of  the  height,  expressed  in 
centimetres.  For  example,  if  the 
height  is  sixteen  the  child  is  four 
lunar  months  old.  The  skin  should 
be  tight  and  not  wrinkled ;  the  color 
no  longer  red,  but  white,  and  the 
woolly  hair  should  only  be  found 
covering  the  shoulders.  The  length 
of  the  hair  on  the  head  should  be 
carefully  estimated.     In  the  normal 


state  it  is  two  to  three  centimetres 
long.  The  state  of  the  fontanelles  and 
the  normal  measurements  of  the  head, 
which  you  will  recall  from  your  ob- 
stetrical studies,  should  be  carefully 
noted.  The  pupillary  membrane 
disappears  from  the  eyes  after  the 
eighth  month.  The  nose  and  ear 
should  feel  hard,  not  soft.  The  nails 
are  hard  and  well  formed  and  s.lightly 
overlap  the  fleshy  portion  of  the 
hand  or  foot.  The  circumference 
of  the  shoulders  is  eleven  to  twelve 
centimetres,  that  of  the  trochanters 
nine  to  ten  centimetres.  In  boys 
the  testicles  should  descend  in  the 
seventh  month  of  foetal  life,  and, 
therefore,  the  two  testicles  should 
be  discovered  in  the  proper  situation. 
In  females  the  labia  majora  should 
cover  the  clitoris  and  nymphae.  The 
epiphyses  of  the  femur  should  also  be 
examined,  for  the  centres  of  ossifica- 
tion, the  centre  in  the  lower  portion 
of  the  bone  appearing  at  the  end  of 
the  ninth  foetal  month. 

In  making  the  incision  into  the 
body  go  to  the  left  of  the  umbilicus, 
so  that  the  umbilical  vessels  will  not 
be  injured.  These  should  then  be 
carefully  examined,  after  the  abdomi- 
nal parietes  have  been  thrown  back, 
for  any  signs  of  micro-organismal  in- 
vasion. Do  not  forget  to  examine 
the  hypogastric  arteries,  as  inflamma- 
tion may  be  found  running  downward 
instead  of  upward  as  is  usually  the 
case.  The  micro-organisms  causing 
this  condition  are  the  usual  ones  of 
suppuration  and  gangrene. 

In  examining  the  abdominal  viscera 
you  will  be  at  once  struck  with  the 
fact  that  the  organs  are  relatively 
larger  than  in  the  adult.  The  liver 
and  the  vermiform  appendix  especially 
seem  out  of  proportion  to  the  size  of 
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the  child.  This  is  normal,^  as  the 
weight  of  the  liver  represents  2.77 
per  cent,  of  the  body  weight  of  the 
adult,  while  in  the  new- born  child  it  is 
4.39  per  cent.  I  have  seen  the  ver- 
miform appendix  in  a  babe  measure  a 
small  fraction  over  three  inches.  In 
this  connection  it  may  also  be  worth 
mentioning  that  the  brain  weighs 
•14.34  P^r  cent,  of  the  body  weight  in 
a  babe,  while  in  the  adult  it  is  but  2.37 
per  cent  \percontia,  the  weight  of  the 
muscles  is  in  proportion  of  23.4  per 
cent,  of  the  body  weight  for  the  babe, 
to  43.09  per  cent,  for  the  adult. 

It  is  usually  desirable  to  eviscerate 
the  body  of  the  babe.  This  can  read- 
ily be  accomplished  without  making 
the  incision  higher  than  the  inter-cla- 
vicular notch.  In  the  first  case, 
though  it  is  easier  done  if  the  incis- 
ion is  made  to  the  symphysis  mentis, 
the  skin  is  dissected  internally,  away 
from  the  trachea,  and  a  sharp  knife  is 
introduced  through  the  centre  of  the 
genio-glossus  muscle,  posteriorly  to 
the  frenum  of  the  tongue,  and  a  cir- 
cular incision  is  then  made,  cutting 
close  to  the  carotids,  laterally  and 
posteriorly,  as  close  as  possible  to  the 
bodies  of  the  vertebrae.  By  this 
method  the  tip  of  the  tongue  will  be 
left  intact  in  'the  mouth,  in  case  an 
investigation  be  made  at  this  point. 
The  posterior  portion  of  the  tongue, 
epiglottis,  oesophagus,  larynx,  etc., 
are  then  grasped,  drawn  downwards 
and  elevated,  and  the  loose  tissue 
is  readily  cut  with  a  knife  until 
the  diaphragm  is  reached.  This  is 
then  cut  laterally  and  posteriorly,  the 
adhesions  again  removed  with  the 
knife.  The  rectum  is  tied  with  two 
strings,   and   cut    between   the   liga- 


'  Vierordt,  quoted  by  Ziegler. 


tures.  Anything  which  holds  the 
abdominal  organs  in  place  is  cut,  and 
the  body  of  the  babe  is  completely 
eviscerated.  You  will  see  at  once,  as 
I  lift  the  thoracic  organs  up,  how  easy 
the  method  is.  I  cut  loose  the  crura, 
and  the  diaphragm  is  free.  In  the 
case  of  a  female,  you  can  take  the 
organs  of  generation  (also  the  blad- 
der) ,  along  with  the  other  organs,  by 
removing  them  in  the  manner  with 
which  you  are  familiar  in  the  case 
of  an  adult.  The  advantage  of 
this  method  is  that  the  organs  can 
be  examined,  most  conveniently,  both 
anteriorly  and  posteriorly,  and,  as 
all  the  organs  are  attached,  the 
same  relations  are  preserved  as  if 
they  were  left  in  the  body.  A  child 
disemboweled  in  this  manner  can 
be  kept  for  a  long  while,  especially 
if  the  abdominal  cavity  be  packed 
with  a  mixture  of  equal  parts  of  bran 
and  salt.  A  little  white  arsenic  can 
be  added  with  good  effect  to  this 
mixture.  The  body  can  then  be  sur- 
rounded with  cotton,  and  a  circular 
bandage  applied  to  the  chest  and  tho- 
rax. You  can  sometimes  advise  the 
employment  of  this  method  as  a 
means  of  gaining  permission  from  a 
parent  to  hold  the  autopsy. 

In  the  thorax  you  should  pay  espe- 
cial attention  to  the  thymus  gland* 
This  organ  is  well  developed  at  birth, 
and  reaches  its  full  growth  at  the 
second  year  of  life,  and  then  dimin- 
ishes in  size  until  at  puberty  it  has 
almost  entirely  disappeared.  It  lies 
about  an  inch  below  the  thyroid  gland 
between  the  apices  of  the  lung,  in 
front  of  the  trachea,  and  the  large 
blood  vessels  of  the  heart,  resting 
upon  the  pericardium.  It  is  about 
normal,  in  position  and  size,  in  this 
case — one  and  a  half  inches  long,  and 
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about  seven-eighths  of  an  inch  across. 
Mistakes  are  frequently  made  at  post- 
mortems on  children,  in  regard  to  the 
location  of  this  gland,  as  well  as  to  its 
nature  when  found. 

In  the  heart,  pay  especial  attention 
to  whether  or  not  the  foramen  ovale 
and  ductus  arteriosus  are  patulous. 
Anomalies,  especially  those  of  the 
ventricular  septum,  should  be  care- 
fully looked  for,  as  they  are  of  fre- 
quent occurrence.  Inflammations  of 
the  valves  are  especially  apt  to  occur 
upon  the  right  side,  on  account  of  the 
direction  of  the  foetal  circulation. 
In  examining  the  foramen  ovale  you 
are  very  apt,  unless  care  be  taken,  to 
push  the  probe  into  the  right  dog's 
ear,  instead  of  through  the  foramen. 

One  of  the  best  signs  of  the  estab- 
lishment of  respiration  is,  according 
to  the  lectures  of  Professor  Guiteras, 
the  deposit  of  uric  acid  crystals  in 
the  pyramids  of  the  kidneys.  These 
crystals  have  not  yet  been  described 
except  in  children  who  have  breathed- 
They  can  frequently  be  seen  with 
the  naked  eye.  You  will  notice  that 
the  kidney  here  is  lobulated.  This  is 
normal,  and  may  continue  into  adult 
life,  where  it  may  be  mistaken  for  a 
healed  syphilitic  lesion  or  a  haemor- 
rhagic  infarct. 

In  children  suspected  to  be  syphi- 
litic be  careful  to  examine  for  osteo- 
chondritis of  the  long  bones.  This 
can  readily  be  done,  by  cutting 
through  the  centre  of  the  head  of 
the  femur  where  it  is  composed  of 
cartilage,  by  means  of  a  knife,  and 
then  protecting  the  hand  with  a 
towel,  the  bone  can  be  held  with  the 
hand  as  if  in  a  vise,  and  the  saw 
can  accomplish  the  rest  of  the  work. 

The  next  point  is  the  removal  of 
the  brain.     This  is  much  more  diffi- 


cult than  in  the  case  of  an  adult,  first, 
because  the  brain  is  much  softer,  and, 
second,  because  the  dura  is  adherent 
tp  the  cranial  bones ;  these  two  factors 
add  to  the  difficulty  of  the  task,  but 
there  is  one  that  makes  it  more  easy, 
namely,  that  the  sutures  are  not  ossi- 
fied together.  The  brain  in  a  new- 
born child  is  so  soft  that  it  is  almost 
impossible  to  take  it  out  without  in- 
jury. A  good  method  is  to  lay  the 
child  for  a  short  while  upon  ice,  upon 
which  some  salt  has  been  sprinkled, 
in  order  that  the  brain  may  be  hard- 
ened by  the  cold.  I  have  secured  the 
best  results  by  placing  the  child  in  a 
large  basin  or  tub  of  water,  and  the 
conducting  of  the  final  operations 
here,  while  the  body  is  held  under  the 
water  by  an  assistant.  Instead  of 
ordinary  water  you  may  use  a  solution 
of  salt.  Add  a  half  bucketful  of  com- 
mon salt  to  four  or  five  bucketfuls 
of  water ;  this  makes  the  solution 
slightly  above  the  specific  gravity  of 
the  brain  substance,  and  there  is  much 
less  danger  of  injury  to  the  occipital 
lobes  if  the  brain  be  taken  out  in 
this  fluid.  You  may  make  the  same 
incision  as  in  the  case  of  the  adult, 
namely,  running  the  ^nife  under 
the  scalp  across  the  head  from 
mastoid  process  to  mastoid  process. 
The  scalp  is  much  more  easily 
removed  than  -in  the  adult.  You 
will  notice  how  readily  it  peels  back. 
We  have  now  exposed  the  cranium, 
and  you  will  see  that  the  sutures  are 
not  joined,  and  the  fontanelles  are 
plainly  to  be  seen.  With  a  small  saw 
I  have  sawed  through  the  frontal  and 
occipital  bones,  where  ossification  has 
already  occurred  ;  the  rest  of  the  cut- 
ting can  usually  be  done  with  a  pair 
of  scissors  or  a  knife.  You  then  cut 
on  each  side  of  the  lonoritudinal  sinus 


762 


HENRY.  W.  CATTELL. 


and  bend  the  bones  to  the  side  until 
they  break  and  the  brain  is  exposed, 
covered  by  the  pia  and  arachnoid. 

When  you  have  sawed  the  bones, 
the  body  should  be,  preferably,  in 
the  salt  solution.  It  is  held  by 
your  assistant,  and  you  remove  the 
brain  as  in  the  adult,  first,  however, 
removing  the  falx  cerebri  and  longi- 
tudinal sinus.  You  next  press  the 
brain  back  and  remove,  with  great 
care,  the  frontal  lobes,  with  the  olfac- 
factory  lobes ;  now  cut  the  optic 
nerves,  remove  the  pituitary  body 
and  the  vessels,  and  expose  the  base. 
Cut  the  nerves  and  vessels  long  and 
sever  the  spinal  cord  as  iow  down  as 
possible.  When  the  tentorium  cere- 
belli  and  falx  are  cut  through  you  can 
push  the  brain  out  upon  the  fluid. 
Its  specific  gravity  will  cause  it  to 
float,  and  if  you  desire  to  harden  it  a 
good  plan  is  to  place  the  jar  filled 
with  Miiller's  fluid  under  the  brain. 
You  can  get  the  organ  in  the  harden- 
ing fluid  without  much  of  the  water 
or  salt  solution  passing  out.  After- 
ward change  the  Miiller's  solution  for 
a  fresh  supply. 

You  will  rarely  be  called  upon  to 
remove  the  the  cord.  If  done,  it  can 
be  accomplished  in  the  same  manner 
as  in  the  adult. 

According  to  Virchow  (translated 
by  Smith),  the  following  regulations 
are  in  force  in  Prussia  for  the  guid- 
ance of  medical  jurists  in  conducting 
post-mortem  examinations  for  legal 
purposes,  in  new-born  children  : 

I.  Determination  of  Maturity  and 
Period  of  Development. — In  the  post- 
mortem examination  of  new-born 
children  special  attention  is  to  be 
directed  to  the  following  points : 

In  the  first  place,  the  signs  indica- 
tive of  maturity  and  period  of  devel- 
opment must  be  looked  for. 


These  are  :  The  length  and  weight 
of  the  child,  the  condition  of  the  gen- 
eral integument  and  of  the  umbilical 
cord,  the  length  and  state  of  the  hair 
of  the  head,  the  size  of  the  fontanelles, 
the  diameter  of  the  cranium  (longi- 
tudinal, transverse  and  diagonal),  the 
condition  of  the  eyes  (membrana  pu- 
pillaris),  the  state  of  the  cartilages  of 
the  nose  and  ear,  the  length  and  con- 
dition of  the  nails,  the  transverse 
diameter  of  the  body  at  the  shoulder 
and  hips ;  in  male  infants,  the  condi- 
tion of  the  scrotum  and  position  of 
the  testicles ;  in  females,  the  condi- 
tion of  the  external  organs  of  genera- 
tion. 

Finally,  we  must  examine  the  size 
of  the  centre  of  ossification  (if  pres- 
ent) in  the  inferior  epiphysis  of  the 
femur.  For  this  purpose,  the  knee 
joint  must  be  opened  by  means  of  a 
transverse  incision  below  the  patella, 
the  joint  fully  bent  and  the  patella 
removed ;  thin  layers  are  then  to  be 
cut  from  the  cartilaginous  end  of  the 
femur,  till  the  greatest  transverse 
diameter  of  the  centre  of  ossification 
(if  present)  be  reached  ;  this  is  to  be 
measured  in  millimetres. 

Should  the  condition  of  the  foetus 
be  such  as  clearly  to  prove  that  it 
was  born  before  the  completion  of 
the  thirtieth  week,  it  is  not  necessary 
to  proceed  further  with  the  examina- 
tion, unless  the  magistrate  distinctly 
requires  it. 

II.  Determination  of  the  Question 
zvhether  the  Child  has  Breathed. — If 
it  shall  appear  that  the  child  has  been 
born  after  the  thirtieth  week,  the 
next  step  is  to  ascertain  whether  it 
has  breathed  during  or  after  birth. 
For  this  purpose  the  respiration  test 
must  be  applied,  and  the  proceedings 
conducted  in  the  following  order  : 
{a)    Immediately   on   opening   the 
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abdominal  cavity  the  position  of  the 
diaphragm  is  to  be  ascertained,  with 
reference  to  the  corresponding  rib, 
and,  on  this  account,  in  new-born 
children,  the  abdomen  is  always  to 
be  opened  first,  and  afterwards,  the 
thorax  and  cranium. 

{b)  Before  opening  the  thorax  a 
ligature  is  to  be  placed  around  the 
trachea  ab'  ve  the  sternum. 

{c)  The  thorax  is  then  to  be  opened, 
and  attention  must  be  paid  to  the  de- 
gree of  dilatation  of  the  lungs,  and 
their  position  dependent  upon  such 
dilatation,  particularly  with  reference 
to  the  pericardium.  The  color  and 
consistence  of  the  lungs  should  also 
be  ascertained. 

(d)  The  pericardium  is  then  to  be 
opened,  and  its  condition  and  that  of 
the  heart,  externally,  are  to  be  ascer- 
tained. 

{e)  The  cavities  of  the  heart  are 
then  to  be  opened,  and  their  contents 
to  be  examined,  and  the  condition  of 
the  heart  in  other  respects  is  to  be  de- 
termined. 

(/)  The  larynx  and  that  portion  of 
the  trachea  above  the  ligature  are 
then  to  be  opened  by  means  of  a 
longitudinal  incision,  and  any  con- 
tents are  to  be  examined. 

{g)  The  trachea  is  to  be  divided 
above  the  ligature  and  removed,  to- 
gether with  all  the  organs  of  the 
thorax. 

{h)  After  removing  the  thymus 
gland  and  the  heart,  the  lungs  are  to 
be  placed  in  a  capacious  vessel  filled 


with  clean,  cold  water,  in  order  to 
test  their  buoyancy. 

(i)  The  lower  part  of  the  trachea 
and  its  subdivisions  are  to  be  laid 
open  and  examined,  especially  with 
reference  to  their  contents. 

{k)  Incisions  are  to  be  made  in 
both  lungs,  and  notice  taken  whether 
any  crepitant  sound  be  heard,  and 
also  with  reference  to  the  amount 
and  quality  of  the  blood  issuing  from 
these  cut  surfaces  on  slight  pressure. 

(/)  Incisions  are  to  be  made  in  the 
lunge  below  the  surface  of  the  water, 
to  see  whether  any  air-bubbles  rise 
from  the  cut  surfaces. 

{m)  Both  lungs  are  next  to  be  sep- 
arated into  their  lobes,  and  these  are 
to  be  divided  into  several  small  pieces, 
the  buoyancy  of  each  of  which  is  to 
be  tested. 

(it)  The  oesophagus  is  to  be  opened 
and  its  condition  ascertained. 

{0)  Lastly,  in  cases  where  it  is  sus- 
pected that  air  cannot  gain  access  to 
the  lungs,  in  consequence  of  the  fill- 
ing up  of  their  cells  and  passages  with 
morbid  products  (hepatisation)  or 
foreign  substances  (mucus,  mecon- 
ium), the  lung  tissue  is  to  be  exam- 
ined with  the  microscope. 

In  my  opinion,  babes  are  the  most 
unsatisfactory  subjects  upon  which 
you  are  called  to  perform  a  post- 
mortem. In  over  one-third  of  all 
such  cases  upon  which  I  have  made 
autopsies  I  have  been  utterly  unable 
to  assign  a  cause  of  death,  other  than 
inanition  or  malnutrition. 


764 


ABSTRACTS  FROM  CURRENT  LITERATURE. 


The  William  F.  Jenks  Memorial  Prize. 


The  College  of  Physicians  of  Phila- 
delphia announce  that  the  William 
F.  Jenks  Memorial  Prize  of  $500  will 
be  awarded  to  the  best  essay  on  "  In- 
fant Mortality  During  Labor,  and  its 
Prevention." 

The  prize  is  open  for  competition 
to  the  whole  world,  but  the  essay 
must  be  the  production  of  a  single 
person. 

The  essay,  which  must  be  written 
in  the  English  language,  or  if  in  a 
foreign  language,  accompanied  by  an 
English  translation,  should  be  sent 
to  the  College  of  Physicians  of  Phila- 
delphia, Pennsylvania,  U.  S.  A.,  be- 
fore January  i,  1895,  addressed  to 
Horace  Y.  Evans,  M.D.,  Chairman  of 


the  William  F.  Jenks  Prize  Com- 
mittee. 

Each  essay  must  be  type  written, 
distinguished  by  a  motto,  and  accom- 
panied by  a  sealed  envelope  bearing 
the  same  motto  and  containing  the 
name  and  address  of  the  writer.  No 
envelope  will  be  opened  except  that 
which  accompanies  the  successful 
essay. 

The  committee  will  return  the  un- 
successful essays  if  reclaimed  by  their 
writers,  or  their  agents,  within  one 
year. 

The  committee  reserves  the  right 
not  to  make  an  award  if  no  essay  sub- 
mitted is  considered  worthy  of  the 
prize. 
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Liquor  Ferri  Chloridi  in  Diphtheria. 


HtJBNER  and  Rosenthal  {Therap. 
Monatschefte,  December,  1892)  both 
speak  highly  of  the  value  of  the 
chloride  of  iron  in  diphtheria,  as 
recommended  by  Rehn.  Hiibner 
treated  fifty-two  cases,  losing  only 
two,  although  in  six  of  those  who 
recovered  the  disease  was  so  severe 
that  he  could  not  have  hoped  to  save 
them  with  any  of  the  remedies  for- 
merly used.  The  throat  was  painted 
twice  daily,  and  in  bad   cases  three 


times,  with  a  solution  of  equal  parts 
to  one  part  m  five.  The  throat 
was  also  frequently  sprayed  with 
diluted  lime  water,  and  ice  pellets 
and  an  ice  bandage  about  the  throat 
were  also  employed.  Rosenthal  re- 
ports seventy-nine  cases  treated  in 
this  way.  The  patients  came  early 
and  remained  until  the  disease  was 
over.  Only  seven,  or  less  than  9  per 
cent.,  died,  and  the  good  results  are 
attributed  to  the  iron. 
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The  Treatment  of  Foreign  Bodies  in  the  CEsophagus  in  Children. 


Palikier  {Archiv.  fur  Kinderheil- 
kimde,  Band.  15,  Heft.  3  and  4,  1893) 
has,  in  two  cases  of  children  asphyxi- 
ated by  swallowing  coins,  removed 
the  coins  in  the  following  simple  man- 
ner :  He  lays  a  finger  of  his  left  hand 
in  the  cleft  between  trachea  and 
musculus  sterno  -  cleido  -  mastoideus, 
pressing     as     deeply     as     possible. 


Usually  he  can  thus  feel  the  foreign 
body.  When  he  has  thus  located  it, 
he  attempts  by  gentle  massage  to 
force  it  upward ;  at  the  same  time  he 
carries  the  right  hand  into  the  mouth 
and  titillates  the  palate  to  produce 
efforts  at  vomiting.  In  both  cases 
the  coin  was  thus  removed. 


Treatment  of  Diphtheria. 


Gardner  {Med.  Record,  February 
18,  1893)  after  an  extended  experience 
with  different  methods  of  treatment 
in  this  disease,  considers  that  the  best 
application  is  a  15  to  25  per  cent, 
solution  of  tr.  ferri  chlor.  et  tr.  iodini 
in  a  menstruum  of  glycerine  and 
water  or  pure  water.  This  should  be 
applied  to  the  fauces  with  a  tooth- 
brush or  post-nasal  syringe,  and 
should  be  used  as  often  as  every  three 


hours,  day  and  night.  He  also  ad- 
ministers the  tinct.  ferri  chlor.,  15  to 
30  drops  in  water,  every  four  hours, 
according  to  the  age  of  the  patient. 

Beef  extracts,  spts.  frumenti,  opii, 
milk,  etc.,  ad  libitum  et  pro  re  nata,  or 
in  sufficient  quantity  to  maintain  the 
patient's  strength  and  nourishm.ent. 
He  believes  if  this  treatment  were  fol- 
lowed diligently  and  in  season  that 
few  fatalities  would  result. 


Bromoform  in  Pertussis. 


Cassel  (^Deutsche  ined.  Wochen- 
schrifty  No.  5,  1892)  gives  the  results 
of  his  experience  with  this  drug  in 
thirteen  cases  of  pertussis.  The  dose 
was  3  to  4  drops  thrice  daily  for  chil- 
dren under  i  year,  and  4  to  5  drops 
for  older  patients.  The  average 
amount  of  bromoform  employed  in  a 
case  varied  from  10  to  20  grammes. 
The  mean  duration  of  the  disease  61.3 
days,  45.9  days  having  elapsed  before 


treatment  was  instituted.  The  drug 
decidedly  lessened  the  frequency  and 
severity  of  the  paroxysms,  but  did  not 
shorten  the  duration  of  the  disease. 
The  author  believes  that  bromoform 
in  these  doses  lessens  the  sensibility 
of  the  respiratory  tract,  and  is  in  no 
sense  a  specific,  and  that  while  larger 
doses  might  suppress  the  paroxysms, 
they  are  to  be  avoided  on  account  of 
the  danger  of  intoxication. 
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Intestinal  Obstruction  by  the  Accumulation  of  Lumbricoids 


Simon  {Jojir.  de  Med.  etde  Chifurg, 
Pratiques,  September,  1892)  has  col- 
lected six  cases  of  intestinal  obstruc- 
tion by  the  accumulation  of  lumbri- 
coids. Contrary  to  general  opinion, 
obstruction  from  this  cause  is  not  ex- 
clusively an  accident  of  adult  life,  for 
four  times  out  of  six  it  was  observed  in 
children.  The  symptoms  resemble 
closely  those  of  invagination.  In 
Simon's  case  the  diagnosis  was  made 
from  the  previous  history.  The 
author  believes  that  the  diagnosis 
should   rest   on  the   history,  on   the 


expulsion  of  worms  by  the  mouth  or 
anus,  which  has  been  observed  in 
several  cases,  and  possibly  on  the 
detection  of  the  eggs  of  the  parasite 
in  the  stools.  Only  one  of  the  six 
cases  recovered,  and  this  was  the  re- 
sult of  operative  interference;  and, 
although  operation  has  not  always 
been  successful,  it  seems  to  offer  the 
only  hope  of  relief.  When  the  symp- 
toms of  obstruction  have  already  de- 
veloped, anthelmintics  have  proved 
useless. 


Treatment  of  Cholera  Infantum. 


Gross  {Therap.  Monatshefte,  May, 
1893)  claims  excellent  results  from 
the  following  plan  of  treatment : 
When  the  disease  is  manifested  by 
pyrexia  and  convulsions,  but  as  yet 
no  other  symptoms,  he  employs  rectal 
irrigations  of  cold  water,  and  rubbing 
with  alcohol  and  iced  water.  When 
necessary,  small  doses  of  antipyrin 
are  also  employed.  If  the  child  sur- 
vives the  first  twenty-four  hours  of 
the  disease,  a  rigid  diet  is  prescribed, 
consisting  of  thin  gruel,  boiled,  sweet- 
ened water  or  tea,  which  are  ad- 
ministered in  small  quantities  at  fre- 
quent intervals.  Milk  is  entirely  ex- 
cluded. Salt  water  irrigations  are 
employed  every  twelve  hours,  while 
six  minute  doses  of  calomel  are  given 
at  intervals  of  two  hours.  The  writer 
claims  that  under  this  treatment  the 
disease  is  aborted,  and  at  the  end  of 


twenty-four  hours  it  is  safe  to  return 
to  a  milk  diet.  When  treatment  is 
instituted  after  the  symptoms  have 
fully  developed,  milk  should  be  with- 
held for  a  longer  period,  and  the  irri- 
gations should  be  employed  more 
frequently  ;  as  an  adjunct  calomel  and 
salol,  or  later,  salol  alone,  should  be 
given  at  short  intervals.  During  con- 
valescence hydrochloric  acid  and  pep- 
sin are  substituted  for  the  calomel 
and  salol.  In  protracted  cases  good 
results  follow  the  injection  of  weak 
solutions  of  tannic  acid,  and  the  ob- 
stinate vomiting  usually  yields  to  a 
single  irrigation  of  the  stomach  with 
weak  hydrochloric  acid.  In  the  stage 
of  collapse  warm  irrigations  of  the 
stomach  and  bowel,  hot  mustard  baths, 
and  stimulants  in  small  amounts  are 
recommended. 
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Benzonaphthol    in   the  Gastro-intestinal  Catarrh   of  Children. 


Bruck  {Pester  Med.  Chir.  Presse^ 
1892,  No.  46)  has  employed  this 
remedy  in  thirty-eight  cases  of  gastro- 
enteric catarrh  in  children.  In  twelve 
cases  the  results  were  negative,  but 
he  attributes  the  failure  to  the  early 
discontinuance  of  the  drug,  and  the 
imperfect  care  which  the  children  re- 
ceived. In  the  remaining  twenty-six 
cases  the  antiseptic  action  of  the  drug 
rendered  the  offensive  stools  almost 
odorless,  and  produced  an  improve- 
ment in  all  the  symptoms.  In  acute 
cases  the  fever  almost  entirely  disap- 


peared, and  in  tuberculous  cases  the 
symptoms  were  temporarily  amelio- 
rated. The  astringent  effect  of  the 
drug  was  often  remarkable.  The  drug 
frequently  increased  the  urine,  but 
caused  no  bad  effects.  The  drug  was 
administered  in  powdered  sugar,  and 
the  daily  dose  ranged,  according  to 
the  age  of  the  child,  from  three  to 
twelve  grains.  Benzonaphthol  may 
also  be  employed  with  advantage  in 
intestinal  inflammations  of  an  infec- 
tious type. 


Keloid  of  the  Scalp  in  a  Boy  of  Four  Years. 


Teviseur  {Medical  Rtcord,  March 
4,  1893)  reports  a  case  of  keloid  ap- 
pearing on  the  scalp  of  a  boy  aged  4 
years.  The  tumor  began  at  the 
middle  of  sagittal  suture,  and  meas- 
ured three  inches  in  length,  one  and 
one-quarter  inches  in  breadth,  and 
one-fourth  of  an  inch  in  heighf.  It 
was  irregular  in  outline,  and  the  sur- 
face was  tense,  smooth,  and  of  a  pale- 
pink  color.  The  mother  stated  that 
the  child  had  been  delivered  by 
forceps,  and  showed,  after  birth,  a 
scarcely  noticeable  sore,  which  had 
been  followed  upon  healing  by  the 


present  tumor.  Keloid  before  pub- 
erty is  very  uncommon,  though  it  has. 
been  observed  in  a  child  of  6  months. 
A  few  congenital  cases  are  on  record 
(Bryant,  Volkmann).  The  abrasion 
produced  by  the  forceps  appears  to 
have  been  the  cause.  The  author 
believes  that  excision  is  not  advisable, 
since  the  keloid  is  apt  to  return,  and 
states  that  deep  scarifications,  either 
alone  or  followed  by  the  applicaticn 
of  strong  caustics  or  the  thermo- 
cautery, give  better  results.  He  is 
not  favorably  impressed  with  con- 
tinuous compression  or  electrolysis. 


Splenectomy  in  a  Boy  Aged  Fourteen  Years. 


RiEGNER  (Berlin,  klin.  Woc/l,  Feb. 
20,  1893)  reports  the  following  case: 
A  boy,  aged    14,  fell  from  a  height. 


striking  his  abdomen.  The  next  day 
there  was  increasing  pallor,  abdominal 
distension  and  rapid  pulse.   The  liver 
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dulness  extended  from  the  fourth  rib 
to  a  finger's  breadth  below  the  costal 
margin.  There  was  also  dulness  in 
the  epigastrium.  The  urine  drawn 
off  was  normal.  The  diagnosis  was 
haemorrhage  from  rupture  of  the  liver 
or  spleen.  The  abdomen  was  opened 
in  the  median  line,  and  the  incision 
subsequently  extended  to  the  right 
hypochondrium.  The  liver  was  un- 
injured. The  intestine  had  to  be 
turned  out,  and  among  the  clotted 
blood  splenic  tissue  was  discovered. 
The  incision  was  then  extended  to 
the  left  hypochondrium,  when  the 
spleen  was  found  almost  divided.  The 
entire  organ  was  removed.  Saline 
injections  were  employed  subse- 
quently to  combat  the  collapse.  The 
boy  slowly  recovered,  but  in  a  few 
days  gangrene  appeared  in  the  toes 
and  in  parts  of  the  left  leg,  which 
necessitated  amputation  through  the 
thigh  four  weeks  after  the  splenec- 
tomy. Three  weeks  after  the  first 
operation  the  lymphatics  began  to 
enlarge.     The  patient  got  up  in  the 


seventh  week.  The  author  states 
that  rupture  of  the  spleen  does  not 
induce  peritonitis,  but  that  extensive 
tearing  is  surely  fatal,  and  that  splen- 
ectomy must,  when  possible,  be  prac- 
ticed. The  gangrene  in  this  case  was 
apparently  not  directly  traumatic  in 
origin.  The  author  believes  that  the 
glandular  enlargement  was  compen- 
satory. The  red  corpuscles  were 
diminished,  and  acute  leucocytosis 
developed  during  the  first  few  days. 
The  leucocytes  were  of  different 
varieties,  chiefly  neutrophile  and 
polynucleated  cells,  with  a  few  eosin- 
ophil cells.  In  a  month  lymphocytes 
predominated,  but  later  they  dimin- 
ished. There  were  no  nucleated 
red  cells.  At  first  the  haemoglobin 
was  reduced  to  35,  but  subsequently 
it  rose  to  '^6  per  cent.  Seven  months 
after  the  operation  the  red  cells  were 
normal  in  number,  whereas  the  white 
cells  were  still  too  numerous  (i  to 
190).  The  glands  showed  signs  of 
diminishing. 
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